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Glossary of Terms

	Term

	Definition 

	The Council
	Leicester City Council 

	The CCG
	NHS Leicester City Clinical Commissioning Group 

	The Specification 
	The jointly commissioned Domiciliary Support Service Specification 

	The Order
	The Order Form completed by the Commissioner 

	The Commissioner
	The Council and on behalf of the CCG

	CHC
	Framework for Continuing Health Care

	CHC Assessor
	Appointed by the CCG to undertake a health needs assessment and determine eligibility for funding 

	Service User
	Person eligible for and/or in receipt of the domiciliary support service as defined in this Specification

	Joint Commissioned Services Bureau or JCSB
	The staff employed by the Council to administer the Call Off procedure 

	Call-Off Procedure 
	The procedure by which each individual support package is brokered under this Specification 

	The Service 
	The Domiciliary Support Service to which this Specification pertains

	Emergency 
	Any unplanned event or change to Service User’s health or care needs that requires urgent and immediate action and intervention that cannot be safely delayed. 

	ISP
	Individual Support Plan

	Care Certificate
	A set of standards adhered to by the workforce in social care

	Reablement
	Support to regain confidence and skills and return to as independent a life as possible, often after a hospital stay

	Delegated Health Tasks
	Tasks that can be delegated to non-health staff as defined in the Health and Social Care Protocol

	Independent Living Skills
	The skills and confidence required to live independently (outside of hospital or residential care)

	NHS FNC
	Funding nursing care 

	QAF
	Quality Assurance Framework

	DBS
	Disclosure & Barring Service

	NMDS – SC
	National Minimum Data Set for Social Care

	Staff
	All those employed by the Provider in connection with the Service including support workers, nurses, volunteers, trustees, co-ordinators and any other representatives 

	RN
	Registered Nurse 

	CaAS
	Contracts & Assurance Service at the Council

	SCU
	Strategic Commissioning Unit at the Council 

	FNC
	Free Nursing Care 

	BLS
	Basic Life Support

	PPE
	Personal Protective Equipment

	HCAI
	Health Care Associated Infection

	NICE
	National Institute for Health and Social Care Excellence

	MAR
	Medication Administration Record

	ICRS
	Integrated Crisis Response Service

	CRT
	Crisis Response Team

	SPA
	Single Point of Access

	BCP
	Business Continuity Plan

	HSCP
	Health and Social Care Protocol

	PEG
	Percutaneous Endoscopic Gastronomy

	RIG
	Radiologically Inserted Gastronomy

	NG
	Nasogastric Feeding

	AT
	Assistive Technology

	DNACPR
	Do Not Attempt Cardiopulmonary Resuscitation

	PDD
	Pervasive Development Disorder

	ASD
	Autistic Spectrum Disorder

	EDT
	Emergency Duty Team





[bookmark: _Toc463255791]Section 1 – Strategic Overview and Service Summary

1 [bookmark: _Toc463255792]Strategic Aims & Objectives

1.1 The Council and the CCG are committed to commissioning a domiciliary support service that will give Service Users an integrated, high quality; person centred social care & health care service.

1.2 The CCG is committed to partnership working to guarantee that healthcare provided by domiciliary support meets the highest standards to protect some of the most vulnerable members of Leicester. This will be achieved by using information from a range of sources; improving and sustaining relationships with and gaining assurance from contracted Providers.

1.3 The aim of the Council’s Adult Social Care department is to protect and empower the most vulnerable. This means improving Outcomes for vulnerable people and ensuring that publically funded care and support is provided where it is cost effective and only when it is really needed. This Service is integral to the Council’s aim to commission services that deliver quality and value for money, safeguard users from abuse and prevent, postpone and minimise unnecessary hospital admission/attendance. 

1.4 The Council and the CCG recognise that relationships between health, social care and wider community services are integral to the health and well-being of local communities and contribute to the joint agendas of providing support to vulnerable people to prevent escalation of need.  Domiciliary support directly provides these services but also acts as a gateway to accessing wider support.  Jointly commissioning these services supports this partnership approach through all tiers and functions. Recognising our collaborative approach, a Section 75 Agreement under the National Health Service Act (2006) has been agreed between the Council and the CCG.

1.5 In order to monitor the outcomes achieved and the impact that these services have on vulnerable people in the City, a wider set of indicators will be monitored as part of the strategic overview of domiciliary support.  These will not necessarily reflect performance of any single Provider but will support market management and strategic oversight of the impact of provision and help to monitor trends.  The indicators used strategically are:


	System information

	Awaiting Care List: Numbers of Service Users and reasons for the support packages not being in place

	Number of people currently in receipt of reablement

	Number of new users entering reablement in this period

	Number and % of users ending reablement this period with outcome

	No of current users in the period per lot 

	No of new users in the period per lot

	No of current hours commissioned per lot and running total for the year 

	Length of time the Service User has been in receipt of a package (banded)

	Length of package per week per user (banded) 

	No and % of users experiencing an increase, decrease or no change to package size in the period

	Primary Client group of Service User 

	Outcomes and User Feedback

	Number and % of Service Users that have remained living independently (current address compared to previous address in the period)

	Hospital unplanned admissions and attendances for users in receipt of domiciliary support by reason for admission

	User satisfaction – any results that can be fed back from annual user survey where this can be narrowed down to users in receipt of domiciliary support and QAF user engagement

	User complaints (substantiated and unsubstantiated) and Notifications of Concern (NOC’s) per head of Service User for each organisation

	Provider information

	Workforce data summary from Skills for Care SC dashboard’s (report parameters to be established)

	Current number of domiciliary support packages and hours per provider and per lot 

	Level of under and over delivery per provider (variation from commissioned hours)

	Number of Quality Assessment Framework (QAF) visits undertaken in this period

	QAF current scores for domiciliary support market

	CQC scores as an overview of current contracted providers



1.6 The Authority reserves the right to amend this list of data used to monitor performance at any point.

2 [bookmark: _Toc463255793]Service Aims, Objectives & Outcomes

2.1 The domiciliary support service aims to provide support on a short or ongoing basis to re-able people to their maximum ability and potential and, if required, to support on-going maintenance of health and wellbeing. This is in accordance with the commissioner’s strategy for adult social care to ensure that Service Users can remain in their own homes for as long as possible precluding the need for residential/nursing care.

2.2 The service is delivered in people’s own homes and enables them to return to or remain living independently.  It is a service crucial in supporting discharge from hospital and preventing unnecessary hospital or residential care admission.

2.3 Domiciliary support is both direct provision of service but also acts as a gateway into wider services and community support.  Domiciliary support Providers should be aware of wider services available and tuned in to a person’s individual needs and wellbeing, supporting them with information and referrals (where consent is gained) to a wider set of support services.

2.4 A domiciliary support service is often in the best position to spot changes in need, health and vulnerability of the people they support.  They are therefore key to the early help and prevention agenda for their clients and to identifying and raising health, safety and safeguarding concerns as appropriate.

2.5 A domiciliary support service is well placed to support people in maintaining social/community and family networks, to follow their cultural or spiritual beliefs and to be engaged in meaningful activities wherever possible. 

2.6 The provision of a domiciliary support service is also contributing to the NHS outcomes framework domains and indicators (listed below).


	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 illness or following injury
	

	
Domain 4
	Ensuring that people have a positive experience of care 
	· 

	
Domain 5
	Treating and caring for people in a safe environment and protecting them from avoidable harm
	· 



3 [bookmark: _Toc463255794]The Domiciliary Support Service 

3.1 The Council and The CCG intend to ensure the provision of a domiciliary support service for the population of Leicester through a jointly commissioned domiciliary support service. 

3.2 The council will commission a domiciliary support service thereafter known as “The Service” on behalf of the CCG. The service will usually be commissioned for those adults over the age of 18 who are resident within the geographical boundary of Leicester City who are eligible for support from Leicester City Council or who are registered with a Leicester City GP practice and eligible for support through Continuing Health Care. These boundaries may be subject to change or exception.

3.3 The Provider will provide the service on behalf of the Council and the CCG. The Provider shall evidence that their staff have the relevant skills, training and abilities to undertake activities including clinical tasks and health care elements of the service as defined in this specification. 

3.4 This specification identifies and describes the standard of support that the Council and the CCG require in order to ensure that a high quality domiciliary support service is delivered and appropriate outcomes for Service Users are achieved in line with performance indicators. The specification is an integral part of the contractual arrangements and provides the criteria by which service quality, efficiency and effectiveness will be monitored and evaluated by the Council and the CCG.

3.5 Service Users referred into the service will include:
· those who have been assessed as eligible for health/social care and support(as assessed by the Council)
· those who have been assessed as eligible for Continuing Healthcare funding (as assessed by the CHC assessment team)
· joint funded Service Users (as assessed by both the Council and CHC teams)

3.6 The Service for each individual Service User will be commissioned by an order for service completed either by a responsible officer of the Council or CHC collectively referred to as “The Commissioner’’. The Council will have responsibility for the contract management, quality assurance and brokerage of a domiciliary support service as detailed in this Specification. 

3.7 The Specification relates to a domiciliary support service and should be read in conjunction with the following appendices that detail specific requirements beyond this specification:

· Appendix 1 – General Domiciliary Support Service
· Appendix 2 – Complex Domiciliary Support Service

3.8 The Provider will deliver a range of home care provision, including but not limited to:

· General care and support – defined as services for Service Users with assessed eligible care needs
· Waking Night Services – defined as services for eligible Service Users whose needs may include some or all of the following - re-positioning, continence care, nutrition, tracheostomy care, and ventilator dependency. Waking night care may also be commissioned for individuals who are approaching end of life.
· Roving Night Services – defined as a ‘toileting and turning’ service to support service users assessed as needing night time support.  These are likely to be delivered as a series of short visits to one or more Service Users.
· Sleep in support – defined as services for eligible Service Users whose needs require a carer to be present at the home but where they can be asleep for the working period unless support is required.
· 24/7 Live in Care Services – defined as care that is needed frequently across the 24 hour period which cannot be met by the normal visit pattern  

4 [bookmark: _Toc463255795]Service Summary

4.1 The purpose of the service is to provide domiciliary support to Service Users to maintain their existing skills and/or acquire new skills and to increase and maintain their independence in daily living routines. For all domiciliary support Service Users the focus is on reducing Service Users’ support needs wherever this is possible and safe to do so.  The service will also provide integrated high quality, patient-centred health care services based on the principles of clinical governance.  The Provider will ensure that they work in partnership with the Council and the CCG to reduce unnecessary admissions to hospitals and care homes, support hospital discharge and provide integrated and preventative community services.

4.2 The service user profile may include, but not be limited to:
· older people
· people who have dementia
· people who may be physically frail
· people with physical disabilities
· people who are at the end of life
· people with learning disabilities or other cognitive difficulties
· people with mental health needs 
4.3 This support will enable the Service User to achieve maximum possible independence at home and to meet their desired outcomes as detailed within their individual support plan. Services will be focused on keeping Service Users healthy and safe and on supporting their wellbeing and dignity. For the purpose of this specification, the definition of domiciliary support service is a service which will involve the provision of some or all of the services listed in 4.4 below.

4.4 As determined by the commissioner, all care and support will be delivered in a way to promote and maximise independence and include supporting the Service User: 

· to get up, get dressed or undressed and to go to bed
· to wash, shower or bath including washing of hair and oral hygiene
· with all their toilet/continence requirements
· to eat their food or take a drink
· with their mobility needs
· with the collection of prescriptions and managing medication
· with social interaction and inclusion
· with domestic tasks, including shopping, laundry and meal preparation
· with rehabilitation/teaching of Independent Living Skills
· offering carer support, including night sitting and respite care
· with general support to meet desired outcomes e.g. assisting user to use local transport, accompanying visit to GP, dentist etc.
· with delegated Health Care tasks and or services
· in maintaining and/or improving psychological and emotional wellbeing
· with accessing information on health related matters e.g. encouraging influenza and pneumococcal vaccination and other preventative treatments and health promotion
· with accessing other community based assets/support including voluntary and community services
· during periods of challenging behaviour, episodes of epilepsy and autistic behaviour, episodes of mental health difficulties and periods of illness
· with medical appliances so that the Service Users can manage the medical appliances themselves or with the help of the Community Nursing Service
· with pressure area care

4.5 The Provider shall provide any requisite continence care that has been assessed and deemed necessary and detailed in the care plan for the Service User.  Where a continence assessment has been carried out and it has been determined that incontinence aids are required, appropriate and timely action must be taken.

4.6 Where a service user chooses to take their personal budget in the form of a managed account, services will be provided in accordance with the service users assessed eligible needs. The Provider will work with service users to develop person centred plans of care which identify their individual assets, goals and outcomes and explore how these will be achieved, including the practical elements of how the Service will be delivered on a day to day basis.

4.7 In order to reduce the long term reliance on formal support the Provider must take a progressive approach when working with Service Users to continuously progress and maximise their independence enabling them to manage their own care wherever possible.  The Provider must make use of Service Users individual and community assets, assisting them to become more resilient and have better social outcomes.

4.8 Where multiple Providers are involved in the delivery of services the Provider will support services being co-ordinated to the benefit of the Service User.

4.9 For the purposes of regulatory requirements, ‘personal care’ is defined as undertaking any activity which requires a degree of close personal and physical contact with a person, regardless of age who, for reasons associated with disability, frailty, illness or personal physical capacity are unable to provide it themselves without assistance.

4.10 User engagement has shown that the following aspects of service delivery are most valued by them:

· Someone to talk to, company
· Support
· Reliable
· Safe
· Calm
· Clean
· Helpful
· Friendly
· Caring
· Independence

Provision of domiciliary support should be focused around these aspects of ‘good’ service as well as the wider requirements contained in this specification

4.11 The Provider is therefore required to meet these requirements wherever possible and in the majority of care delivered whilst ensuring that support tasks reflect those that are commissioned by the Council or CHC teams.

4.12 The Council, under The Care Act (2014), has a statutory duty to undertake an assessment of a Service User's need for care & support, and then to decide whether the Service User's needs call for the provision of any domiciliary support service, and if so, by whom.

4.13 The CCG is required to fulfil the NHS statutory obligations under the national framework for NHS funded continuing health care (CHC) and NHS funded nursing care (FNC) for adults aged over 18 who have been assessed as eligible for 100% or joint funded care.

4.14 CHC assessors are responsible for assessing adults aged over 18 for eligibility under the national framework for NHS funded continuing health care and NHS funded nursing care.

4.15 The Council would prefer employees to be offered choice in terms of employment contract on offer so staff have a choice in whether to accept zero hours contracts.  Offering this choice is not mandatory but simply outlines a preferred route for Providers.

4.16 The service should be delivered in line with National Institute for Health and Care Excellence (NICE) guidance on ‘delivering personal care and practical support to older people living in their own homes’ where this applies to the delivery of support.
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5 [bookmark: _Toc463255797]Commissioning of Support Service

5.1 The domiciliary support service will be commissioned by the Commissioner at the Council or CCG, 

5.2 When Providers are approached with an offer of service, there is an expectation that they either respond within a 2 hour timeframe (if the case requires a rapid response/fast track response) or within a 24 hour timeframe for all other cases.  This approach and response will largely operate by email and Providers are required to comply with this method of contact.

5.3 An Order for Services will be made in the manner detailed within section four of the Domiciliary Support Framework Agreement ‘Method of Selection of Providers’, via the Joint Commissioned Services Bureau (JCSB) as authorised by the relevant Representative of the Commissioner. 

5.4 The Service will be commissioned on an hourly or part-hourly basis for Service Users. The final decision on the number of support hours to be commissioned for a Service User will be made by the Commissioner. Fifteen (15) minute calls will not usually be commissioned in Leicester with the possible exception of “double up calls” when two members of staff are required to use of hoists.  

5.5 The Provider must ensure that an Assessment Visit to a Service User‘s home is carried out, to gather further information for the Provider’s ISP to carry out a full health and safety check and risk assessment prior to the commencement of the Service.

5.6 When the Commissioner states that a rapid service assessment and delivery/fast track is required, the Assessment Visit shall take place within 48 hours of the commencement of the Service and a full Health & Safety check and risk assessment carried out by the Provider.

5.7 As soon as the Provider agrees to provide the Service it is their responsibility to provide the support worker(s) chosen to undertake the tasks with relevant information about the Service User’s needs and requirements.  This should include a written task assessment covering COSHH, general risk assessment and must be recorded on the Service User’s ISP and be made available to the Commissioner on request.  This should also include any needs arising from any protected characteristics.

5.8 The views of the Service User must be paramount in the outcomes in the delivery and timescales of the Service. Where Service Users lack the capacity to do so, the Provider must work within the principles and guidance of the Mental Capacity Act 2005 for adults, and work with others who can interpret and represent the Service Users’ views

6 [bookmark: _Toc463255798]Amendment of Support Service by the Commissioner

6.1 The Commissioner shall be entitled to review the Service provided to any Service User at any time.

6.2 The Provider is expected to participate, where necessary, in contributing to the review and supplying information where necessary to support the statements in any of the eligibility assessments. This information includes, but is not limited to:

· Daily care records
· Risk assessments (pressure areas, falls, nutrition etc.)
· Behaviour charts
· Continence charts
· Medication charts
· Sleep charts
· Nutrition and fluid balance charts
· Advice on how best to communicate with Service Users requiring non-verbal approaches

6.3 The Variation to Service shall take effect from the date of agreement or determination and the Commissioner shall record such variation and issue an amended ISP. 

6.4 Where the Commissioner requires that the Contract Hours or the Services should be varied (Amendment to Service), the Commissioner shall consult with the Provider.  The Parties shall promptly enter into negotiations to agree the necessary adjustments to the Service and the Contract Hours. If such negotiations have not resulted in an acceptable outcome to both Parties within 14 days of their start then the Dispute Procedure may be utilised.

6.5 Where the Amendment to Service would require additional Contract Hours or additional Services in respect of the Service User, the amended Service will be offered to the current Provider. If the Provider indicates that they are unwilling or unable to provide those additional Contract Hours and/or Services, or if negotiations have not resulted in an acceptable outcome to the Parties within 7 days of their start, then the provisions of this Order for Service relating to that Service User shall terminate immediately upon the giving of notice to that effect by the Commissioner.  

6.6 In this event the Provider may claim from the Commissioner such amount as they reasonably incur in consequence of such termination provided that the amount payable by the Commissioner, in respect of such termination, shall not exceed the price for providing the Contract Hours allocated to that Service User during that week.  The Commissioner shall be entitled to procure the provision of the Service from another Provider in whole or in part, in the manner detailed within Section four of the Domiciliary Support Framework Agreement ‘Method of Selection of Providers’.

6.7 The Variation to Service shall take effect from the date of agreement or determination and the Commissioner shall record such variation and issue an amended ISP. 

6.8 Following 14 days from the start of negotiations and during any Dispute Procedure where the Commissioner proposes a reduction in the Contract Hours provided to a Service User the Commissioner shall pay the full cost of the Variation to Service and 50% of the cost of any Contract Hours which are in dispute between the Parties. Once the dispute has been resolved the Commissioner shall be liable for any agreed or determined shortfall in payments made during the continuation of the Dispute Procedure and the Provider shall be liable for any agreed or determined overpayments during that period. This would apply in the same manner should there be an overpayment. 

7 [bookmark: _Toc463255799]Amendment of Support Service by the Provider

7.1 The Provider will contact the relevant Commissioner to either request a review of the support package or gain the written consent of the Commissioner to such variation. The following instances could apply and in the case of an emergency the Provider should contact the Commissioner as soon as is reasonably practicable and no later than 72 hours: 

· where the Service User displays abusive, violent or threatening conduct unacceptable to a Member of Staff when acting reasonably and taking into account the mental health of the Service User and the Provider’s own policy on zero tolerance
·  where the Service User’s domiciliary support setting poses a level of risk to a Member of Staff engaged in the delivery of the Services that the Provider reasonably considers to be unacceptable; or
· when the Provider, in their professional opinion, considers that there has been a change in the circumstances of the Service User and they can no longer meet their needs.

7.2 Except in the case of emergency or exceptional circumstances in the absence of such written consent, the Provider shall revert to the Contract Hours provided prior to such variation.

7.3 In the event of the current Provider being unable to provide the Amendment to Service, the revised support package, either in whole or part as assessed by the Commissioner, will be subject to commissioning in the manner detailed within section four of the Domiciliary Support Framework Agreement ‘Method of Selection of Providers’.

8 [bookmark: _Toc463255800]Decommissioning of Support Service by the Commissioner

8.1 If circumstances should arise whereby a Service User (or their Carer or advocate as specified in clause 5.8) no longer wants or requires the Service then they should advise the Commissioner giving the nature of the circumstances. If a Service User advises the Provider of such a request, the Provider must contact the Commissioner immediately and within not more than 24 hours.

8.2 The provisions of the Order for Service User shall terminate one week after the giving of such notice.  The Provider may claim from the Commissioner such amount as they reasonably incur in consequence of such termination provided that the amount payable by the Commissioner in respect of such termination shall not exceed the price for providing the Contract Hours allocated to the Service User during that week.

8.3 Where a Service User is absent in hospital during a 28 day period, where notice is provided by the Commissioner, the Order for Specific Services will terminate immediately and no payment in respect of the Notice shall be made.

8.4 If a Service User dies whilst in receipt of the Service, the payments will cease on the date of their death. 

9 [bookmark: _Toc463255801]End of Support Service by the Provider

9.1 In such circumstances where the Provider seeks to terminate the Service, they will be required to provide details of the reasons for the request and seek the written consent from the Commissioner to terminate the Service. Where a request to terminate arises from a dispute with the Service User, it is expected that the Provider will have taken all reasonable steps to have resolved the dispute directly and where necessary sought advice from and acted in partnership with the Commissioner and other health care professionals.  A request to terminate should be seen as an action of last resort.

9.2 The Commissioner will not un-reasonably withhold such consent if, in its reasonable professional opinion the Provider’s request is justified and based on, but not limited to, one or more of the following reasons:

· when the Service User’s domiciliary support setting poses a significant level of risk, to a Member of Staff engaged in the delivery of the Service, that the Provider reasonably considers to be unacceptable;
· when the Service User displays significant abusive, violent or threatening conduct unacceptable to the Provider whilst acting reasonably and taking into account the mental health of the Service User; 
· when the Provider, in their reasonable professional opinion, considers that there has been a significant change in the circumstances of the Service User, to the extent that the Provider is unable to meet the needs of the Service User 
· when the Service User or their carer advises the Provider that they no longer require the Service.

9.3 If the Service is still required, the Commissioner will seek to re-commission the Service as a matter of urgency in the manner detailed within section four of the Domiciliary Support Framework Agreement ‘Method of Selection of Providers’. 

9.4 The provisions of the Order for Services relating to that Service User shall terminate one week after the giving of such notice.  The Provider may claim from the Commissioner such amount as it reasonably incurs in consequence of such termination provided that the amount payable by the Commissioner in respect of such termination shall not exceed the price for providing the Contract Hours allocated to the Service User during that week.

9.5 In the absence of such consent by the Commissioner, or the lack of appropriate provision to meet the needs of the Service User, the Provider shall continue to deliver the previously commissioned Service for the Service User.

10 [bookmark: _Toc463255802]Suspension of Support Service (for an individual user)

10.1 The Commissioner will require the Provider to hold the Service in suspension when the Service User is admitted into hospital/residential care either on a planned admission or in an emergency or in the event of any other planned absence with a pre-notified end date

10.2 The period of suspension required will be a period of up to and not exceeding 4 weeks.  During this period, the Provider must maintain contact with the Commissioner to establish future plans for discharge or re-instatement of the Service.  Recommencement of the Service will be within timescales that avoid the potential for the Commissioner to be liable for reimbursement charges where applicable.  The Provider must seek confirmation from the Commissioner before reallocating resources for the Service. 

10.3 If the Service User is absent due to an emergency or unplanned occurrence then it shall be the responsibility of commissioner and Provider to notify the other of such event at the earliest opportunity and within 24 hours.  In the event of an unplanned absence from the domiciliary support setting the Provider shall be entitled to payment for the Service they would have provided during the first day of the unplanned absence of the Service User.  Thereafter the support package for that Service User will be suspended until they return to the domiciliary support setting and then recommenced within 4 weeks provided that there is no Amendment to the Service.  No payment will be made to the Provider by the Commissioner for the services during the unplanned absence.

[bookmark: _Toc463255803]
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11 [bookmark: _Toc463255804]Referral, Needs Assessment & Support Planning

11.1 All assessments and plans will incorporate risk management and the Service User, their carer and/or family; where appointed, independent advocates / Independent Mental Capacity Advisor (IMCA) will be included in the development of the assessment and support planning documentation.  

11.2 If any adult Service User does not have capacity to give informed consent on any decision affecting them then the Mental Capacity Act (2005) must be followed with any ‘best interest’ decision making being recorded.

11.3 It is the responsibility of the Commissioner to supply the Provider with details of the Service User’s name/s and address, an accurate needs assessment and Individual Support Plan (ISP) that identifies the Service User’s holistic needs, wishes and preferences, outcome and goals. The ISP will identify any special circumstances of which the Provider should be made aware and any discharge arrangements from hospital, wherever relevant.  This will include, type and nature of the Service User’s disabilities, any access arrangements, communication or cultural needs and a named team for contact.  Information will only be provided with the Service User’s consent and to the level necessary for carrying out the Service

11.4 Once a provider has received details of the Service User, where that user is currently in hospital, it is the providers responsibility to liaise with the hospital regarding any changes to discharge plans and dates and to adjust provision to accommodate this, advising the Council of any changes to start dates or significant changes in support needs.

11.5 The Provider will be responsible for developing their own ISP with the Service User outlining the delivery arrangements for support. The plan must be generated from the information provided by the Commissioner as set out in 11.3, initial assessment (including any discharge plans) and risk assessment, of the service user where undertaken in the ISP. The ISP must be informed by the expressed wishes and preferences of the individual Service User and have their needs and choices, that will support them to achieve optimal health and wellbeing at the centre of the process.  It should address both physical and mental health needs within the context of the commissioned service.  The ISP must be updated as necessary and specifically if the Service User’s needs or preferences change and at least annually as a minimum. 

11.6 The ISP must contain contingency plans to manage crisis episodes and promote choice and control by putting the Service User at the centre of the process and facilitate management of risk.

11.7 The ISP must provide information that is relevant and timely to support Service Users with decision making and choices and must provide support for self-care so that Service Users can self-care/self-manage their condition(s) and prevent deterioration.

11.8 The Service must;
· Be provided to Service Users who are eligible for social care, or are Continuing Healthcare funded or who receive joint funding. 
· Be based on the number of hours of care referred to the Provider by the council
· Ensure Service Users are assessed prior to care delivery to ensure timely identification and on-going care planning for health and social care needs. 
· Ensure Service Users identified on initial referral with immediate and/or additional needs are treated as vulnerable until a more detailed assessment has been undertaken and strategies have been put in place to manage identified risks or vulnerability 
11.9 The Service must; 
· Empower people and their families by providing information and choice over their place of care and support in the decisions they make about their care; and 
· Provide timely access to Service and be responsive to changing needs
· Provide the best care to enable the highest quality of life possible and, at the end of life, to die with dignity in their preferred place of death.

11.10 The Provider’s ISP may also reference other agencies that offer support to the Service User, taking into account any wider needs the Service User may have. The Provider must ensure that wherever possible and reasonable, communication with the Service User is in a language or format that they understand and takes into account any sensory impairment. 

11.11 Where a user requests additional services from the provider that are self-funded, these must be handled as a separate piece of work and must not conflict with the requirements of the Council funded support work.  Clear detail of this work and how it is to be delivered should be included in the ISP.  A clear process for documenting such payments must be established and used.

12 [bookmark: _Toc463255805]Matching Support Staff to Service Users

12.1 The Provider shall aim to provide an appropriate match between the Service User and the Support Worker. Helping to meet the known preference of the Service User should be considered in matching support staff. The provider must provide continuity of support to Service Users whenever possible.  Where changes have to be made in relation to support staff, the Service User must be informed of this and the reason for it, in advance of the service change and as soon is reasonably possible. 

12.2 If the Service User is unwilling to allow a Member of Staff to provide support, the Provider shall, as soon as is reasonably practicable, contact the Service User and take such steps as are necessary to resolve the situation.  In the event that the Service User requests that the Provider supplies an alternative Member of Staff the Provider shall use all reasonable endeavours to comply with the request. The Provider is expected to investigate the reasons for such requests, and notify carers/family members and The Commissioner as appropriate. 

12.3 Staff are ‘guests’ in the Service User’s home.  As a consequence staff will be unable to eat the Service User’s food or drink.  The Provider shall not show groups of people or Service Users around Service Users’ homes unless with the agreement of the people living there and the Council. The Provider shall ensure that domiciliary support settings are not marked or otherwise identified in any way that might institutionalise them or the Service User.

12.4 Should staff support any Service User outside of their domiciliary support settings, and food or beverages (e.g. stops for coffee during shopping trips) are consumed by the staff, these should not be paid for by the Service User or the Commissioner.  The Provider must have procedural guidance for staff on this matter and in the giving of gifts. 

12.5 The Provider is required to provide staff that can support and promote a total communication environment using a range of methods, both verbal and non-verbal, based on the Service User’s need.  The Provider should have absolute regard to the ISP in this regard. 

13 [bookmark: _Toc463255806]Service Delivery & Provider Obligations

13.1 The main objective of a domiciliary support service is to help Service Users maintain existing or acquire new skills for independent living.  The tasks undertaken include (but are not limited to):

· assisting the Service User to get up and dressed or undressed and into bed;
· assisting the Service User to wash, shower or bathe including the washing of hair, shaving and oral hygiene;
· assist with toilet / continence requirements, including changing pads, sanitary pads and personal hygiene after toileting; assisting the Service User to eat their food or drink;
· assisting the Service User with their medication or other health related tasks in accordance with the local agreed policies and guidelines (Health & Social Care Protocol, 2006);
· assisting the Service User to get in or out of a chair and with their mobility needs;
· domiciliary support of a confidential, sensitive or specialist nature.
· building confidence and enabling learning of new skills or new ways of carrying out tasks following a change in physical ability
· support in maintain and/or improving psychological and emotional wellbeing 
· assisting with signposting and referring to other agencies, local organisations and communities to support wider wellbeing

13.2 The provision of the Service is to enable the Service User to undertake these activities as far as they are able themselves.  This will include support, training and confidence building to ensure the Service User is re-abled to their full potential and ability.

13.3 The Provider shall ensure the Service User, and where appropriate their carer and family members receive appropriate information in an accessible format and conveyed in an appropriate manner as informed by the ISP.

13.4 Information contained within the ISP should include the following elements:

· When the Service shall start;
· For how long the Service shall or is likely to be provided.
· The name of the member/members of staff who will be delivering the Service and a description of the means of identification that the support workers shall show to the Service User to identify themselves;
· How to make a complaint and the way in which the Provider shall progress the complaint;
· How to initiate a review of their Service and the date of their next ISP review;
· The Provider’s address and telephone number including the out-of-hours telephone number.

13.5 The Service should aim to delay or prevent the need for residential and/or nursing care admission, reduce the need for on-going service provision wherever possible and prevent unnecessary emergency admission into hospital.

13.6 The Service will be delivered by the Provider on a person centred, flexible basis allowing for the response to changing needs and behaviours. 

13.7 Providers will be expected to demonstrate sound knowledge of the Service Users including how assistive technology can be used to maintain a Service User’s independence and community resources that could be available to the Service User.

13.8 The Provider must inform staff of any significant known changes in the person’s situation prior to any visit.  Staff must keep the Service User’s ISP and any other records up to date with any changes in need, support or circumstances to allow for rapid handover or cover should this be needed.

13.9 The Provider must provide continuity of care and staff to Service Users.  Where changes have to be made in relation to staff, the Service User and any carer/s must be informed by the Provider and the reason for it, wherever possible in advance of the service change.

13.10 It is the responsibility of the Provider to make appropriate replacement arrangements if sickness or other events prevent the usual Member of Staff from attending.  This should take into account any requests or need shared by the Service User. The Provider should ensure that it has systems to provide cover for staff absences.  It is the responsibility of the Provider not the Member of Staff to make the arrangements to cover the absences.  The (replacement) Member of Staff must be fully competent and have the training and the skills to be able to deliver the support.  The Service User must not be left without a service unless this is agreed between the Service User, the Council, CHC and the Provider.  Performance defaulting will result in the withholding of reasonable payment.  

13.11 All the Provider’s staff must work in close liaison with the Council and CHC staff at all times.  This may include:

· The Care Management Team who are responsible for co-ordinating the Service User’s Service ;
· The CHC Assessor responsible for the Service User’s Service 
· The Council’s Joint Brokerage Team who are responsible for the call off procedure as detailed in the framework.
· Contract & Assurance staff who are responsible for monitoring the Contract.
· The Council’s Strategic Commissioning Unit 
· Any other Council or CCG staff as can be reasonably required to request information about the Provider’s provision of the Service 

13.12 The Provider must bring to the attention of the Commissioner any serious concerns regarding the health or welfare of any individual Service User or others in the household (e.g. children living at the address). Equally they should notify any positive changes in the Service User’s situation or capabilities.

13.13 Management cover must be provided by the Provider to include normal working hours and out of hours. This must include including evenings, overnight, weekends, bank holidays and religious festivals. Referral taking and decision making must be available 7 days a week.  The use of a message-taking answer phone is unacceptable for this purpose and management cover must be accessible via telephone or in person 24 hours a day, 7 days a week and 365 days a year or 366 in 2020 and 2024. 

13.14 The Provider’s contact details (including local office address and telephone number) and the Provider Manager’s name must be given to every Service User, their carer, and Contracts and Assurance staff.  Any changes in these details are to be forwarded immediately to Service Users their carer, and Contracts and Assurance Staff. 

13.15 The Provider will have a policy that covers illness, death and emergency access for their staff to follow.  The staff member should keep the registered manager or immediate supervisor informed of any action taken.

13.16 The Provider must be registered with the Care Quality Commission (CQC) and maintain their registration and other requirements i.e. Nursing, (if applicable/appropriate) throughout the duration of the Framework Agreement with the Council.

13.17 The Provider must give training in line with national guidance to all those providing end of life care to ensure better care quality for all people nearing the end of life, in line with their preferences. This must include coordination and collaboration within and between all teams, including multi-disciplinary teams involved in the Service User’s care and outcomes that matter to Service Users, particularly reducing unwanted crises and hospitalisation, enabling more to live well and die well in the place and manner of their choosing.

13.18 In the event of a Service User becoming ill or dying whilst the Member of Staff is in attendance, the staff member should contact the user's General Practitioner and/or the appropriate emergency service immediately. The Provider is responsible for ensuring Support Workers are empowered to contact the most appropriate service for the Service User’s circumstances to reduce un-necessary 999 calls. This should include all commissioned community support services including 111, community nursing, Integrated Crisis Response Service (ICRS), Crisis Response Team (CRT). 

13.19 In the event of the Provider's staff being unable to gain access to the Service User's home at a time previously agreed for the delivery of service, the staff member must:

· Try all the doors and look through the ground level windows
· Check with any named carers or family members to ascertain whether the whereabouts of the Service User is known
· If the Member of Staff discovers that the Service User can be seen in a ‘distressed’ situation they should immediately contact the appropriate emergency service (police, ambulance, fire), and then contact the Council as above
· If it is suspected that the Service User is ill inside the house, the staff member must contact the appropriate emergency service (police, ambulance, fire), and then contact the Council as above;

13.20 The Provider must immediately inform the Council under any of the following circumstances:
· Any circumstance where a Service User has refused provision of the Service, or any part of the service has not been provided for any reason whatsoever.
· Hospital admission or cancellation of services.
· Abuse or suspected abuse of a vulnerable person.
· Accident to any Service User.
· Emergency, for example, fire or flood affecting the Service User or any significant change in the physical standards of the home, where there is a possibility that temporary alternative accommodation will need to be sought.
· Any circumstances where a Service User is in need of medical attention, but refuses to seek help.
· Notifiable infectious disease occurs in the home of the Service User.
· Any circumstances where it is necessary to involve an Environmental Health Officer for any reason, for example, in the case of infestation of the property by mice or rats.
· The death of a Service User is discovered by a Member of Staff

13.21 The provider should also notify the Council of any planned change in Registered Manager, any planned change in ownership of the Provider or any application to the Care Quality Commission to deregister the Provider within 24 hours of such a decision being made.

14 [bookmark: _Toc463255807]End of Life Care

14.1 Where Orders are in place for Service Users at the end of life, the Provider is required to work in partnership with specialist palliative care teams, GPs and other healthcare professionals to identify support and resources required to meet Service User’s needs and to anticipate changes in their condition. 

14.2 The providers will demonstrate the following: 

· That they have mechanisms in place to discuss, record their contributions and (where appropriate) communicate the wishes and preferences of the Service Users approaching the end of life to their registered GP (Advance Care Planning). If an Advance Care Plan is not in place they alert the Service User’s registered GP.  
· They have access to an Advance Care Plan for end of life care (kept in the Service Users home) that includes; use of an end of life care tool, regular contact with the Service Users registered GP and access to specialist palliative care advice.
· That the Service User’s needs for end of life care are assessed and reviewed on an ongoing basis within a multi-disciplinary approach.
· That the quality of end of life care delivered by the Provider is clinically audited and reviewed lessons learnt are implemented by the Provider.
· Any requests for additional Services or tasks from a health professional or any difficulties in interpretation of the Health and Social Care Protocol must be referred to the council, before any changes are implemented.

15 [bookmark: _Toc463255808]Unmet Needs

15.1 If the Provider believes that a Service User has an unmet health or social care need it must notify the Commissioner accordingly.  The Council or CHC Service will be responsible for making an Assessment to determine any steps required to be taken to meet the Service User’s needs.

15.2 If the Provider considers that the Service User has an immediate need for treatment or care which is within the scope of the Service, it must notify the Service User, carer or legal guardian (as appropriate) of that need without delay and must provide the required treatment or care in accordance with this Contract acting at all times in the best interest of the Service User.  The Provider must notify the council and the Service Users GP as soon as reasonably practical of the treatment or care provided.

15.3 If the Provider considers that a Service User has an immediate need for care or treatment which is outside the scope of the Service it must notify the Service User, the Carer or legal guardian (as appropriate) the Council and the Service Users GP without delay and cooperate to secure the required treatment or care, acting at all times in the best interests of the Service User.

16 [bookmark: _Toc463255809]Management of Medication 

16.1 The Provider is required to be aware of the National Institute for Health and Care Excellence (NICE) new draft guidance for the management of medicines for Service Users living in their own home, which is expected to be published March 2017.  Key areas covered within the guidance include (but is not limited to):
· Medicines Risk Assessments
· Medicines Related Safeguarding
· Communication
· Handling Medicines
· Administering
· Medicines Governance
16.2 In certain situations appropriately trained staff will be required to physically support a Service User to take medication e.g. by placing it on the tongue. This would require: 
· An explicit account of the procedure in the Service Users care plan; 
· Proper briefing by health care staff to the provider staff involved
· The informed consent of the Service User. 
· The Service Users best interests in accordance with the Mental Capacity Assessment must be considered where appropriate to enable the administration of medication

16.3 The Provider will have in place a clear written policy on the prompting, assistance and the administration of medicine which promotes the safety and wellbeing of the Service User and which is in line with the requirements section 16, management of medication.  The systems and procedures implemented must respect the dignity and privacy of the Service User.
16.4 Prompting, assistance and administration of medicines must only be undertaken by members of staff who have been appropriately trained and assessed as competent to do so; with the Provider retaining a record of staff members’ approved initials.
16.5 The Provider should have clear policies and procedures to cover the following areas; 
· The safe prompting, assisting and administration of medication including covert medication.
· Action to be taken if a medication error is identified 
· How the identity of the Service User being prompted, assisted or administered their medication is checked.
· A full audit trail of medicines, including the removal, disposal or return to the pharmacy of medicines.
· A policy on the management of prompting, assisting and administration of Controlled Drugs.  

16.6 The Medication Administration Record (MAR) should include all prescribed medicines for the Service User.  Records should be properly completed, legible and current and should clearly detail all medications prompted, assisted with and administered and any refusal or omission with this record signed by the person administering the medication.
16.7 It is the right of the Service User to refuse medication, however when this happens it must be documented.  
16.8 Where it is considered that the Service User does not have capacity to make an informed decision regarding the administration of their medication, or where the wishes of the Service User appear contrary to their best interests the general practitioner responsible for their treatment must be consulted, which may include GP cover out of hours.  The guidance and action of this consultation should be clearly documented within the Service Users care plan.
16.9 In certain circumstances it may be necessary to covertly administer medication to a Service User to prevent them missing out on essential treatment.  However, this must only be conducted following the receipt of a written decision made by the prescribing or responsible clinician. Such decisions must be recorded in the Service Users care plan in accordance with the Mental Capacity Act 2005 and the Deprivation of Liberty Safeguards.   Such decisions and the timetable for review of those decisions must also be recorded in the Service Users care plan.
16.10 Where prompting, assistance or the administration of a Controlled Drug (pre dispensed) has been delegated in accordance with the H&SCP clear records must be kept of the training that has been provided and the names of staff that have had the tasks delegated to them

17 [bookmark: _Toc463255810]Dignity in Care


17.1 The Provider, through delivery of a high quality service, will demonstrate respect and recognition and application of the Ten Dignity Do’s listed below pertaining to promoting Service Users dignity ;[footnoteRef:1] [1:  http://www.dignityincare.org.uk/About/The_10_Point_Dignity_Challenge/ ] 

· Have a zero tolerance of all forms of abuse 
· Support people with the same respect you would want for yourself or a member of your family 
· Treat each person as an individual by offering a personalised service 
· Enable people to maintain the maximum possible level of independence, choice and control 
· Listen and support people to express their needs and wants 
· Respect people's right to privacy 
· Ensure people feel able to complain without fear of retribution 
· Engage with family members and carers as care partners 
· Assist people to maintain confidence and positive self-esteem 
· Act to alleviate people's loneliness and isolation

18 [bookmark: _Toc463255811]Health & Nursing Needs and Delegated Health Tasks

18.1 The Provider will not currently be expected to undertake any nursing duties unless registered to do so and delivering services under Lot 2 – Complex Care. Arrangements for social care staff carrying out any health care tasks are covered in the current Leicestershire and Rutland Health and Social Care Protocol (H&SCP) Revised 2014 as may be amended or superseded from time to time - http://www.lscdg.org/wp-content/uploads/2014/08/A6-POCKET-BOOK-FINAL-PROOF-020514.pdf.  
18.2 The Provider must ensure that only delegated health care tasks (as defined within the protocol) are carried out by appropriately trained staff members as detailed in the H&SCP. The Provider must ensure that any tasks identified as inappropriate for its staff to carry out in a Service Users home will be commissioned or provided for by Health.

18.3 Delegated Health Care Tasks Health tasks that are defined in the Health and Social Care Protocol and will be identified in the community nursing service care plan and as such by the community nurse e.g.:

· Assistance with bowels/Continence management
· Assistance with medication
· Pressure area care
· Epilepsy seizure management
· PEG (Percutaneous Endoscopic Gastronomy) Feeding / enteral feeds via a tube
· Oral Suctioning / Hygiene
· Using a nebulizer
· Cough assist machine
· Oxygen Therapy
· Positioning of service users when a Service User is unable to lie flat

18.4 The Provider will not undertake any Services, which are defined within the H&SCP as the responsibility of health professionals, unless the tasks are: 
· those defined as " generic delegated health care tasks"; 
· those defined as “specific delegated health care tasks” that require Providers’ care workers to have received one to one training with a Health worker for each and every individual person before they are deemed competent to carry out that task
· appropriate tasks to be undertaken within the Service Users home or place of residence
· Delivered by a nurse in accordance with lot 2
18.5 The Provider will ensure relevant policies, procedures and practices are in place in order to maintain the clinical governance of any delegated health care tasks. The Provider will be required to carry out the above elements of service for Service Users with complex health needs in line with the guidance set out in the H&SCP.  No Support Workers shall perform any nursing tasks unless they have the clinical experience and training as are required to enable them to perform such services.

18.6 Support workers will be expected to:

· Have regard to individual health action plans
· Assist with accessing information on health related matters
· Support the Service User during periods of challenging behaviour, episodes of mental health difficulties and periods of illness
· Support the Service User in managing continence issues

18.7 If specifically commissioned through the ISP, support workers will be expected to support the service user in attending GP, hospital, dental, and optician appointments etc. when / if required.

18.8 In circumstances where training by Community Nurses is required the Provider must not undertake any delegated healthcare task before the appropriate training has been received and staff have been assessed as competent to deliver those delegated health care tasks. .
18.9 The Provider must keep copies of signed records e.g. Care Passport for each care worker which details the delegated task and the Service User it is delegated for.  These should be provided by the mainstream health professionals who are delegating the task. 
18.10 In some complex care cases it may be necessary for the Provider to secure external training from specialist health professionals, such as: Physiotherapists, Occupational Therapists, Dieticians, etc. In these circumstances the Provider will still maintain responsibility for ensuring the competency of their staff in these areas.
18.11 Where a Service User has very specific specialist needs e.g. Tracheostomy care it is expected that this be procured or sub-contracted to Providers who have demonstrated a proven ability to manage such needs.  Whilst it is not expected that mainstream community or hospital staff will provide training for complex care the Provider will be expected to discuss the training given and competency required with the appropriate community health service.
18.12 Any requests for additional Services/tasks from health professionals or any difficulties in interpretation of the H&SCP must be referred to the Commissioner, before any changes in Service provision are made. 
18.13 The Provider will alert the Council in a timely manner of any problem(s) or change(s) in Service Users clinical needs.  This notification will be immediate where the change is significant or of immediate concern.
18.14 The Provider will have policies, procedures and practices in place to ensure the clinical governance of any delegated healthcare tasks are maintained
18.15 The Provider shall have regard to service users who require support with health needs that may include (but is not limited to);
· Appropriate equipment to enable communication, supervised feeding for those with a weak swallowing reflex this includes feeding individuals where necessary. 
· Care of enteral feeding tubes such as Percutaneous Endoscopic Gastronomy (PEG), Radiologically Inserted Gastronomy (RIG), Nasogastric Feeding (NG); 
· Care of Service Users using non-invasive ventilation; such as Oxygen Therapy 
· Care of Service Users using cough assist machine; 
· Care of Service Users requiring oral suctioning; 
· Care of Service Users using a nebulizer; 
· positioning the Service Users appropriately and recognising when a Service User is unable to lie flat;
· Appropriate communication with Service Users and relatives about end of life care decisions including Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) and an ability to carry out end of life care; 
· Appropriate diversional therapy; 

18.16 The Provider shall provide holistic care and support services for Service Users who have mild, moderate, severe or profound complex needs which may include but is not limited to: 
· Severe Epilepsy 
· Complex and enduring Mental Health needs 
· Learning disabilities such as Pervasive Development Disorders (PDD) Autism and Autistic Spectrum Disorder (ASD)  
· Severe Challenging Behaviours 
· Dementia 
· Complex physical disabilities including sensory impairments. 
18.17 The Provider should raise any concerns about the Service User’s health as part of their multi-agency partnership working arrangements. Providers are expected to contribute to a ‘whole system approach’ when managing health needs to reduce inappropriate hospital admissions.  This would include making referrals to GP’s, district nurses or other health professionals if consent is gained from the service user. 

18.18 The Provider is responsible for supplying appropriate personal protective equipment or clothing and for ensuring that universal precautions are followed, for example, aprons, overalls, nitrile gloves and alcohol gel at the point of care and soap as well as eye protection if required.

18.19 The Provider must have a uniform policy and ensure adherence to this by staff. All Support Workers must be provided with, at no personal cost, and wear a standardised uniform and identity badge whenever the Service is delivered to enable Service Users to identify them as a member of staff and to maintain professionalism). Support Workers must be bare below the elbow in line with infection prevention requirements and should not wear their uniform whilst off duty or during personal time.

19 [bookmark: _Toc463255812]Interdependence with other services/providers

19.1 The Provider is expected to enter into a genuine spirit of partnership, and will endeavour to maintain a positive relationship with all stakeholders, including positive cooperation during service transfer periods.

19.2 The Provider is required to attend the Provider Partnership Forum meetings organised by the Council and actively engage in the development of quality services within the City. Providers may also be asked to attend occasional meetings that are deemed to be of interest to Providers.

19.3 The Provider shall ensure strong partnership working with other statutory, voluntary and private agencies and services to deliver seamless care. The Provider shall establish and maintain effective relationships with key stakeholders which include (but not limited to): 
· Local Authority and Social Care services
· Leicester City CCG
· Primary Care including GPs, Practice Nurses and Practice staff
· GP Out of Hours
· Urgent Care Centres
· NHS 111 
· Acute Trusts (Secondary Care) including Hospital Consultants and other medical staff in and outside of the area
· Community Nursing and therapy services
· Community Hospitals
· Ambulance Service
· Voluntary and Charity sector 
· End of Life Care specialists and Hospices
· Non-Emergency Transport Services
· Nursing Homes
· Residential Homes and staff
· Continuing Healthcare Team
· Service user and carer’s and relatives
· Domiciliary care agency staff
· Local authority housing departments
· Equipment service
· Mental health services 
· Dementia services
· Drug and alcohol services
· Counselling services
· Day centre and care home staff (private & council)
· Community pharmacists
The provider is required to have an awareness of locality based health services in the City.
20 [bookmark: _Toc463255813]Assistive Technology (AT) Services

20.1 In line with current arrangements access to AT Services and support will be via Adult Social Care (ASC). The Provider will ensure that its staff are proactive in recognising situations where a Service Users’ independence could be enhanced through the use of A.T. and request ASC make a referral for AT team input.  The AT team will respond in accordance with the priority and urgency of the referral.

20.2 The supply and use of AT equipment must be monitored by the Provider to ensure that it is appropriate for the Service User to use.  Staff will be familiar with the equipment and understand the benefits in order that these can be explained to the Service User so that their confidence in the use of the technology and equipment is developed.

[bookmark: _Toc463255814]Section 4 – The Provider organisation

21 [bookmark: _Toc463255815]The operation of the organisation

21.1 The Provider shall operate the Specific Services from a suitable local base within the boundary of Leicestershire. This is to enable Staff supervision and training, contract compliance and monitoring visits and ensure knowledge of the locality.  The office will be open from Monday to Thursday between the hours of 8.30 am to 5 pm (4.30 pm on Friday and Saturday) and be able to expand to Sunday cover if the Council expands its own working arrangements excluding Bank Holidays to receive referrals from the Council.  Service Users must be able to contact this base by telephone, e-mail, minicom and/ or in person by appointment if necessary.  

21.2 The Provider shall not use any Service User’s address for their own personal business correspondence either by letter or telephone.

21.3 The Provider shall not use a Service User’s home for business meetings.  Reviews may take place in Service Users’ homes only with the consent of the Service User.

21.4 A Provider that also operates as a Nursing and/or Care Home Provider, in addition to the provision of a domiciliary support service as referred to in this Specification must ensure that there is no conflict of interest between both businesses.  They must be kept entirely separate in all aspects including the management structure.  The Provider must demonstrate that they have adequate management arrangements in place for the domiciliary support service e.g. out of hours management cover.

21.5 The Provider must be able to demonstrate that they have a stable and viable business framework throughout the life of the contract.

21.6 The Provider’s business premises must be suitable for their purposes i.e. clean, secure and with lockable facilities to ensure confidentiality of all records held by the Provider.

21.7 If the Provider’s business is run from domestic premises, a separate part of the accommodation must be designated for office use, and Contract and Assurance staff must be informed of this.

21.8 The Provider’s business premises must provide a safe working environment for staff, and must be accessible to officers of the Council and to Service Users and their carers.

21.9 Contracts and Assurance staff must be notified in writing immediately of any change to the location of the office base and any contact information.

21.10 The Provider’s business premises must have a current fire certificate and adequate insurance cover. These certificates must be made available to Contracts and Assurance staff on request.

21.11 The Provider must be able to demonstrate that they have office systems, which can accommodate the minimum requirements of the Service & the Commissioner.

21.12 It is the responsibility of the Provider to ensure that information held on computer in relation to a Member of Staff or Service User is registered under the Data Protection Act, 1984.  It is a further requirement that the Council is listed as a disclosure on any registration documents.  Furthermore, the Provider must make available to the Council a copy of their current valid Data Protection Registration Certification on request.

22 [bookmark: _Toc463255816]Record Keeping and Administration

22.1 The Provider shall ensure written records are maintained in line with CQC and professional regulatory bodies’ requirements notwithstanding the recording of any financial transactions undertaken on behalf of Service Users that must be kept for a period of no less than seven years.

22.2 Written records will be kept in Service User’s homes detailing the support under the Service provided by Support Workers to ensure that Service Users’ health and rights are safeguarded.  This will include entries for each support visit. 

22.3 Written records will be collected from the Service User’s home within 14 calendar days of the end of each calendar month to enable robust audit and review processes.

22.4 The Provider’s ISP and any other relevant information should be kept in a secure lockable facility within the Provider’s office.

22.5 The Provider should be able to demonstrate that their Confidentiality Policy is being implemented. All information relating to Service Users held on computer must have adequate password protection. It is the responsibility of the Provider to ensure that information held on computer in relation to a Member of Staff is registered under the Data Protection Act 1998.  The Provider must make available to the Council a copy of their current valid Data Protection Registration Certification on request.

22.6 The Provider shall provide such records and accounts (together with copies of the Service Provider's published accounts) during the duration of the Framework Agreement with to the Council upon reasonable request for the purpose of checking the financial viability of the organisation pursuant the Council’s responsibilities under Section 48 of the Care Act 2014.

23 [bookmark: _Toc463255817]Directors/ Managers of service

23.1 The Provider shall advise the Council of any changes to the persons named as the Director/major shareholder/person carrying on the business of the Provider and the Manager or person in control of the day-to-day management of direct service provision.

23.2 The Manager of the service is required to have a relevant qualification in social work, occupational therapy, nursing or management (Diploma in Management Studies and/or as required by CQC) or equivalent qualifications and experience of working to support Service Users maintain independent living skills.  The Director and Manager may be the same person, however where a separate Manager is employed to take day to day control, there is no requirement for Director/shareholders to have direct experience of care / support work.

23.3 In the event of absence of the Manager or person in day-to-day control, cover arrangements acceptable to the Council shall be in place. If the Manager is expected to be absent for more than 7 days, the Council shall be informed, with details of the cover arrangements. Any planned or unplanned absence of the Director or person carrying on the business expected to last for 28 days or more shall be notified to the Council with details of the cover arrangements.

24 [bookmark: _Toc463255818]Business & Service Continuity Plan (BCP)

24.1 The Provider will hold a business continuity plan that deals with eventualities covering the temporary and longer term loss of:
· Staff (including management)
· Business premises
· Information and Communication Technology

24.2 This plan should be held by managers and key staff and should be held in the Provider’s business premises and at least one other separate location. 


[bookmark: _Toc463255819]Section 5 – The Workforce

25 [bookmark: _Toc463255820]Employment & Staffing Practice

25.1 In the provision of the Service, the Provider must ensure that they achieve and maintain compliance with Health & Social Care Act 2008 (Regulated Activities) Regulations 2014 (Part 3) – Fundamental Standards. All Support Staff involved in the delivery of the Service are to be either directly employed by the Provider under a contract of employment, or where they are self-employed or otherwise agents of the Provider, that the Provider:

25.2 Acknowledges their contractual responsibility for the provision of the Service to the Council and does not seek to transfer its liability for the same;

25.3 Ensures that they maintain insurance cover and indemnifies the Council in relation to such staff as required by the Contract Documents;

25.4 Provides such staff with a copy of the outcome focussed Individual Support Plan for Service User they are to visit; and that staff are clear in understanding their role in enabling Service Users to be independent and to be aware of and encourage Service Users to make decisions and manage appropriate risks in relation to life choices, and is able to demonstrate to the Council its ability to comply with the paragraph below throughout the term of the Contract.

25.5 That they are operating practices which comply with current employment legislation, Health & Safety at Work Act 1974 (as amended), the Food Safety Act 1992, and other relevant legislation as referred to in the  [Health & Social Care Act 2008 (Regulated Activities)] Regulations 20109.

25.6 That staff who are eligible are paid statutory sick pay if sickness absence arises.

25.7 That staff are paid for their travel time between visits, their associated travel costs and other necessary costs such as mobile phones.

25.8 Staff members who use their cars for work purposes must take out appropriate motor insurance and must share this along with a copy of a valid driving licence with their employer.

25.9 That staff are given the opportunity to regularly meet co-workers to share best practice and limit their isolation

25.10 That Service User needs are met by the provision of an appropriate number of reliable and competent staff who are sufficiently experienced/trained to meet the needs preferences and outcomes of the Service User.  This includes needs relating to age, race, culture, religion, sexuality, disability and any identified preferences in relation to gender and age of carer. Steps should also be taken to monitor the profile of the workforce and to ensure that this reflects the diverse profile of city residents wherever possible. 

25.11 Staff should not be accompanied by children or visitors (other than other relevant professionals by prior agreement) when providing care to service users in their own home.

25.12 The Service should be consistent and allow flexibility to ensure continuity of the Service. The Provider shall ensure that there are workable, fair and published disciplinary, grievance appeals and sickness/absence policies and procedures in place and that these are used effectively to enhance staff performance and retention

25.13 That Service Users get consistent and planned support because the manager/s and owner/s runs the Service appropriately with an open approach that makes Service Users feel valued and respected and are treated with dignity. Management cover will be provided 7 days a week/365 days a year, whenever staff are working, to include day time, evenings, out of office hours, weekends and all bank holidays. There should be appropriate management escalation processes that are communicated to all staff and audited regularly by the Provider. Referral taking and decision making must be available 7 days a week

25.14 That where the Provider has reason to believe that the safety of individual care workers may be put at risk, then the Provider must contact the Commissioner.  Should there be a request for additional care staff to manage such risk this will be treated according to individual circumstances.  This communication does not absolve the Provider from complying with its obligations as an employer.

25.15 That staff training, checks and development are carried out in such a way as to:

25.15.1 Promote and empower the staff member’s ability to carry out the responsibilities of their role through a minimum of supervision every two months which takes into consideration the following (but not limited to): 
· Learning & Development
· Performance
· Safeguarding Adults Issues
· Health & Safety Issues
· Review of individual service user’s cases 
· Employment requirements (e.g. Annual Leave)

25.15.2 Promote and empower the staff member’s ability to carry out the responsibilities of their role through minimum of bi-monthly supervision which takes into consideration the need for training as appropriate.

25.15.3 Deliver the service and meet the Service User's needs which may be complex and include specialist training as required within the ISP.  Key messages from service user consultation are that they need clear communication and Members of Staff to be trained in all forms of communication and any alternative forms where a Service User’s speech is compromised. Providers will ensure all staff have core skills and training in supporting people with Dementia so that Service Users and their Carers are confident that the staff that provide their support are clear about their roles and responsibilities. 

25.15.4 Ensure that the Provider have in place a clear, well-publicised policy of zero tolerance of abuse within their organisations which is underpinned by clear procedures that cover all incidents of abuse from any person towards any other, e.g. staff to staff, Service Users to staff.

25.15.5 Ensure that staff undertake training relevant to the ‘Multi-Agency Policy and Procedures for the Protection of Vulnerable Adults from Abuse (Revised January 2010) and the local Safeguarding Children’s Board (where appropriate), in order to develop a sound understanding of why concerns of abuse should be reported, who these should be reported to and be advised of the necessity of clear written records in respect of any concerns.

25.15.6 Maintain members of staff on-going ability and vigilance in identifying and assessing potential hazards and risks, ensuring that staff record these appropriately and report concerns to their Management. 

25.15.7 Ensure awareness of the Disclosure and Barring Service (DBS) procedures and the obligations to meet these requirements.  Providers must ensure all staff make a signed and dated declaration regarding previous criminal convictions.

25.15.8 Providers should require an annual declaration by staff that they hold no new criminal convictions since the last DBS check carried out by that provider.  In readiness for the third anniversary of the previous disclosure, a new DBS check should be completed.

25.15.9 All applicants for work must be informed in writing that undeclared criminal convictions which subsequently become known may result in the Provider not allowing the Member of Staff to be involved in the provision of the Service.  

25.15.10 Where the Provider has made a judgement to employ a member of staff who has declared a spent conviction, the Provider must ensure (based on the nature of the offence and the length of time since the offence occurred) that appropriate risk management strategies are put in place to ensure that Service Users remain protected at all times.

25.15.11 That where the Provider discovers that a Member of Staff already employed in a care position has a conviction and/or caution that would normally prevent the take-up of employment, the Provider must take immediate steps to ensure that Service Users are not at risk. Action taken by the Provider can include but is not limited to suspension (pending an investigation), dismissal, or transfer to a non-care position. All action must be appropriate in the circumstances and in accordance with employment legislation.

25.15.12 The Provider is reminded of their legal obligation to refer relevant information to the DBS, where there is a concern relating to the harm or the risk of harm to children and/ or vulnerable adults or where there is a concern about the behaviour or conduct of an individual. The Provider agrees to comply with this obligation in a timely manner and in accordance with the guidance issued by the DBS. 

25.15.13 The Provider must conduct regular and ongoing reviews of staffing levels and resources and has a strategy in place that ensures there is adequate capacity in place to meet seasonal and changing needs of demand including religious festivals, Bank Holidays and popular holiday periods. The Provider must be flexible in the deployment of its staff across the contracted lot/s and hours of Service as commissioned. All Providers must be registered with the Skills for Care National Minimum Data Set (NMDS-SC), this is deemed a condition of the Contract and the following criteria must be met:

25.15.14 All Providers must complete a NMDS-SC organisational record and must update all of their organisational data at least once in the financial year.

25.15.15 Providers must fully complete individual NMDS-SC worker records for a minimum of 90% of their total workforce (this includes any staff who are not providing support).

25.15.16 Individual records for staff which are included in the 90% calculation must be both fully completed and updated at least once during the financial year.

25.16 The Provider must supply the Council, upon receiving reasonable notice of such a request, with rotas, pay details, contracts and other documents to enable the Council to monitor provider’s compliance with National Minimum Wage and national Living Wage requirements. The Council will accept anonymised records of the above, provided all required information can be linked via the use of unique codes.

26 [bookmark: _Toc463255821]Recruitment

26.1 The Provider must establish recruitment procedures and selection procedures, including the appointment of temporary agency workers, that meet the requirements of equal opportunities and anti-discriminatory practice and is in accordance with employment and other relevant legislation.  These procedures must ensure that all relevant documentation is checked for validity.  

26.2 The Provider will have adequate staff across a range of skills and qualifications and ensure that when health/clinical tasks are to be undertaken there is reasonable provision and availability of qualified nursing support that hold an active registration with the Nursing and Midwifery Council as follows:

· RN1:Adult Nurse
· RN3: Mental Health
· RN5: LD Nurse Level 1
· Health Care Staff / ASC Care Staff, Managers etc.
· Staff to support Administrative & Business Functions

26.3 The Provider must not re-appoint or appoint a member of staff who has been previously dismissed from a caring role due to instances of gross misconduct without undertaking a risk assessment.  
26.4 The Provider must ensure that staff are not appointees, agents or counter signatories to any Service Users’ personal finances unless they are the immediate relative of the Service User and this is declared prior to the staff member's appointment. The Provider must ensure that all staff are not able to benefit financially or inappropriately from a Service User.

27 [bookmark: _Toc463255822]Staff Training and Skills

27.1 The Service must be provided at all times in accordance with the values and principles stated in this Service Specification, (Schedule 3 to the Contract). In particular:
· The Service will be managed such that Service Users can maximise their independence;
· In line with the terms laid down in this Contract, the Service will be delivered by appropriately skilled managers and staff, with respect, sensitivity and dignity and in sufficient numbers to ensure service delivery consistent with the requirements of all elements of the Service Specification.

27.2 “Appropriately skilled” refers to a range of skills, qualities, understanding and experience which are a prerequisite for employees to perform competently and should be reflected in the training plan.  This includes (but is not limited to):
· Interpersonal skills (communications, empathy, listening skills, confidence)
· Support planning skills
· Risk assessment skills
· Problem solving skills
· Organisational skills
· Negotiation/conflict resolution skills
· Experience of supporting vulnerable people
· Being able to empower others
· Deprivation of Liberty 
· Mental Capacity Act
· Awareness of the possibility of abuse including the signs and symptoms and responsibilities in respect of responding to possible abusive situations
27.3 The Provider must follow employment procedure in accordance with the Health & Social Care Act 2008 (Regulated Activities) Regulations 2014 (Part 3) Fundamental Standards and the Disclosure and Barring Service (DBS) (updated every three years) or subsequent legislation replacing or re-enacting the same.
27.4 Services will be provided in an anti-discriminatory manner and will be accessible to all eligible people regardless of any relevant protected characteristics[footnoteRef:2] they may have. The Provider will be expected to demonstrate on an ongoing basis that staff possess a sound knowledge of the needs of Service Users’ that have a range of disabilities, including Service Users’ living with dementia and those with additional communication needs. [2:  There are nine protected characteristics identified in the Equality Act 2010 – Age, Disability, Gender Reassignment, Marriage and Civil Partnership, Pregnancy and Maternity, Race, Religion and Belief, Sex, Sexual Orientation.] 

27.5 The Provider will provide an appropriate level of continuing training and professional support in the pursuit of best practice and in accordance with the Health & Social Care Act 2008 (Regulated Activities) Regulations 2014 (Part 3) Fundamental Standards and the H&SCP which underpin the requirements and quality standards within this Service Specification and the Quality Outcomes and Standards, 
27.6 The Provider must support, promote and empower staff to carry out the responsibilities of their role taking into consideration the need for additional and refresher training as appropriate. The training should have a strong emphasis on supporting Service Users’ to achieve their stated Outcomes by working in a Person Centred and enabling manner.
27.7 The Provider must ensure that they have in place a training policy and corporate training plan which is reviewed and updated regularly in accordance with the needs of staff, the demands of the Service and any subsequent changes in legislation.  This training plan should reflect the skills and abilities noted above in 27.2.
27.8 The Service Provider will ensure that staff members receive training and development appropriate to their role to meet the broad spectrum of needs, including where appropriate, Service Users with high dependency needs, lack of mental capacity, advanced stages of dementia and the ability to manage challenging behaviours. 
27.9 All training for staff should be provided at no cost to the staff member and staff should be paid for the time spent in training.

27.10 The Provider where appropriate:
· Shall ensure that Staff are skilled in working with people with dementia;
· Shall develop and maintain a management strategy for the care of Service Users with dementia and this strategy must enable all staff to be trained to pre-empt problems by knowing the Service User and knowing how to respond in situations that are potentially distressing for them.

27.11 The Provider shall ensure that staff member' training and development is carried out in such a way as to:
· Promote and empower the staff member to carry out the responsibilities of their role through regular and effective supervision and competency assessment which takes into consideration the need for additional and refresher training.
· Deliver the Service and meet all Service Users needs which may be complex, and include specialist training as required within the care plan.
· Maintain a staff member’s ongoing ability and vigilance in identifying potential concerns in respect of safety issues which will have an effect on Service Users and staff and in reporting those concerns to the Registered Manager evidencing the appropriate action has been taken to remedy or address such concerns.

27.12 The Providers programme of training should be both mandatory and progressive and commensurate with the roles of the staff and the needs of Service Users and provide staff members with guidance and techniques that as a minimum (but not limited to) focus on the following areas;
· Communication and listening
· Supporting people with a sensory loss;
· Risk management;
· Behaviour management, including dealing with challenging behaviour;
· Tissue viability;
· Providing care in a dignified manner;
· Guidance on care of dying people;
· Supporting Service Users to make individual choices;
· Mental Capacity Act (2005) and Deprivation of Liberty Safeguards (DOLS);
· Equality and diversity
· Safeguarding;
· Moving and Handling;
· Emergency procedures;
· Health & Safety;
· Infection Prevention and Control;
· Control of Substances Hazardous to Health (COSHH)
· Falls pathway and guidance
· Dementia Awareness training
· First aid
· Resuscitation
· Basic Life Support

27.13 The Provider shall ensure that where they provide Services for Service Users with mental health needs and dementia, all staff have undertaken appropriate training in dealing with these needs.
27.14 Providers should strongly consider developing the role of Dementia Champion within the workforce.  Such a role would take a lead in dementia care, through enhancing the understanding of current approaches to dementia care and the ability to influence others to improve their understanding and skills.
27.15 The Provider shall ensure that staff members are appropriately trained and skilled to quickly recognise when a Service User becomes seriously ill, physically and/or mentally, and requires treatment or further assessment and immediately responds to meet their needs.


[bookmark: _Toc463255823]Section 6 – Policy and Procedure for Providers

28 [bookmark: _Toc463255824]Policy & Procedure Requirements

28.1 Providers will be required to work to the principles set out in a number of National and Local Acts, policies and regulations. Providers will be expected to hold their own policies as detailed within the Specification and associated Framework Agreement.

29 [bookmark: _Toc463255825]Health & Safety

29.1 The Provider is expected to meet all requirements of the Health and Safety at Work, Act 1974 (as amended), or any other legislation or guidance that supersedes this for the duration of the Specification, including all risk assessment duties

29.2 All other legislation, guidance or policy noted below should be adhered to unless revised or superseded.  Where this occurs, the latest version of such legislation, policy or guidance should apply.

30 [bookmark: _Toc463255826]Manual Handling

30.1 Where manual handling is required the Provider shall ensure staff, at all times, comply with current manual handling operation regulations. Where a risk assessment indicates manual handling is necessary, a detailed assessment of identified risks and safe manual handling systems must be undertaken and recorded by the Provider.

30.2 Staff carrying out the manual handling element of the risk assessment must be trained by a suitably qualified person or recognised training agency and the Provider shall produce evidence of that training when requested to do so by the Council and as a part of the Quality Assessment Framework (QAF)  In addition, the manual handling element of risk assessment must be reviewed by the Provider when the Service User’s ISP is reviewed, or more frequently as required, and at least annually, to ensure the validity of assessments and the effectiveness of any control measures introduced.

31 [bookmark: _Toc463255827]Fire Safety

31.1 Fire safety risks must be assessed through appropriate risk assessment processes.  Staff carrying out the fire safety element of the risk assessment must be trained in fire safety risk assessment. The content, quality and frequency of this training must be of a standard that is determined as being acceptable to the Council and the Leicestershire Fire and Rescue Service.

31.2 The fire safety element of the risk assessment must be suitable and sufficient to cover all the hazards to which the support worker, Service User (and where applicable the carer) are exposed, and must include but not be limited to the following information:

31.3 Providers must train staff in the operation of evacuation chairs in properties where the Service User resides in a property where a Fire Evacuation Chair is an evacuation tool. 

31.4 Confirmation of a correctly sited fitted and regularly maintained smoke detector. If a Service User refuses to have smoke detectors fitted this should be raised with the Commissioner and noted on the Service User’s ISP.

31.5 The assessment of each room where the risk of fire may reasonably be expected to present a hazard, including the living area, bedroom/s, kitchen, bathroom and toilet, and any corridors or hallways, and communal areas external to the Service User’s home but shared with other tenants. 

31.6 The control measures introduced to remove or reduce the risk of fire.

31.7 The Provider shall support the Service User in testing any smoke detector/s in the Service User’s home at least monthly and record they have provided this support. The Provider shall also support the Service User to dust the smoke detector/s at six monthly intervals, and record this.

31.8 Where the fire safety element of the risk assessment indicates a high risk or difficult to reduce risks, the Provider must immediately contact the Council to discuss.

31.9 The fire safety element of the risk assessment must be reviewed by the Provider at least annually or more frequently if required, to ensure the validity of assessments, and the effectiveness of any control measures introduced.

31.10 Support workers must be trained in fire safety awareness. The content, quality and frequency of this training must be of a standard that is determined as being acceptable by the Council and the Leicestershire Fire and Rescue Service.

32 [bookmark: _Toc463255828]First Aid/Emergencies

32.1 The Provider shall ensure all Staff are trained in basic first aid and Basic Life Support (BLS) techniques by a recognised, suitably qualified person or training agency, and be able to evidence that training by producing current valid training certificates, when requested to do so by the Council. The Provider shall ensure all Staff are issued with a basic first aid kit at induction and monitor its use.

33 [bookmark: _Toc463255829]Antimicrobial Resistance and Healthcare Associated Infections

33.1 The Provider must comply with the Code of Practice on the Prevention and Control of Infections.

33.2 The Provider shall ensure that suitable and sufficient personal protective equipment is provided to Support Workers who may be exposed to risk at work.  The Provider must take steps first to prevent or control risk at source by making working processes safer and by using safe systems of work. PPE must be suitable for purpose and in line with national guidance. 

33.3 The Provider shall ensure that all Support Workers receive Infection Prevention training at the start of their employment and remain competent in their practice. The training should incorporate national or international guidance. 

33.4 The Provider must demonstrate due regard to protect their staff and promote their health and well-being whilst ensuring that Service Users are not placed at unnecessary risk of infection. This would include offering Hepatitis B and annual flu vaccinations.  The Provider may be required to report to the CCG the take-up rates of specific campaigns and monitor their staff accordingly. 

33.5 The Provider shall ensure that all Staff receive Infection Prevention training at the start of their employment and remain competent in their practice.  The training should incorporate national or international guidance. 

34 [bookmark: _Toc463255830]Control of Substances Hazardous to Health

34.1 The Provider shall ensure that substances hazardous to health used or encountered in the delivery of the service do not expose staff, Service Users or any other person at risk. In such circumstances, risk assessments must be carried out, including Service User specific risk assessments. The Provider must adhere to the relevant COSHH national guidance. 

34.2 The Provider shall ensure that all Support Workers  are trained in and comply with procedures for hazardous substances, and shall ensure that safe working practices are followed.  If the provision of support to a Service User involves working with clinical or general waste the Provider will be expected to show due regard and have a policy in place for safe disposal and staff training should be completed and recorded.

35 [bookmark: _Toc463255831]Lone working 

35.1 The Provider shall ensure that they have in place a Lone Working Policy and risk assessments are carried out to ensure the safety and welfare of all their staff.  All staff should be made aware of this policy and the requirements contained within.

36 [bookmark: _Toc463255832]Food Hygiene

36.1 The Provider shall ensure all staff engaged in food preparation or handling are trained in and comply with basic food hygiene practices in line with the standards required by the Foundation Certificate in Food Hygiene.

37 [bookmark: _Toc463255833]Service User Accidents – Procedures 

37.1 The Provider must have procedures in place to respond to incidents and accidents. 

37.2 Where a Member of staff is in attendance at a Service User’s home, and an accident occurs, the Member of Staff must contact, or contact the Provider’s office base to facilitate contacting, the appropriate emergency service or support service (e.g. Integrated Crisis Response Service (ICRS), Clinical Response Team (CRT) for the incident. 

37.3 First Aid Training must support Carers in being able to identify the most appropriate route for medical assistance. The Provider is responsible for ensuring staff are empowered to contact the most appropriate service, normally 111, ICRS or CRT, for the Service User’s circumstances to reduce un-needed 999 calls.
 

37.4 The Member of Staff must stay and support the service user until a health care professional or emergency service arrives and may only leave once given leave to do so by the above, or by the Commissioner.  Providers will be recompensed by the Commissioner for additional time and may claim the actual time spent at the visit in accordance with Section 8 of the Service Specification and Appendix 3.

37.5 The Provider must contact any family or friends requested by the Service User provided consent is given by the Service User. Wherever possible this should have been agreed in advance and recorded on the Service User’s ISP.

38 [bookmark: _Toc463255834]Incidents, Serious Incidents

38.1 The Provider must have mechanisms for reporting and investigating incidents and serious incidents.  

38.2 The provider must ensure all staff are aware of their responsibilities, and the procedures in respect of reporting incidents, and serious incidents, and their appropriate escalation processes. Staff involved in the investigation of incidents and serious incidents must be trained in the provider’s investigation process and root cause analysis.

38.3 The Provider must have policies and procedures in place, and followed in practice to conduct root cause analysis, learn from any incidents and serious incidents, and ensure that actions are taken to prevent reoccurrence.   

38.4 The Provider must alert the Council within the same working day of any incidents and serious incidents. If the incident occurs outside of normal working hours and cannot wait for a response until the next working day, it should be reported to the Emergency Duty Team (EDT). Incidents shall be reported and followed up promptly and the action taken recorded.

38.5 The provider must collaborate with any investigation conducted by the commissioner and / or regulatory body with the objective of reducing the risk of any further reoccurrence, and informing learning at a local and / or national level as appropriate. 

39 [bookmark: _Toc463255835]Accessible Information

39.1 The Provider shall ensure the Service User, and where appropriate their carer and family members receive appropriate information in an accessible format as described in the Accessible Information Standards(1), and conveyed in an appropriate manner as informed by the ISP.

39.2 The Provider shall provide the Services in accordance with standards, recommendations and guidance issued for accessible information under SCCI1605 and 8/201 (Accessible Information Standard), including any amendments thereof. The Service Provider is required to identify, record, flag and meet the information and communication support needs of patients/service users where those needs relate to a disability, impairment or sensory loss and will keep the Council informed of the steps taken by the Service Provider in this regard.

40 [bookmark: _Toc463255836]Complaints Procedure

40.1 The Provider shall ensure each Service User and their relatives have access to the Provider’s Complaints Procedure.  If the Service User is unable to understand the procedure, their next of kin, carer or representative should be allowed to support them through the process.

40.2 The Provider shall ensure that all staff are vigilant to complaints or problems experienced by Service Users and those arrangements are in place to ensure these are recognised and actioned and recorded appropriately within their complaints procedure and related documentation. Evidence should be available for lessons learnt from complaints

40.3 The Service User has the right to make a complaint directly to the Provider or CQC.  The Provider shall ensure that the Service User or their carer is given information on how to contact the local CQC office.  In addition the Service User or their carer has recourse to the Council’s complaints procedure and the CHC complaints procedure or CCG Complaints Procedure.

40.4 The Provider shall have a complaints procedure that includes: 

· How to make a complaint
· The expected time scales for acknowledgement, and response to a complaint.
· How to escalate a complaint as part of a staged process of complaints.
· Audit & review process.
· How to access advocacy support if required by the Service User
· The role of the Council and CHC in handling complaints
· The Council’s Complaint Process and contact details
· The NHS Complaints Procedure in line with NHS and Local Authority Complaints Regulations 2009 and contact details 
· Local Government Ombudsman Complaints Process and contact details.
· The role of the CQC as regulator, and contract details.

41 [bookmark: _Toc463255837]Compliments or commendations 

41.1 Compliments are a good learning opportunity and the Provider is expected to have a process in place for sharing compliments with staff to help inform service development.  A record of all compliments should be kept on the ISP, on the provider’s business premises and on the Support Worker’s employee files.

42 [bookmark: _Toc463255838]Safeguarding Adults at Risk of Abuse & Neglect

42.1 The Provider shall, in line with the Leicester Safeguarding Adult Board’s Multi-Agency Policy & Procedure, ensure Service Users are protected from physical, financial, verbal, any abuse arising from a persons protected characteristics and neglect or abuse through the misapplication of drugs by deliberate intent, negligence or ignorance.  

42.2 The Provider and all members of staff shall cooperate and work collaboratively with the Council and all relevant agencies, to enable the Council to conduct enquiries under Section 42 of the Care Act 2014.

42.3 The Provider shall ensure that a “Safeguarding Adults at Risk of Abuse & Neglect” policy and procedure is produced, in line with the Leicester Safeguarding Adult Board’s Multi-Agency Policy & Procedure.

42.4 The “Safeguarding Adults at Risk of Abuse & Neglect” policy and procedure must include:

· How the service takes action to identify and prevent abuse from happening.
· A procedure by which staff members and volunteers can raise concerns, and the process by which the provider will raise concerns with The Council and other agencies where required.
· A procedure for reporting all suspected crimes taking place within the Service to the Police.
· clear statements against discrimination and harassment towards any person (including staff, volunteers, Service Users, carers) on any grounds including protected characteristics and how diversity, beliefs and values of people who use services may influence the identification, prevention and response to safeguarding concerns.

42.5 The Provider shall ensure that all incidents in which a Service User, including self-funding residents, has been at risk of significant harm, or has been harmed, are reported. An alert must be made to The Council within the same working day. If the incident occurs outside of normal working hours and cannot wait for a response until the next working day, it should be reported to the Emergency Duty Team (EDT). Incidents of abuse shall be reported and followed up promptly and the action taken recorded.

42.6 The Provider must ensure a “Whistle-Blowing” policy is produced in accordance with guidance produced by ‘Public Concern at Work’. This must be cross-referenced with the ‘Safeguarding Adults’ procedures.

42.7 The Provider must ensure the “Safeguarding Adults at Risk of Abuse & Neglect” policy and procedure is publicised to all staff members, volunteers, service users, family and informal carers in ways which are appropriate and accessible.

42.8 The Provider, when sourcing safeguarding training, must have considered and ensured the outcomes of the Local Safeguarding Competency Framework are covered.

42.9 The Provider must ensure that all staff are competent in identifying and reporting concerns of abuse or neglect.

42.10 The Provider shall ensure that all staff are aware of and shall adhere to the ‘Multi-Agency Policy and procedures for the Protection of Vulnerable Adults from Abuse’ and that all staff are aware of the indicators of abuse and supported by the appropriate training.

42.11 The Provider shall ensure that there is a clear process known to staff members for action in response to concerns or allegations that a member of staff has perpetrated or contributed to abuse. This should include the process for suspension, transfer to a non-care position or supervised work on a precautionary basis, and interface with any Police investigation.

42.12 The Provider shall ensure that if it becomes aware of allegations that a staff member has committed a crime (e.g. assault, harassment, theft) they are reported to the Police without undue delay.

42.13 The Provider shall ensure that all staff members or volunteers who are dismissed because it is believed they have harmed a vulnerable adult (whether or not in the course of their employment), or leave/resign when they may have been dismissed on these grounds, are referred to the Independent Safeguarding Authority and Nursing and Midwifery Council (if their employment is covered by DBS and the NMC).

[bookmark: _Toc463255839]Section 7 - Contract Compliance, Quality Assurance & Performance Indicators

43 [bookmark: _Toc463255840]Quality Overview

43.1 The Council is responsible for the monitoring of quality, the reviewing of Service User’s needs for this Service, the overarching quality of service provision and the contractual compliance of Providers.

43.2 The Provider will be expected to demonstrate internal quality and contractual compliance monitoring mechanisms that ensure the ongoing quality of services delivered. The Provider must have mechanisms in place to identify and address falling standards including policies and procedures that reflect current evidence and guidance.

43.3 The provider must have a Quality Assurance Policy that details how the service will audit and review the service, and is reviewed as and when required, and at least every three years.

43.4 The provider must have and use a range of audit tools, spot checks, and consultation mechanisms, to ensure quality of service. This could include (but is not limited to):
· Audits
· Spot Checks
· Telephone & postal surveys
· Service user records audits
· Staff surveys
· Stakeholder surveys

43.5 All methods of monitoring quality and compliance are subject to alteration or change dependent on analysis of information received by the Council, regarding the Provider, such as complaints, safeguarding incidents and Notifications of concerns. The Council reserves the right to increase quality and compliance monitoring as required.  The Provider is expected to work with the Council to remedy issues of unsatisfactory performance and continued poor performance may result in the termination of any contract and possible recouping of costs.  

43.6 The Provider will be required to produce, within the timescale provided and on request for monitoring purposes, documentation, specific policies, ISPs, training logs, rotas, communications and any other information which the Council deems appropriate to monitor the effectiveness of the service provided.  

43.7 The Council and their authorised representatives reserve the right to undertake quality monitoring visits to ensure standards and policies are being upheld as well as checking ISPs in the Providers office(s) and the domiciliary support setting to ensure they reflect the needs of the Service User and content is the same in both locations.

43.8 The Council and their authorised representatives reserve the right to require the Provider to attend contract management meetings. The Council will provide reasonable notice of such meetings. 
44 [bookmark: _Toc463255841]Quality Assurance Framework

44.1 The Provider will be required to undertake an annual self-assessment to inform the Commissioner’s Quality Assurance Framework (QAF). All Providers will have an annual quality assessment and compliance review using the QAF.

44.2 The QAF is a set of standards expected by the Commissioner or those Providers of the Service. It provides a method for Providers to evidence achievements and is a practical tool for continuous improvement towards driving up quality.  The key principles of the QAF are:

· Overarching focus on positive outcomes for Service Users;
· Supports both those making choices and commissioning decisions;
· Based on evidence from those who use the service together with observational assessment and soft intelligence from stakeholders;
· Providers are clear what ‘quality’ looks like as defined by Service Users, their families / carers and how this can be achieved.

44.3 To inform and complement the annual QAF service review, quality and compliance monitoring by the Council will take place in a variety of ways.  Examples of quality and compliance monitoring by the Council in this Framework Agreement include but are not limited to:

· Service User and/or their carers’ feedback to Council Officers on the standards of services being provided.
· Care Management staff reviewing if the Service is meeting the Service Users’ assessed needs or requires amendment.
· Service User consultation completed by the Council.
· Provider staff consultation completed by the Council
· Investigation of complaints and trends in complaints and notifications of concerns.
· Provider quarterly monitoring submissions cross-referenced to the contract documentation
· Inspecting written procedures and records for both Service Users and staff and verifying their implementation.
· Feedback from other stakeholders including external inspection reports from CQC.
· Monthly Performance monitoring including Provider  Electronic Care Monitoring System Performance reporting and analysis
· Unannounced responsive visit to check compliance
· Additional themed annual reviews
· Health and Safety monitoring

44.4 The QAF is subject to continuous review and development as strategic aims & objectives change, and intelligence is received regarding local or national thematic quality issues. Therefore the Council reserves the right to review the requirements of the QAF. The Council will provide a copy of the revised requirements to providers where it believes the changes have been significant.

44.5 The current QAF tool is embedded here





44.6 Providers are also required to adhere to the standards contained in the clinical Quality Monitoring and Assurance Framework for domiciliary support providers.  This contains domains covering the following:

· Management and governance of the organisation
· Clinical effectiveness
· Service user safety
· Service user experience

44.7 The method by which these are measured is currently through the Quality Monitoring and Assurance Framework.  Providers are required to adhere to these standards and to work with the reviewing clinical team to evidence this through use of the toolkit.  The Council and Clinical monitoring teams will endeavour to work together to reduce or remove any duplication with these quality assurance processes.

44.8 A copy of the current tool is embedded here




45 [bookmark: _Toc463255842]Performance Indicators

45.1 Performance across the commissioned market and, where data is available, for individual Providers will be monitored using the following framework. 

45.2 Whilst additional targets may be negotiated throughout the life of the contract, the indicators with targets attached currently are as follows:

	Indicator
	Methodology
	Target
	Source

	Missed Visits
	Number and percentage of declared missed visits.
	0 in 4 week period.
	ECM

	Continuity of Care
	In any 2 week period, percentage of Service Users who receive visits from more than the quality standard set.

The standard is 1 + (0.15 multiplied by number of visits in 2 week period) rounded up.
	80% of service users in 2 week period meet the standard.
	ECM

	Early Critical Visits
	Percentage of calls starting no more than -15 mins from planned start time.
	95% of visits in 4 week period.
	ECM

	Late Critical Visits
	Percentage of calls starting no more than +15 mins from planned start time.
	95% of visits in 4 week period.
	ECM

	Early Standard Visits
	Percentage of calls starting no more than -30 mins from planned start time.
	80% of visits in 4 week period.
	ECM

	Late Standard Visits
	Percentage of calls starting no more than +30 mins from planned start time.
	80% of visits in 4 week period.
	ECM

	Call Duration
	Percentage of calls where actual duration is no more than 2 minutes greater than or less than the planned duration.
	95% of visits in 4 week period.
	ECM

	Partnership Forums
	Number of partnership forums attended by a representative of the provider.
	75% of forums on annual basis.
	Registers



45.3 The Council reserves the right to add to, amend, remove, or review the performance measures identified above throughout the duration of the contract.


[bookmark: _Toc463255843]Section 8 – Finance, Payments and ECM

46 [bookmark: _Toc463255844]Financial Arrangements

46.1 The Provider is required to issue invoices within one week of the four weekly accounting periods as stipulated by the Council in Appendix 3. The provision of late invoices waives the right to interest on any subsequent late payment. Credit notes will be issued for any support provision not commissioned. It is the Provider’s responsibility to resolve individual queries over order discrepancies with the commissioner

46.2 Where queries are raised regarding support provision, the provider must accept part payment of invoices.

47 [bookmark: _Toc463255845]Banking of hours

47.1 Support hours are commissioned on a weekly basis and paid over a four week period (see Annex 1 for details of the four weekly periods).  Commissioned hours for non-personal care or health care may be banked or carried forward within a four week period but not from one period to the next and only in agreement with the Commissioner.

47.2 Payment will be based on the total hours delivered within the four weeks, under or over provision as a total over the four week period will result in payment queries which may delay payment to providers.

48 [bookmark: _Toc463255846]Actual Hours Provision

48.1 The Provider will be required to submit information electronically using their own system for times of actual support delivered. The information will be provided in a format specified by the Council.  The information is required for four weekly periods as specified in Appendix 3 and submitted to the Council within one week of the end of each period.  Absence Notifications will be submitted electronically on a weekly basis as required by the Council and detailed further in the Instructions to Providers.  The use of electronic absence submissions will assist with prompt payment and enables the department to monitor and identify Service Users not in receipt of the Service due to hospital admissions, respite or any other reasons where support has not been delivered. 

48.2 Where a service user declines a full or partial service visit, the Council will pay for the actual hours delivered using the time banding arrangements outlined in appendix 3.

49 [bookmark: _Toc463255847]Electronic Care Monitoring

49.1 Electronic Care Monitoring (ECM) is a requirement for all providers. 

49.2 During the Framework Agreement (and upon termination in respect of the last Contract Payment) the Provider shall operate ECM in accordance with the requirements of the Service and in particular shall comply with the processes and file requirements set out in Appendix 3 attached to this Specification 

49.3 The Provider shall provide evidence to the Council of its training & staff development, management policies in connection with their use of ECM. 

49.4 The provider must have management systems in place to assure itself and the Council of the quality of information held in ECM systems. 

49.5 The Council accepts the right of individual Service Users to refuse the use of ECM so long as the provider can demonstrate that the benefits of the system have been explained to the Service User, the Service User’s decision is recorded in their ISP, and a risk assessment completed. This decision should be reviewed on an annual basis with the Service User and should be reported to the Council immediately if any consent is refused or withdrawn.

49.6 The Provider’s selected ECM system must enable the Provider, and the Provider must have procedures in place, via alerts or active monitoring in real-time, to monitor visits to service users for the purposes of preventing Missed Visits. 

49.7 The Council reserves the right to review the requirements of Appendix 3 in the event of changing system or quality requirements. The Council will provide written notice of no less than 30 days of the revised requirements and will detail such revised requirements. 

49.8 Where the Council has reviewed the requirements of Appendix 3, in accordance with clause 49.7, the Council reserves the right to request back-dated files where it is reasonable to expect the provider to have met the requirements prior to the change detailed in 49.7. The Council will provide no less than 30 days’ notice of such a request.
[bookmark: _Toc463255848]
Appendix 1 - Lot 1 - General Domiciliary Support Service Detail and Specific Requirements

Client Group
Service Users aged 18 or over, usually those who reside in Leicester City and have been assessed as having eligible needs for the purposes of Adult Social Care or Continuing Health Care.
Specific Outcomes
To ensure Service Users have a good quality of life
-	The Service User should feel valued, be able to decide on day to day matters and make choices/exert influence on all aspects of their life.
To promote Service Users’ independence
-	The Service User should be part of the decision making process, having input into day to day activities and have their independence maximised.
To involve the Service User
-	The Service User should be informed and enabled to influence the way care is provided in a flexible and appropriate way.
To ensure the Service Users’ safety and security
-	The Service User should be confident that care is being provided in a manner which ensures their safety and well-being.
To promote confidence in the Service User
-	The Service User should feel certain that care is being provided by known and trusted people who are in turn managed appropriately.
Support Skills of Staff
Providers will induct new staff members in accordance with the Care Certificate (see glossary). In addition all staff members providing care should be qualified, or working towards a qualification QCF level 2.
Essential support skills of staff should include:
· Needs and Risk Assessment
· Individual Support Planning
· Knowledge and experience of behaviour that presents challenges;
· Knowledge and experience of meeting the needs of people with autistic spectrum disorder;
· Individual Communication and sensory needs of the Service User (e.g. the service users disability, or community language requirements);
· General health monitoring supporting access to health services;
· Assisting with mobility (e.g. assisting someone with physical impairment, visual impairment, learning disorder);
· Tissue viability, positioning, postural management and manual handling;
· Promotion of healthy lifestyles including eating choices, meal preparation and activity;
· Other training to meet Service User needs as appropriate
· Communication and sensory needs
· Awareness in managing Diabetes
· Awareness in managing Epilepsy
· Experienced in the use of multi-agency working to meet outcome requirements.
· Working with Service Users with a range of multiple co-morbidities.
· Medication Management

[bookmark: _Toc463255849]
Appendix 2 - Lot 2 - Complex Domiciliary Support Service Details and Requirements

Client Group
Service Users of 18 years and above who are placed using this specification will include but not be restricted to Service Users with:
· Complex and enduring mental health needs.
· A dual sensory impairment (e.g. visual and hearing loss)
· Behavioural, emotional and social difficulties (BESD).
Some of the people in need of this service may at some time demonstrate challenging behaviours. They may be at risk of harming themselves and some may be a risk to others.  These will be more complex cases, generally requiring a higher skill set of staff.
Specific Outcomes
To ensure Service Users have a good quality of life
-	The Service User should feel valued, be able to decide on day to day matters and make choices/exert influence on all aspects of their life.
To promote Service Users’ independence
-	The Service User should be part of the decision making process, having input into day to day activities and have their independence maximised.
To involve the Service User
-	The Service user should be informed and enabled to influence the way care is provided in a flexible and appropriate way.
To ensure the Service Users’ safety and security
-	The Service User should be confident that care is being provided in a manner which ensures their safety and well-being.
To promote confidence in the Service User
-	The Service User should feel certain that care is being provided by known and trusted people who are in turn managed appropriately.
Support Skills of Staff
The Provider will have adequate staff across a range of skills and qualifications and ensure that when health/clinical tasks there is reasonable provision and availability of qualified nursing support that hold an active registration with the Nursing and Midwifery Council as follows:

· RN1:Adult Nurse
· RN3: Mental Health
· RN5: LD Nurse Level 1
· Health Care staff / ASC Care Staff, Managers etc.
· Staff to support Administrative & Business Functions

Providers will induct new staff members in accordance with the Care Certificate (see glossary). In addition all staff providing care should be qualified at QCF Level 2 and there is an expectation that staff working at with Service Users on this lot should be seeking qualification at QCF level 3, if not already attained.
Essential support skills of staff should include:
· Knowledge of meeting the support needs and outcome expectations of Service Users experiencing mental health problems;
· Working as a key element of the Care Programme Approach to meet Service Users outcomes and expectations;
· Needs and Risk Assessment;
· Individual Support Planning;
· Supporting Service Users to managing their own mental health and wellbeing;
· Knowledge and experience of behaviours that present challenges including self-harm, harm to others and appropriate strategies to manage and reduce risks;
· Mental health awareness, monitoring and management, particularly during periods of mental ill health;
· Communication and sensory needs;
· Awareness in managing Diabetes;
· Awareness in managing Epilepsy;
· Assisting with mobility;
· General health monitoring supporting access to health services;
· Promotion of healthy lifestyles including eating choices, meal preparation and activity;
· Other training to meet Service User needs as appropriate;
· Experienced in the use of multi-agency working to meet outcome requirements;
· Awareness of how mental ill health can affect the way symptoms of general ill health may present them;
· Tissue viability, positioning, postural management and manual handling;
· Medication Management.
Nursing Oversight
[bookmark: _Toc462131184][bookmark: _Toc462131275][bookmark: _Toc462136939]Where a service users care is allocated to a registered nurse i.e. named nurse, then the registered nurse may delegate care as appropriate however they maintain ultimate accountability for care given and must ensure that checks are made to ensure that appropriate information about the service user is fed back to them where they are not directly providing the care.

[bookmark: _Toc462131185][bookmark: _Toc462131276][bookmark: _Toc462136940]The nurse will be responsible for undertaking the necessary risk assessments and formulating care plans, however we would expect this to be done with input from the support staff and always with the person/relatives/advocates being actively involved.

[bookmark: _Toc462131186][bookmark: _Toc462131277][bookmark: _Toc462136941]The nurse has a duty to ensure that care provided meets the needs of the individual and that all care delivered is evaluated and adapted monthly as a minimum or  as the persons needs change . 

[bookmark: _Toc463255850]Appendix 3 - Domiciliary Support Framework Electronic Care Monitoring Procedures

1 Introduction

A contractual requirement for providers to implement and utilise an Electronic Care Monitoring (ECM) system from the start of the contract is in place. This guidance has been produced to specify Leicester City Council’s requirements for ECM system usage and reporting.

The processes and file requirements described in this appendix must be complied with.  It enables the Council to monitor and pay for the work done by providers.  Failure to comply will cause delay of invoice payment or no payment at all.

2 Principles

A number of principles set the foundations for the usage of ECM:

The council does not require providers to utilise a particular ECM system. The council requires providers to utilise an ECM system that meets the functional requirements throughout this document.

It is essential that providers have training and staff development policies, which include the use of the selected ECM system.

The provider must have management systems in place to assure itself and the council of the quality of information held in ECM systems. 

The council accepts the right of service users to refuse the use of ECM systems by the service user so long as the provider can demonstrate the benefits of the system have been explained to the service user, and the service user’s decision is recorded in their care plan.

Data must not be manipulated following production of reports. Data must be an accurate reflection of the actual work conducted. The council will not manipulate data sent by providers and will accept the data as a statement of fact. 

The Council may request access to time sheets or other records held by the provider to audit that the ECM is being correctly generated and submitted.

3 Definitions

Terms defined hereon apply to all reports unless specifically stated within the report specifications. 

	Term
	Definition

	Commissioned Visit
	Where a provider has received an order from the council to conduct a visit to provide a commissioned service. The visit may not be completed, but this is due to a planned absence or unplanned issue.

Where two carers attend as required by the care plan (e.g. a double-up call), this would constitute two visits.

	Planned (Chargeable) Visit
	Where an individual carer attends a service user with the intention of completing the commissioned service. The visit may not be completed due to unplanned absence, non-access, or other unplanned emergency. In these circumstances payment is made for the time spent at the visit in line with the banded rates.

Where two carers attend as required by the care plan (e.g. a double-up call), this would constitute two visits for the time actually spent by each carer on the visit in line with the banded rates.

	Actual Visit



	Where an individual carer attends a service user and completes the commissioned service. Where two carers attend as required by the care plan (e.g. a double-up call), this would constitute two visits.

	Missed Visit
	Where a visit to provide a commissioned service is required, but not completed due to a failure on behalf of the provider.

	Frustrated Visit
	There are two types of ‘Frustrated’ visits:
A visit is completely frustrated due to an unplanned event e.g. non-access, unplanned emergency (e.g. hospital admission)
A visit is completely frustrated due to a planned event e.g. planned hospital admission, holiday, or other event.

	Charges
	The charges to service users are based on charges being applied with a 15 minute minimum charge per user and each minute thereafter.

	Payments
	The payments to providers are based on payments being applied in bands with a 15 minute per visit minimum payment.



Reports / Files Required

3 files are required from providers. The four-weekly period will be the same for all providers. Files will need to be provided in csv format, except for the invoice summary which is a pdf file.
It will not be possible to change incorrect data on ContrOCC (payment system) once any record in the four week period has been reconciled, authorised or validated. If the provider issues ECM that is clearly incorrect (an example would be start times that begin after the end time) a reduction in payment may be made at the discretion of the Council if costs are incurred correcting the error.

It is assumed that the provider will ensure that the files sent are reconciled and balanced to each other so that the data is consistent through the three, four weekly files. The Council recommends that Providers prepare each previous week’s data each week and not try to check their 4 weekly report at the end of the 4 weekly period, as all documents are required to be sent to the council within 7 days of the end of a four week period. The four weekly periods will be clarified by the schedules shown as Annex 1. Failure to provide on time will result in further contractual action.

If you supply services for more than one of the Contract Lots in the relevant period you must supply separate files for all reports for each LOT.  Packages commissioned by the CCG and those commissioned by the Council must be provided on separate reports (CSV’s).

Import File

The Import file will be required every four weeks. This represents all of the information required for the Council to pay invoices and charge service users under the Charging Policy.  This will cover the four week period, broken down by visit on separate lines for each service user.  Where there is more than one carer at a visit, separate lines should be detailed.
The Import file must include all planned (chargeable) visits as per the definition above.
The format of the filename will be xxxxx_YYYYMMDD_IMPORT.CSV, where xxxxx is the provider Contract number and YYYYMMDD is the final weekending date for the period in universal format.

Invoice Summary

The invoice summary file will also be required to be sent every four weeks. This is the actual invoice which will be required for payment purposes. There will be no need to send a hard copy.
The total on the Invoice summary must be equal to the Import File.

The company header should be on the invoice for audit purposes. The format of the filename will be xxxxx_YYYYMMDD_INVSUMMARY.PDF where xxxxx is the provider Contract number and YYYYMMDD is the final weekending date for the period in universal format.
Master & Performance File

The Master & Performance file will be required ever four weeks. This provides supplementary information to the Invoice Summary, for each user over the four week period, broken down by week and visit date. The file should include a separate line for each carer for each visit. This will be used to provide reporting and performance information.
The ‘Master & Performance File’ must include all ‘Commissioned’ visits as per the definition above.

The format of the filename will be xxxxx_YYYYMMDD_MASTER.CSV where xxxxx is the provider Contract number and YYYYMMDD is the final weekending date for the period in universal format.

Invoice Summary

The invoice summary file will also be required to be sent every four weeks. This is the actual invoice which will be required for payment purposes. There will be no need to send a hard copy.
The total on the Invoice summary must be equal to the Import File.
The company header should be on the invoice for audit purposes. The format of the filename will be Jxxxxx_YYYYMMDD_INVSUMMARY.PDF where Jxxxxx is the provider Contract number and YYYYMMDD is the final weekending date for the period in universal format.
Master & Performance File

The Master & Performance file will be required ever four weeks. This provides supplementary information to the Invoice Summary, for each user over the four week period, broken down by week and visit date. The file should include a separate line for each carer for each visit. This will be used to provide reporting and performance information.
The ‘Master & Performance File’ must include all ‘Commissioned’ visits as per the definition above.

The format of the filename will be Jxxxxx_YYYYMMDD_MASTER.CSV where Jxxxxx is the provider Contract number and YYYYMMDD is the final weekending date for the period in universal format.


Report Specifications

Import File (4 - weekly)

	Column
(From A Onwards)
	Data Type
	Required?
	Notes

	Service
	Text (100)
	Yes
	This is a unique reference number identifying the provider – this will be confirmed to contractors who are successful by Operational Finance

	ServiceLevel
	Text (100)
	Yes
	This identifies the Service provision and needs to be one of the following descriptions:
ADULT SOCIAL CARE SERVICE LEVELS
Domiciliary Support - Generic Domiciliary Services

Domiciliary Support -  Complex
Domiciliary Support 

Domiciliary Support – Non-Weight Bearing Pathway

HEALTH SERVICE LEVELS
Health Domiciliary Support - Generic Health Domiciliary Services

Health Domiciliary Support -  Complex
Health Domiciliary Support 

	SSRef
	Text (50)
	Yes
	This is our reference number for the service user as quoted on the order. but prefixed with an “A”

	Date
	Date, YYYYMMDD
	Yes
	The visit date YYYYMMDD.

	IsTimetabled
	1=Yes
	Yes
	1 (on each line) for all visits where entry was gained
0 on any line where the visit was frustrated or missed

	TimetabledQuantity
	Decimal
	No

	Blank


	TimetabledEntryTime
	Time, hh:mm
	Yes
	Time visit started

	TimetabledExitTime
	Time, hh:mm
	Yes
	Time visit ended

	TimetabledIsFrustrated
	0=No or
1=Yes
	Conditional
	If access for a visit is denied, or service user was not at the property, this field = 1.
If the visit took place this must be 0

	WeeklyActualQuantity
	Decimal
	No
	Blank

	WeeklyFrustratedQuantity
	Decimal
	No
	Blank

	WeeklyMissedQuantity
	Decimal
	No
	Blank

	WeeklyExtraQuantity
	Decimal
	No
	Blank

	WeeklyNumberOfVisits
	Integer
	No
	Blank

	Comments
	Text
	Conditional
	When need comments

	CarePackageLineItemID
	Integer
	No
	Blank



NB: where the field is not required it must still be represented in the file by comma so that the total number of commas per row is one less than the number of fields listed above.

Master & Performance File (4 - weekly)
	Column Title
(From A Onwards)
	Data Type
	Notes

	ServiceID
	Text
	This is a unique reference number identifying the provider – xxxxx.

	Service
	Text
	This identifies the Service provision and needs to be one of the following descriptions:
ADULT SOCIAL CARE SERVICE LEVELS
Domiciliary Support - Generic Domiciliary Services

Domiciliary Support -  Complex
Domiciliary Support 

Domiciliary Support – Non-Weight Bearing Pathway

HEALTH SERVICE LEVELS
Health Domiciliary Support - Generic Health Domiciliary Services

Health Domiciliary Support -  Complex
Health Domiciliary Support 

	Weekending_Date
	Date
(DD/MM/YYYY)
	For each week within the four week reporting period.

	SSRef
	Text
	This is our reference number for the service user as quoted on the order. This is the same as the former User ID prefixed with an “A”

	Visit_Date
	Date(DD/MM/YYYY)
	

	Visit_Code
	Integer
	Either:
0 for an ‘Actual Visit’ as defined by 3.3 above or
1 for a ‘Frustrated’ visit.

	Visit_Frustrated_Code
	Integer
	In the case that the Visit_Code is 1, this field is mandatory and one of the following codes to define the frustrated visit must be used:
Missed Visit (Provider Fault)
Non-Access
Un-Planned Emergency
Service User Cancelled
Other Unplanned Event
Planned hospital admission
Holiday
Other planned event.

	Visit_Frustrated_Comment
	Text
	To be used to provide an accompanying comment regarding the frustrated visit and is mandatory in the case of 5 or 8 being selected in the above list.

	Double_Visit
	Integer
	Either:
0 for a single carer visit
1 for a double carer visit

	Critical_Visit
	Yes/No
	Defined on LCC order form

	CarerID
	Text
	A unique identifier for the carer booked on the visit.

	Planned_Arrival_Time
	Time (hh:mm)
	

	Actual_Arrival_Time
	Time (hh:mm)
	If visit was frustrated – this must be the same as the planned visit time.

	Minutes_Early_Late
	Integer (Minutes) 
(early -; late+)
	

	Actual_Departure
	Character (hh:mm)
	If visit was frustrated – this must be the same as the planned duration.

	Planned_ Duration
	Integer (Minutes)
	

	Actual_Duration
	Integer (Minutes)
	

	Banded_Duration
	Integer (Minutes)
	

	Hourly_Rate
	Decimal
	

	Banded_Visit_Charges
	Decimal
	

	Manually_Adjusted_Code
	Integer
	If a line is manually adjusted, then one of the following codes must be used:
Arrival Adjusted
Departure Adjusted
Duration Adjusted
Arrival & Departure Adjusted
Arrival & Duration Adjusted
Arrival & Departure & Duration Adjusted
Departure & Duration Adjusted

In all other cases 0 – No adjustment should be used.

	Manual_Adjustment_Reason
	Text
	Only the following options should be used.
Non Access
Delayed Entry
Shopping
Emergency Occurred
Service away from home
Service user refused visit
Forgot to log in /out
No telephone
System error
Other

	Comments
	Text
	To be used to provide any accompanying comment regarding the visit.
In the case of a manual adjustment reason of ‘Other’ this is mandatory.



NB: Where the field is not required it must still be represented in the file by comma so that the total number of commas per row is one less than the number of fields listed above.
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Annex 1 – Schedule of Reporting Periods

	Period
	Period Start Date
	Period End Date
	Date Files Due By

	1
	09/10/2017
	05/11/2017
	12/11/2017

	2
	06/11/2017
	03/12/2017
	10/12/2017

	3
	04/12/2017
	31/12/2017
	07/01/2018

	4
	01/01/2018
	28/01/2018
	04/02/2018

	5
	29/01/2018
	25/02/2018
	04/03/2018

	6
	26/02/2018
	25/03/2018
	01/04/2018

	7
	26/03/2018
	22/04/2018
	29/04/2018

	8
	23/04/2018
	20/05/2018
	27/05/2018

	9
	21/05/2018
	17/06/2018
	24/06/2018

	10
	18/06/2018
	15/07/2018
	22/07/2018

	11
	16/07/2018
	12/08/2018
	19/08/2018

	12
	13/08/2018
	09/09/2018
	16/09/2018

	13
	10/09/2018
	07/10/2018
	14/10/2018

	14
	08/10/2018
	04/11/2018
	11/11/2018

	15
	05/11/2018
	02/12/2018
	09/12/2018

	16
	03/12/2018
	30/12/2018
	06/01/2019

	17
	31/12/2018
	27/01/2019
	03/02/2019

	18
	28/01/2019
	24/02/2019
	03/03/2019

	19
	25/02/2019
	24/03/2019
	31/03/2019

	20
	25/03/2019
	21/04/2019
	28/04/2019

	21
	22/04/2019
	19/05/2019
	26/05/2019

	22
	20/05/2019
	16/06/2019
	23/06/2019

	23
	17/06/2019
	14/07/2019
	21/07/2019

	24
	15/07/2019
	11/08/2019
	18/08/2019

	25
	12/08/2019
	08/09/2019
	15/09/2019

	26
	09/09/2019
	06/10/2019
	13/10/2019

	27
	07/10/2019
	03/11/2019
	10/11/2019

	28
	04/11/2019
	01/12/2019
	08/12/2019

	29
	02/12/2019
	29/12/2019
	05/01/2020

	30
	30/12/2019
	26/01/2020
	02/02/2020

	31
	27/01/2020
	23/02/2020
	01/03/2020

	32
	24/02/2020
	22/03/2020
	29/03/2020

	33
	23/03/2020
	19/04/2020
	26/04/2020

	34
	20/04/2020
	17/05/2020
	24/05/2020

	35
	18/05/2020
	14/06/2020
	21/06/2020

	36
	15/06/2020
	12/07/2020
	19/07/2020

	37
	13/07/2020
	09/08/2020
	16/08/2020

	38
	10/08/2020
	06/09/2020
	13/09/2020

	39
	07/09/2020
	04/10/2020
	11/10/2020

	40
	05/10/2020
	01/11/2020
	08/11/2020

	41
	02/11/2020
	29/11/2020
	06/12/2020

	42
	30/11/2020
	27/12/2020
	03/01/2021

	43
	28/12/2020
	24/01/2021
	31/01/2021

	44
	25/01/2021
	21/02/2021
	28/02/2021

	45
	22/02/2021
	21/03/2021
	28/03/2021

	46
	22/03/2021
	18/04/2021
	25/04/2021

	47
	19/04/2021
	16/05/2021
	23/05/2021

	48
	17/05/2021
	13/06/2021
	20/06/2021

	49
	14/06/2021
	11/07/2021
	18/07/2021

	50
	12/07/2021
	08/08/2021
	15/08/2021

	51
	09/08/2021
	05/09/2021
	12/09/2021

	52
	06/09/2021
	03/10/2021
	10/10/2021

	53
	04/10/2021
	31/10/2021
	07/11/2021

	54
	01/11/2021
	28/11/2021
	05/12/2021

	55
	29/11/2021
	26/12/2021
	02/01/2022

	56
	27/12/2021
	23/01/2022
	30/01/2022

	57
	24/01/2022
	20/02/2022
	27/02/2022

	58
	21/02/2022
	20/03/2022
	27/03/2022

	59
	21/03/2022
	17/04/2022
	24/04/2022

	60
	18/04/2022
	15/05/2022
	22/05/2022

	61
	16/05/2022
	12/06/2022
	19/06/2022

	62
	13/06/2022
	10/07/2022
	17/07/2022

	63
	11/07/2022
	07/08/2022
	14/08/2022

	64
	08/08/2022
	04/09/2022
	11/09/2022

	65
	05/09/2022
	02/10/2022
	09/10/2022

	66
	03/10/2022
	30/10/2022
	06/11/2022

	67
	31/10/2022
	27/11/2022
	04/12/2022

	68
	28/11/2022
	25/12/2022
	01/01/2023

	69
	26/12/2022
	22/01/2023
	29/01/2023

	70
	23/01/2023
	19/02/2023
	26/02/2023

	71
	20/02/2023
	19/03/2023
	26/03/2023

	72
	20/03/2023
	16/04/2023
	23/04/2023

	73
	17/04/2023
	14/05/2023
	21/05/2023

	74
	15/05/2023
	11/06/2023
	18/06/2023

	75
	12/06/2023
	09/07/2023
	16/07/2023

	76
	10/07/2023
	06/08/2023
	13/08/2023

	77
	07/08/2023
	03/09/2023
	10/09/2023

	78
	04/09/2023
	01/10/2023
	08/10/2023

	79
	02/10/2023
	29/10/2023
	05/11/2023

	80
	30/10/2023
	26/11/2023
	03/12/2023

	81
	27/11/2023
	24/12/2023
	31/12/2023

	82
	25/12/2023
	21/01/2024
	28/01/2024

	83
	22/01/2024
	18/02/2024
	25/02/2024

	84
	19/02/2024
	17/03/2024
	24/03/2024

	85
	18/03/2024
	14/04/2024
	21/04/2024

	86
	15/04/2024
	12/05/2024
	19/05/2024

	87
	13/05/2024
	09/06/2024
	16/06/2024

	88
	10/06/2024
	07/07/2024
	14/07/2024

	89
	08/07/2024
	04/08/2024
	11/08/2024

	90
	05/08/2024
	01/09/2024
	08/09/2024

	91
	02/09/2024
	29/09/2024
	06/10/2024

	92
	30/09/2024
	27/10/2024
	03/11/2024





Annex 2 – Report / File Templates

Embedded within this document are example files meeting the requirements of LCC’s ECM system. Files contain example data. To open the file, double click on the icon.

2.1 Import File


2.2 Master & Performance File


2.3 Invoice Summary














Annex 3 – Commissioned Time Banding
The first figure in the range is over that amount and the second figure is equal to or under. For example 24 – 38 means an amount of time above 24 minutes and up and including 38 minutes.
	Commissioned Visit Time
	Actuals Range (Minutes)
	Pay (Minutes)
	Band

	0.25 (15 minutes)
	0-23 Minutes
	15
	1

	0.5 (30 minutes)
	24 - 38
	30
	2

	0.75 (45 minutes)
	39-53
	45
	3

	1 (60 minutes)
	54-68
	60
	4

	1.25 (75 minutes)
	69-83
	75
	5

	1.5 (90 minutes)
	84-98
	90
	6

	1.75 (105 minutes)
	99-113
	105
	7

	2 (120 minutes)
	114-128
	120
	8

	2.25 (135 minutes)
	129-143
	135
	9

	2.5 (150 minutes)
	144-158
	150
	10

	2.75 (165 minutes)
	159-173
	165
	11

	3 (180 minutes)
	174-188
	180
	12

	3.25 (195 minutes)
	189-203
	195
	13

	3.5 (210 Minutes)
	204-218
	210
	14

	3.75 (225 Minutes)
	219-233
	225
	15

	4 (240 Minutes)
	234-248
	240
	16

	The Council will pay the provider the Pay (Minutes) time for the relevant band.  This will be based on the actual time delivered as shown in the ECM reports as long as the time quoted does not exceed the support package without good reason.
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QAF Self-Assessment 2016.pdf
Personalised Care, Treatment and Support.

1
The provider promotes and facilitates improved health and emotional well-being of its service users, ensuring they receive effective, safe and appropriate care, treatment and support to
meet individual need. This approach enables service users to have a fulfilled life, making the most of their capacity and potential.
My personal needs will be assessed, and a support plan developed to ensure | get safe and appropriate care.
11
Requirements for Level C Evidence submitted and found where Sanilee Sl
Assessment
111 Service users receive an initial assessment of their needs, The assessment is generated from the initial assessment
o and support plan completed by the Local Authority Care Management staff, the SU, or referring agency.
A person-centred care / support plan outlining the delivery arrangements for care is developed for and agreed with each
1.1.2 . . . -
SU / representative / advocate. (Includes consideration of capacity)
1.1.3 |Support and risk management plans complement any support plans provided by other agencies or organisations.
Further Provider Comments
Service users receive support according to their assessed needs, and this is reviewed regularly.
1.2
Requirements for Level C Evidence submitted and found where Saniles Selii
Assessment
The service can demonstrate that needs are met in accordance with the support plan (e.g. daily records, nutritional
1.2.1 . N
charts, turn charts, abc charts, moving & handling).
1.2.2 |Staff are able to communicate effectively with the service user using the individuals preferred method of communication
1.2.3 |Service user's allergies and requirements are taken into account when preparing food
1.2.4 |Service users have access to varied chocies of food and drink, which supports good health and meets diverse needs.
125 Service user's health needs are monitored and appropriate referrals made to health care professionals (e.g. Screening /
- Services Users / TVN / GP / Dentist / D/N / Opticians)
126 The service reviews and updates their own care assessments and support plans when changes occur, or at least
- annually.
127 When service user needs change (increases / decreases), the service informs relevant professionals (e.g. care

management / health professionals)






Where there are concerns about SU’s in relation to nutrition and fluid intake causing deterioration of general health,

128 timely remedial action is taken which includes a referral to the appropriate Health Agency (e.g. SALT, Dietician / GP)
1.2.9 |Where care is shared with other services (e.g. Community Nursing), clear lines of responsibility for support are defined.
1.2.10 |The provider can demonstrate personalised activities and interaction.
Further Provider Comments
I will receive support that ensures | am kept safe and well.
1.3
Requirements for Level C Evidence submitted and found where S S
Assessment
131 The provider identifies and assesses any risks associated with service user's needs and support (e.g. pressure areas,
o nutrition, behaviour, falls e.t.c)
13.2 Specialist expertise is sought when conducting risk assessments where applicable. (E.g. TVN / Falls Clinic / CPNs /
24 [SALT)
The provider can demonstrate any risks with service users needs and support are managed appropriately (e.g..
133 -
pressure care / SSKIN / Continence)
1.3.4 |The provider is proactive in reviewing risk.
1.3.5 |The provider has arrangements for dealing with foreseeable emergencies on an individual basis.
136 The risk assessment policy and procedure is reviewed at least every three years. They clearly state how clients will be
- involved in risk assessment..
Further Provider Comments
Equality and Diversity
1.4
Requirements for Level C Evidence submitted and found where Semiee Sl
Assessment
There are equality and diversity policies / procedures which have been reviewed in the last three years which are known
1.4.1 |and adhered to by all staff. The policies and procedures make reference to the Equality Act 2010 and reasonable
adjustments
142 The provider can provide evidence that SUs are supported in meeting their cultural, religious and/or lifestyle needs, in

line with the Equalities Act






143

Staff have received Equality and Diversity training and understand their general responsibilities

Further Provider Comments

Section 1 Personalised Care, Treatment and Support - Requirements for Level B

Requirements for Level B

Evidence submitted and found where

Service Self
Assessment

The service supports staff, and reflects on how culture, values, sexuality could impact upon, or result in disagreeements

1B.1 with service users, and visitors.
1B.2 |The provider supports staff to access information to aid their understanding of how to support individual service users
1B.3 The service works constructively with risk and does not use risk assessment to exclude or deny service users choices
: and preferences.
The risk assessment policy and procedures encourage appropriate risk taking and discourages risk avoidance as the
1B.4 - ; - ) ; o
key feature of support delivery. Risk assessments balance promotion of independence with effective risk management
1B.5 |[SU outcomes are used to inform service development and strategic planning.
1B.6 [Service user's health needs are recorded and managed using a Health Action Plan.
1B.7 |The service supports service users to access activities within the community.
1B.8 |The service is proactive in providing a wide range of innovative activities including tailored interaction by staff
1B.9 Support planning takes account of,and support is available to meet the wider needs of the client (beyond those being
. met directly in the service).
1B.10 |Person centred support plans have been developed together with service users and / or significant others.
1B.11 Person centred support plans identify the service users abilities with the view to maintaining or developing their
: independence.
1B.12 |Needs Assessment and Support Planning takes account of published research and guidance.

Further Provider Comments






Section 1 Personalised Care, Treatment and Support - Requirements for Level A

Service Self

Requirements for Level A Evidence submitted and found where
Assessment

The service develops an innovative and strategic approach to managing risk individually, and across a service user
group.

1Al

1A.2 |The service can demonstrate excellent practice in positive risk taking, incorporating indiviudals aspirations and dreams.

1A.3 |The provider can demonstrate they actively support service users and staff to celebrate their diversity.

1A.4 |The provider has a lead / champion who develops practice across the service in relation to Equality & Diversity.

1A.5 |The provider can demonstrate they support service users to access a wide range of support networks

There is clear evidence to demonstrate SU involvement in the design of services to encompass life choices. The

1A6 service can demonstrate that changes have been made to improve service delivery as a result of SU involvement.
1A.7 SU’s are consulted with regarding any environmental changes and have an input to the design process or staff
. encourage service users / family to develop condition friendly environments e.g. sensory / dementia friendly.
1A8 The provider can demonstrate that it proactively, and strategically develops links and works with the local community to
. improve outcomes for service users.
1A.9 Within Domiciliary Care, the service can demonstrate that they work innovatively with statutory agencies (e.g local
. authority) to further develop the service user's support.
1A.10 The provider actively involves itself in the social care sector to develop its services on the basis of research and

practice development.

Further Provider Comments

Voice, Choice and Control

2 Service users have access to choice and control of good quality care, which is responsive to individual needs and preference, includes consultation about personal preferences and
wishes. Choices and aspirations will be respected, having ‘real’ involvement in their care and support, and told what's happening at every stage. The service has a clear and documented
approach to empowering service users and supporting their independence.

I will receive good advice and information to make choices

2.1
Requirements for Level C Evidence submitted and found where S S
Assessment
A SU Guide / handbook / directory and other information materials are available/produced, setting out service aims and
211 - - - - - -
objectives, the range of facilities and services offered and the terms and conditions of receiving the service / occupancy






The support / care plan takes into account the SU wishes and preferences about the way care is provided and their

212 chosen lifestyle — in keeping with any legal requirements
2.1.3 [Service users have the ability to be involved in choosing the carers that support them.
214 The plan is signed by the SU and/or their representative and is available in a language and format that the SU can
o understand
A copy of the plan is held by the SU if they choose to have it, or have access to the plan if they choose to. (Dom Care /
215 h
Sl - must be held in SU Home)
Reviews of needs and associated risk assessments are undertaken with the SU's participation at least annually or more
2.1.6 . : !
frequently if required and care / health plans are updated to reflects this.
217 The Provider supports SUs to have access to information, advice and guidance to meet their cultural, religious and/or
o lifestyle needs.
2.1.8 |Where SUs disagree with assessments or reviews, their views and reasoning are recorded
2.1.9 |[The Provider confirms that SUs views have been listened to and taken into account
Needs and risk assessments, support plans and reviews are person centred and seek to involve SUs views together
2.1.10 | . ; . - :
with other professionals, carers, family and/or friends as the SU wishes
Further Provider Comments
I will be supported and consulted about my preferences and wishes for planning end of life care.
2.2
Requirements for Level C Evidence submitted and found where S S
Assessment
The service is able to demonstrate that there are policies and procedures in place to ensure that SU and
2.2.1 [representatives are consulted about their wishes for end of life care plan which includes supporting SU to state their
wishes
2.2.2 |The service has a person-centred approach to death and dying and this is integral in service provision
203 The SU has an agreed End of Life care pathway (if applicable), or equivalent, for the delivery of good quality end of life

care

Further Provider Comments

Dignity and Respect






Requirements for Level C Evidence submitted and found where SavilEe Seii
Assessment
The Registered Manager ensures that there is continuity in relation to the staff who provide the service to each SU
2.3.1 |[(numbers and skills and taking into account gender and cultural issues) and ensures that consistency is maintained
respecting individuals dignity
2.3.2 [There is evidence that the provider ensures staff show respect and support service users with dignity
233 Care records are factual, recorded in a non-judgemental manner, and demonstrate respect and dignity towards service
- users
234 Records demonstrate that a SU is always consulted / informed when there are changes to nominated staff (For
o Domiciliary Care Only)
Further Provider Comments
Section 2 Voice, Choice and Control - Requirements for Level B
2-B
. . . Service Self
Requirements for Level B Evidence submitted and found where
Assessment
2B.1 Support and care plans show that staff members and SU have discussed any wishes for activities or aspirations which
. could include volunteering, employment, training, education, social and leisure
2B.2 Information concerning the availability of such activities and opportunities is made readily available in ways appropriate
. to SU needs
2B.3 Domiciliary Care providers can demonstrate that other innovative methods of communication are used to support
. service users to make choices about their lives (e.g. prompt cards for dementia care)
2B.4 An end of life care policy and procedure is drawn up with the full involvement of the service user or their
: representatives, and any other professionals as appropriate
2B.5 The service understands, recognises and promotes the psychological, mental, emotional, cultural and spiritual needs of
: SU in relation to death and dying
2B.6 The Service supports SU's in receiving psychological support for themselves if dying, or if received news of the
: bereavement of someone close to the SU
oB.7 Records demonstrate that a SU is always consulted / informed when there are changes to nominated staff (For all non-
: domiciliary care services)
SUs confirm how they have been supported to access a range of services to meet their diverse needs — both those
2B.8 |provided by the organisation and those available through other providers such as non-regulated activities from faith or
community groups
2B.9 |The service can demonstrate they match the skills and interests of carers to service users.

Further Provider Comments






Section 2 Voice, Choice and Control - Requirements for Level A

2-A
. . . Service Self
Requirements for Level A Evidence submitted and found where
Assessment
A1 The Service can demonstrate that appropriate changes have been made as a result of reviews of the policies and
: procedures in relation to voice, choice and control
The service is a registered provider of nationally recognised programmes of good practice in end of life care, for
2A.2 |example, Gold Standards Framework. The framework has been integrated into the service provision including any policy
and procedures
The service has an end of life lead that engages with the wider community to facilitate change affected by national
2A.3 -
policy changes e.g. DNACPR
A4 The service is proactive in engaging family, friends, carers, advocates in end of life care facilitating, for example, over
. night stays where requested and applicable
A5 Needs and risk assessment and support planning procedures balance respect for SUs’ views, preferences and
. aspirations with effective risk management
A6 Staff are able to describe how they deal with disagreements and how they balance respect for SUs’ wishes with

effective risk management

Further Provider Comments

Safeguarding and Safety

Service users are protected from abuse, or the risk of abuse and their dignity and human rights respected and upheld. Access to care without hindrance from discrimination or prejudice.
SU and staff should be as safe as they can be. Any risks are appropriately managed. Positive risk is encouraged, appropriately managed and the service is not risk adverse. Any

‘vulnerable’ situations are appropriately identified and responded.

Service Users are supported in an environment which is safe, secure, and suitable.

3.1
. . . Service Self
Requirements for Level C Evidence submitted and found where
Assessment
311 SU, staff and visitors know they are protected against the risks of unsafe or unsuitable premises through the design and
o layout of the premises which are suitable for carrying out the commissioned activity.
312 Appropriate measures are in place to ensure the security of the premises, and any grounds are adequately maintained

demonstrating compliance with any legal requirements.

Further Provider Comments






The provider has policies and procedures in place and followed in practice to identify & prevent abuse, and report to and work

with other agencies.

3.2
Requirements for Level C Evidence submitted and found where SERIEE St
Assessment
321 Ensure that Government and local multi-agency guidance about safeguarding from abuse is accessible to all staff and
= put into practice
There is a whistle blowing policy which includes up to date and relevant information which is known of and used
322 .
appropriately by staff, SU and others
323 The service takes action to identify and prevent abuse from happening. Respond appropriately when it is suspected that
o abuse has occurred or is at risk of occurring
304 A log records detail of incidents, near misses and outcomes and shows appropriate action and reporting in line with the
o Contract, safeguarding procedures, NHS and other agencies including CQC
325 The service can demonstrate effective action (including working with other statutory and non-statutory agencies) when a
= situation that needs their engagement has arisen e.g. falls, safeguarding alerting, contractual responsibility notifications.
32.6 Emergency call-out and out of hours support arrangements are documented and publicised to SUs and staff in ways
= appropriate to their communication needs
32.7 There is a policy and procedure in relation to staff not being able to gain access (e.g. no-response / no-access policy)
= which details appropriate actions required and by whom
32.8 The service, when sourcing safeguarding training, has considered and ensured the outcomes of the Local Safeguarding
o Compentency Framework are covered.
32.9 The service appropriately supports staff members through, for example, supervision, in dealing with abuse cases and
- allegations.
3.2.10 Staff understand how diversity, beliefs and values of people who use services may influence the identification,
= prevention and response to safeguarding concerns
Further Provider Comments
The provider supports service users' positive behaviour & decision making in line with legal requirements.
3.3
. . . Service Self
Requirements for Level C Evidence submitted and found where
Assessment
331 The provider and staff have a working understanding of the mental Capacity Act, and the Deprivation of Liberty
- Safeguards and the relevant authorisations are in place where applicable and relevant to the provider setting.
The SU, families, and friends are routinely provided with information about the MCA and DOLS and the right for them to
3.3.2 |bring to the service’s attention that there should be an application for a DOLs authorisation (where applicable) and what
else they could do if the service did not agree
333 The service can demonstrate that it has mechanisms in place to protect people from the negative effects of individual

service users' behaviour.






The provider shall ensure that any use of restraint in respect of service users is proportionate and undertaken in

334 accordance with a clear restraint policy.
Where restraint is used as part of an on-going care / support plan, all other options have been exhausted, is risk
335 ; >
assessed, reviewed, and is undertaken by competent staff.
Further Provider Comments
If the care provider is assisting me with medication, | will get the medicines | need, when | need them, and in a safe way.
3.4
Requirements for Level C Evidence submitted and found where S Sl
Assessment
The service can demonstrate that staff 'handle’ medicines in accordance with NICE guidance i.e. safely and securely
341 R I N
and this is included within the policy and procedure
There is an up to date medications policy that includes reference to e.g. PRN, homely remedies, self medication, waste
3.4.2 |management, alternative suppliers, GP re-assessments, accepting medications upon discharge from hospital, bringing
in medications at admission to which all staff adhere
There are procedures for reporting medication administration concerns which include: How staff report concerns;
3.4.3 [Respond to incidents and seek guidance; How the service identifies and responds to any changes or concerns in an
individual's needs
3.4.4 There is process of using a MAR that records what a SU can have, when, in what quantity and any contra-indicators if
o having other prescribed medicines
The provider can demonstrate that staff correctly record the administration of medication (including PRN) with
3.4.5 [consideration to consent from the SU, recording any observations of the taking or refusal of medication and any
assistance given (including dosage and time of medication)
Further Provider Comments
If I have been assessed as requiring help with managing my financial affairs, the service can demonstrate robust procedures
o and practice is in place that meets legal requirements.
Requirements for Level C Evidence submitted and found where Semiee Sl
Assessment
351 The manager ensures there are policies and procedures in place for staff on the safe handling of service users money
~ and property including one that prevents staff from personal benefit when working with adults at risk.
352 Where SU are unable to take responsibility for the management of their finances, this is recorded on the support plan
- and associated risk assessment
353 The service can demonstrate that any finance-based risk assessment is regularly reviewed to address potential for
- personal benefit
35.4 Cash transactions are recorded on cash record sheets if staff are handling a service users money (e.g. shopping,

paying for a hairdresser) and these are regularly audited






The service can demonstrate that, where requested or appropriate, a financial guardian is appointed should an SU

355 require one. The appointment is with the consent of the SU or other appropriate person
Further Provider Comments
Care workers will carry out tasks in accordance with infection control guidelines.
3.6
Requirements for Level C Evidence submitted and found where SERIEE St
Assessment
36.1 The service complies with the requirements of Outcome 8 Regulation 12, with regard to the Code of Practice for Health
o and Adult Social Care on the Prevention and Control of Infections and related guidance
The service maintains appropriate records to demonstrate cleanliness and adherence to infection control procedures
3.6.2 |within the service provision. The service ensures the competence of staff members with cleanliness and infection
control requirements
The service can demonstrate that it acts upon, notifies Public Health England or Local Authority Centre for Infection
3.6.3 |[Prevention service and records any outbreak of infection e.g. food poisoning; diarrhoea and/or vomiting; tuberculosis;
scabies; hepatitis; tetanus or respiratory infections whether for individual cases or an outbreak
Further Provider Comments
| have access to Equipment that meets my individual needs.
3.7
Requirements for Level C Evidence submitted and found where S S
Assessment
The service follows published guidance about how to use equipment safely and will make sure equipment is:
- Suitable for purpose
- available
3.7.1 |- properly maintained
- used correctly and safely
- promotes independence
- comfortable
3.7.2 [SU’s have been consulted with regarding the choice of equipment they are offered (N/A for Domiciliary Care)
373 The service can demonstrate that any equipment loaned to it is returned to the loaner in a timely fashion (N/A for

Domiciliary Care)

Further Provider Comments






Section 3 Safeguarding and Safety - Requirements for Level B

3-B
Requirements for Level B Evidence submitted and found where S Sl
Assessment
The service can demonstrate that it encourages a SU to participate in any decision about the environment in which their
3B.1 |assessed needs are being delivered e.g. at environmental / building review meetings including security and / or garden
redesign / planning (N/A for Domiciliary Care)
3B.2 There is a periodic (at least annual) review of the effectiveness of safeguarding and protection from abuse policies and
: procedures and their implementation
3B.3 |The policy and procedure review seeks to identify and address disincentives to reporting concerns
3B.A The service can demonstrate that changes have been made to improve service delivery as a result of root cause
: analysis following an incident / safeguarding investigation
3B.5 The service has a clear statement in relation to medication waste management and ensures medication waste is
: minimised.
3B.6 The statement includes reference to an alternative supplier for medications in the event the primary supplier cannot
: deliver an order on time; sending to / discharges from hospital / short breaks
3B.7 Where the package of care does not include ordering of medication, providers proactively prompt service users / family
: members to order medication and consider alternative pharmacies.
3B.8 |The service can demonstrate that it advises and encourages SUs to manage their own money
3B.9 |The service can demonstrate that if an SU requires it, advice and guidance is sought in relation to writing an LPA / EPA
3B.10 [The service has an infection control lead / '‘champion' who undertakes regular audits.
The service can demonstrate that it produces and implements action plans from those audits including implementing
3B.11 - )
any advice from external agencies such as LCC H&S
3B.12 There is a documented approach to risk taking and the use of equipment that enables staff members to understand the
: meaning of “appropriate risk taking”. The provider can demonstrate it discourages risk avoidance
Further Provider Comments
Section 3 Safeguarding and Safety - Requirements for Level A
3-A
. . . Service Self
Requirements for Level A Evidence submitted and found where
Assessment
3A.1 The service can demonstrate that it encourages participation from a SU in the maintenance / improvement of the

environment (N/A for Domiciliary Care)






The service can demonstrate innovative approaches to the design of the care environment (e.g. sensory rooms /

3A2 dementia friendly décor)
3A.3 |The service can demonstrate that key safeguarding partners are involved in policy and procedure review
3A.4 |The service can demonstrate the impact of SU and stakeholder involvement in incidents / policy and procedure review
3A5 The provider can demonstrate that they have made safeguarding policies and procedure accessible and available to
: SUs
3A.6 |The service is proactive in promoting and sharing good practice beyond the service on safeguarding adults at risk.
SUs feel confident enough to share openly their experiences of taking or not taking medicines, their views about what
3A.7 |medicines mean to them, and how medicines impact on their daily life.
SUs are engaged, understand about their medicines and are able to make choices, including choices about prevention
3A.8 |and healthy living. SUs’ beliefs and preferences about medicines are understood to enable a shared decision about
treatment
The service can demonstrate that changes have been made to improve service delivery as a result of policy and
3A.9 - B ]
procedure review that can show the impact of SU involvement
3A.10 |The service can demonstrate learning and development as a result of incidents and / or near misses
3A11 The service can demonstrate that it involves SU and/or others in infection control audits and policy and procedure
. reviews
3A12 There is a strategic approach to promoting independence and maximising SU participation in the wider community
. through the use of appropriate equipment
3A.13 [SU equipment needs are used to inform service development and strategic planning

Further Provider Comments

Employment and Staffing Practices

The service has the right staff with the right skills, qualifications, experience and knowledge to support its service users. It looks at training needs for staff and how they should be
supported to carry out their role, including the time they will need away from work in order to take part in learning and development opportunities. The service will be flexible and

adaptable to service users changing needs and requirements.

I will be cared for by care workers who have gone through a thorough recruitment and induction process.

4.1
. . . Service Self
Requirements for Level C Evidence submitted and found where
Assessment
There is a rigorous recruitment and selection policy and procedure which meets the requirements of legislation, equal
4.1.1 |opportunities and anti-discriminatory practice. There are also relevant checks carried out which ensures the protection

of SU and their relatives.






Disclosure and Barring Service checks are updated every three years as part of contractual requirements. There is

412 evidence that an update in relation to DBS is gathered at annual appraisal.
4.1.3 |There is a structured induction process which is completed by all new staff.
4.1.4 |The recruitment and induction processes ensure that staff understand and apply the philosophy of person centred care.
415 All managers and staff are provided with a written job description, person and work specification identifying their
o responsibilities and accountabilities together with copies of the organisations staff handbook.
416 Staff are made aware of and understand their professional boundaries and their practice reflects this. A code of conduct
o (or similar document) makes clear appropriate boundaries for staff and volunteers
4.1.7 |[The structured induction process includes pressure ulcer prevention awareness.
4.8 Staff are registered with the relevant professional regulator or professional body where necessary and are authorised to
o work by that body.
Further Provider Comments
I will be cared for by care workers who have the knowledge, skills and experience needed to meet my health and welfare needs.
4.2
. . . Service Self
Requirements for Level C Evidence submitted and found where
Assessment
4.2.1 |[There is a system that ensures all staff are aware of, understand and implement all core company policies
4.2.2 |The provider has a core list of training for each member of staff in accordance with the requirements of the service.
423 75% of care staff have received pressure ulcer prevention training within the previous 24 months (where applicable to
= service user needs)
4.2.4 |The service measures on going staff competence in respect of each area of training provided.
4.2.5 | ‘On the job’ training is with the consent of the SU
4.6 There is a structured process for staff supervision and appraisal to monitor, develop, and follow up issues / outcomes of
- staff competence in core areas of service delivery.
There is documentary evidence that supervision specifically addresses the nature and limits of relationships between
4.2.7 IR ] :
staff and SUs and maintains dignity and professional boundaries.
428 The provider can demonstrate that robust employment procedures (e.qg. disciplinary) are in place and used to manage

poor performance.






The provider can demonstrate that staff who write care / support plans & risk assessments are competant to do so

429 through training or guidance.
Further Provider Comments
The service has in place sufficient staff with the right skills mix, and flexible systems to meet the needs of service users.
4.3
Requirements for Level C Evidence submitted and found where SERIEE St
Assessment
43.1 Staff rota’s are appropriate to meet care needs and outcomes identified in the care plan (e.g. times to suit / travel time /
o agreed with SU)
432 There is documentary evidence to show staff work for the full amount of time allocated and monitored by the service
o provider.
433 Staff are reliable and dependable and can respond flexibly to the needs and preferences of SU which arise on a day to
o day basis
43.4 Staff have a clear understanding of how they can communicate SU changing circumstances within their own
o organisation
435 Care is not rushed, time is allocated in a way so that there is enough time to carry out what is required in a way that the
e SU wants
Further Provider Comments
If I have more than one service, or if | am moved between services, | will get safe co-ordinated care, treatment and support.
4.4
. . . ice Self
Requirements for Level C Evidence submitted and found where i
Assessment
The service can demonstrate that it cooperates with others involved in the care, treatment and support of the SU i.e.
4.4.1 |when the responsibility is shared or transferred to one or more service, individuals, teams or agencies to enable joint
working
4.4.2 Information is shared in accordance with any information sharing agreement (i.e. in a confidential manner with all
o relevant services, individuals, teams or agencies to enable the care, treatment and support needs of the SU to be met)
4.43 The service proactively works with other services, individuals, teams or agencies to respond to emergency situations
o and SU are supported to access other health and social care services they need
444 Prompt action, consistent with agreed procedures, is taken in relation to individual concerns from staff, SU or others

and appropriate support is provided to them including whistle blowers

Further Provider Comments






Section 4 Employment and Staffing Practices - Requirements for Level B

4-B
Requirements for Level B Evidence submitted and found where S Sl
Assessment
4B Staff job descriptions and handbooks focus on the purposes and outcomes required of staff rather than the tasks to be
: performed
4B.2 |The Induction Program meets the requirements of the Care Certificate.
4B.3 The structured induction process includes pressure ulcer prevention training incorporating taught theory sessions and in-
: house practical elements supported by senior care staff.
B4 The service can demonstrate that it considers and ensures suitable skill mix, competencies, knowledge, qualifications
: and experience when arranging staffing so that people’s individual needs are met
4B.5 Staff have individual training plans that enable them to acquire further skills and qualifications that are relevant to the
: work they undertake (e.g. CPD).
4B.6 |75% - 90% of care staff have received pressure ulcer prevention training within the previous 24 months.
4B.7 Staff members engage in a quality audit of any training provided and how it has improved their practice within the
: service provision
4B.8 Staff members are assessed immediately following and several months afterwards the receipt of training for confidence
. and competence in delivering skills learnt
4B.9 The service has a stable pool of well trained and familiar contracted staff to cover emergency or unplanned events
. (bank staff / preferred agency / sickness).
4B.10 |The service promotes good practice and develop the knowledge and skills of their staff to deliver the service
The service can demonstrate that there is a planned and effective approach to working with other agencies and that
4B.11 N SN
SUs are supported through the process in a way that meets their individual needs and preferences
AB.12 The service can demonstrate SU involvement in their own care and health choices within the planned approach to
: working with other agencies
4B.13 The service can demonstrate that changes have been made to improve service delivery as a result of review or

following an incident / near miss

Further Provider Comments






Section 4 Employment and Staffing Practices - Requirements for Level A

4-A
. . . Service Self
Requirements for Level A Evidence submitted and found where
Assessment
4A.1 |Service users are involved in the recruitment of staff
4A.2 |Service users are involved in the induction of staff
4A.3 |SUs are involved in the delivery of training to staff
A4 Service users are able to provide feedback competency of staff delivering the service which informs the service's
. training plan
4A.5 |Above 90% of care staff have received pressure ulcer prevention training within the previous 24 months.
4A6 There is a documented service-wide training plan, which cascades the needs of the service into individual training plans
. and staff are made aware of future training
There is formal recording of feedback from SU (e.qg. via complaints, formal consultation processes, key-working, day-to-
4A.7 |day discussions with staff etc.) and documentary evidence of this being collated and taken account of when preparing
training plans
Staff members confirm that the organisational culture is one that is open to innovation and can point to service
4A.8 |improvements that have come about as a result including the use of leads / ‘champions' in specific areas such as
dementia
4A.9 SUs are involved in developing the service delivery taking account of SU's diverse communication needs and this is
: documented
4A.10 |The service proactively looks to reduce risk, but is not risk averse i.e. positive risk taking approach to achieve outcomes
The service can demonstrate it's involvement to ensure SUs receive consistent, coordinated care and support when
4A.11 y " ] :
they move between services and their needs and desired outcomes continue to be met.
AA12 The service can demonstrate honesty and transparency from all levels of staff and management when mistakes occur.

These events are analysed and used to inform learning and development.

Further Provider Comments

Business Management

The provider must demonstrate good business management which assists them to meet all service user outcomes

Registration / Insurance Certificates and business practices.






Requirements for Level C Evidence submitted and found where Sanilee Sl
Assessment
5.1.1 [Care Quality Commission Registration Certificate and CQC Registered Manager
5.1.2 [Employers Liability (E10m)
5.1.3 [Public/Products Liability (E10m)
5.1.4 ([Malpractice Nursing (E5m)
5.1.5 [Professional Indemnity Insurance (£5m)
5.1.6 [Clinical Negligence (E5m) (SMS / PH)
5.1.7 [NMC or GMC registered (PH / Nursing / Gp / SMS)
5.1.8 |[GPs with special interests (SMS)
5.1.9 [Consultants RGP Level 1 or 2 (SMS)
5.1.10 |Staff insurance for travel in their own vehicle with SU(s) / or for business use
5.1.11 |The provider has achieved a minimum level 3 Food Hygiene rating at their last inspection (not applicable to Dom Care)
5.1.12 Medical Malpractice Insurance (£2m) (For Dom Care Providers who carry out health care tasks as specified in health &
- social care protocol)
If applicable, there is a system in place to calculate how long it will take for staff to travel between visits. This ensures
5.1.13 |that time-based requirements are given to rotas which take into account staff travel times for car users, walkers, those
using public transport, cyclists etc. (Dom Care)
Further Provider Comments
Business Premises.
5.2
Requirements for Level C Evidence submitted and found where Seies Seli
Assessment
5.2.1 [The facilities are suitable and sufficient for the needs of the service provision






5.2.2

Suitable meeting / training rooms (including meetings rooms for confidentiality)

5.2.3 [Confidential information storage facilities
5.2.4 |Office base within the geographical boundary of Leicestershire (DC / SMS / PH / SL)
505 Individuals able to contact the office base by telephone, e-mail, minicom and fax (at the cost of local rates or below) or
o in person by appointment if necessary
The provider can evidence a range of generic risk assessments in relation to the premises (e.qg. light, ). The RA are
5.2.6 |amended and updated as the use of premises changes and / or service users life changes and / or regularly reviewed
during periods of stability
Further Provider Comments
Leadership.
5.3
Requirements for Level C Evidence submitted and found where S S
Assessment
5.3.1 ([The person managing the service is approved, trained and skilled.
5.3.2 |[ltis clear what all staff roles / responsibilities are.
5.3.3 [The roles and responsibilities of the Owner, Senior Managers, Manager(s) and Senior Staff are clearly defined
5.3.4 [Clear reporting and accountability mechanisms are in place and understood by all staff
5.3.5 [An accountable senior member of staff is clearly identifiable and contactable at all operational times
Further Provider Comments
Business Practices / Policies and Procedures.
5.4
Requirements for Level C Evidence submitted and found where SERIED S
Assessment
5.4.1 The provider has relevant policies and procedures in place to deliver the service required by the Council as defined by

contractual and legal requirements






5.4.2 |Staff understand and have access to up-to-date copies of all policies, procedures and codes of practice
5.43 Service users have access to relevant information on the policies and procedures and other documents in appropriate
o formats
5.4.4 [There is a periodic review of the effectiveness and implementation of all policies and procedures
The service has an up to date business continuity / risk management plan that covers emergency situations such as
5.4.5 ([fire, flood and/or significant change in the physical standard of the building and it includes appropriate arrangements for
SU and staff to access help in an emergency including additional staffing
5.4.6 |Where staff work alone, risk assessments specifically address the risks faced by lone workers and clients
The service operates within a clearly written set of aims and objectives. There are documented specific intended
5.4.7 ; . )
outcomes, which are sufficiently clear to enable managers or other stakeholders to assess the success of the service
Further Provider Comments
Sub-Contracting of Non-Core Services (e.g. cleaning, activities, hairdressers, maintenance).
5.5
Requirements for Level C Evidence submitted and found where S S
Assessment
Services required under the core contract are expected to be delivered by the provider. Where service delivery is sub-
5.5.1 contracted to another organisation to provide this, then the provider will have a process in place for checking the
o suitability of the sub-contracted organisation and the quality of their work in accordance with the requirements of the
core contract. Where required this must also include financial arrangements and DBS checks.
Further Provider Comments
Section 5 Business Management - Requirements for Level B
5-B
Requirements for Level B Evidence submitted and found where SRR SEir
Assessment
5B.1 The Provider has current generic risk assessments within a risk register / database for monitoring all risks, and risks
) that may link with the Business Continuity Plan
5B.2 There is consistency between what management and staff say are the key challenges, achievements, concerns and
: risks
5B.3 |The provider has achieved a level 4 Food Hygiene rating at their last inspection (not applicable to Dom Care)






The provider can evidence that service users are consulted or involved in any changes to the premises e.g. aesthetics /

58.4 design
The provider can demonstrate that service users are consulted or involved in reviewing the suitability of the facilities
5B.5 ) L . o N -
(e.g. office base facilities, alternative facilities), or the ease of contacting the provider.
5B.6 All Staff job descriptions and handbooks focus on the purposes and outcomes required of staff rather than the tasks to
. be performed
5B.7 |The provider can evidence that the service is well led, and staff are consulted and motivated. (e.g. incentives)
5B.8 The service can demonstrate that staff, and other stakeholders have been consulted with in relation to the business
. continuity plan.
5B.9 The provider can demonstrate that sub-contracted service provision is regularly reviewed. Relevant changes to
: improve the sub-contracted organisations service delivery have been made as a result of the review.
Further Provider Comments
Section 5 Business Management - Requirements for Level A
51A
. . . Service Self
Requirements for Level A Evidence submitted and found where
Assessment
5A.1 |Insurance policies cover use of / setting up temporary accommodation during an emergency (closure of the current site)
5A.2 |Insurance covers costs of additional staff and other resources during an emergency period
5A.3 |The provider has achieved a level 5 Food Hygiene rating at their last inspection (not applicable to Dom Care)
5A.4 |The provider can show innovation in the way the business premises are meeting the needs of service user(s)
5A.5 |The provider can evidence that service users / stakeholders are involved in their approach to risk management
Staff members confirm that the organisational culture is one that is open to innovation and can point to service
5A.6 | .
improvements that have come about as a result of staff & su consultation
5A.7 The Provider can demonstrate how trained champions / ambassadors in specialist areas such as (pressure care,
. dementia or brain injury) impact on the service
The service can demonstrate that changes have been made as a result of policy and procedure review which shows the
5A.8 |. :
impact of SU, stakeholder and other agency involvement
5A.9 The service can demonstrate that SU have been consulted with in relation to the business continuity plan and that any

plans include individual needs






5A.10

The provider can demonstrate that it has adopted the UNISON Domiciliary Care Ethical Care Charter

5A.11

SU have been consulted about the quality of the work undertaken by the sub-contractor

Further Provider Comments

Quality & Management

The care provider will routinely check the quality of their service.

The provider will regularly monitor the quality of the service they provide to make sure | receive the support | need.

6.1
. . . Service Self
Requirements for Level C Evidence submitted and found where
Assessment
6.1.1 There is a Quality Assurance Policy that includes how the service will audit and review the service i.e involving SU,
o carers, families and peer / mentors views.
6.1.2 |[The Quality Assurance Policy is reviewed as and when required, and at least every three years.
The service has and uses a range of audit tools, spot checks, and consultation mechanisms, to ensure quality of
6.1.3 [service. (e.g. day & night spot checks) and these are used for service development i.e. improves the service by learning
from adverse events, incidents, errors and near misses.
6.1.4 The outcomes from consultation or feedback are made available to SU, their family or representatives and utilised to
o improve the quality of the service
Further Provider Comments
My personal records and information will be accurate and will be kept safe and confidential.
6.2
. . . Service Self
Requirements for Level C Evidence submitted and found where
Assessment
6.0.1 There is an information governance policy and procedure that has been reviewed in the last three years which includes
- reference to safeguarding multi agency information sharing policies.
6.0.2 The information governance policy and procedure is known and adhered to by all staff and is written in the best interests
- of the SU.
The Provider keeps accurate factual daily personalised care, treatment and support records secure and confidential for
6.2.3 [each SU including lockable filing cabinets and shielding computer screens or hand written records from general view

when displaying personal data.






The service maintains all the records required for the protection of SU and the efficient running of the business for the

624 requisite length of time. Records are destroyed appropriately.
6.25 The service can demonstrate that staff respect confidential information given by SU (or their representative) handling
- information about SU in accordance with Data Protection Act 1998.
Further Provider Comments
| or someone acting on my behalf can complain and will be listened to.
6.3
. . . Service Self
Requirements for Level C Evidence submitted and found where
Assessment
6.3.1 [There is a written complaints policy and procedure that has been reviewed in the last three years.
6.3.2 There are systems in place to record, address and track any comments and complaints received that includes actions
= and investigations, appropriate responses and resolutions.
6.3.3 |All SU, carers and staff are made aware of the complaints policy and procedure and how to use it.
The manager carries out an on-going analysis of concerns/complaints to identify emerging patterns. The manager uses
6.3.4 __— - - - - )
the findings to inform its quality management and service/staff development and improvements plans.
6.3.5 Positive action is taken to encourage, enable and empower SU to use the complaints and compliments procedure
o including access to appropriate methods of communication.
Further Provider Comments
Section 6 Quality & Management - Requirements for Level B
6-B
. . . Service Self
Requirements for Level B Evidence submitted and found where
Assessment
6B.1 The service can demonstrate mechanisms for consultation are wide-ranging and aimed at securing the inclusion of all
: SU, to the extent and at the level they wish to be involved.
6B.2 Mechanisms for consultation, audits, and feedback are linked to a Quality Management Plan that is used to strategically
' and proactively consider quality improvement.
6B.3 |The service audits the occurrence and recording of pressure care.
6B.4 Forums and opportunities are available so that SU and / or relatives can come together, to share experiences and

discuss what will meet their needs






The service has implemented innovative methods to share information still within data protection requirements (e.g. use

6B.5 of codes)
6B.6 |The service can demonstrate learning and development as a result of incidents and / or near misses
6B.7 The organisation and its staff see complaints as a positive tool. There is a periodic review (at least annual) of the
: complaints policy and procedure.
6B.8 |Comments, concerns, compliments and complaints received are used within the QMP
6B.9 |The service examines any factors that could inhibit any communication of compliments, concerns or complaints
Further Provider Comments
Section 6 Quality & Management - Requirements for Level A
6-A
. . . Service Self
Requirements for Level A Evidence submitted and found where
Assessment
6A.1 Consultation focuses on SU concerns and they have opportunities to play an active and significant role in shaping
. current and future service delivery.
6A.2 There is a periodic (at least annual) review of the effectiveness of consultation mechanisms and the outcomes achieved
: that includes SU
6A.3 |The service has a data protection / information governance lead / '‘champion’ who undertakes regular audits
6A.4 The service can demonstrate that reviews of complaints policy and procedure are used to improve service delivery and
. can show the impact of SU and others and stakeholder involvement
6A5 Staff members confirm that the organisational culture is one that is open to innovation and can point to service

improvements that have come about as a result of concerns, comments and complaints received

Further Provider Comments
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1. Introduction 



		Quality Monitoring & Assurance Framework for Domiciliary Care Providers 





		The Quality Monitoring and Assurance Framework consists of the following:
● Quality Schedule 
● Quality Monitoring Self-Assessment 
● Annual Quality Report 
● Workforce and Client Data

We have provided the following for use:
● Suite of Tools (Embedded)
● Annual Quality Report Template (To follow)

The Quality Schedule outlines all the quality requirements for all Domiciliary Providers across Leicester, Leicestershire and Rutland where care provided is CHC funded.  The quality schedule states the format in which information should be submitted to the commissioner, the frequency and the consequence of non-compliance with each quality requirement.   

As part of the quality monitoring and assurance process providers will be asked to complete the Quality  Monitoring Self-Assessment Tool (embedded in tab 3) and Workforce and Client Data (tab 4).  Both should be completed and returned to the commissioner by the 30th June 2016.  

In addition the quality monitoring and assurance framework requires the provider to produce a final Annual Quality Report.  The report template has been embedded, it should be completed and returned to the commissioner by the 31st of March 2017.

Lastly we have provided a suite of tools.  The provider may consider using  the audit tools which have been provided, however, it is not mandated and an alternative tool can be used that will meet the qulity monitoring requirements. 

























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































2. Quality Schedule

		Domain		QSI No.		Quality Requirement		Resources		Detail		Method of Measurement		Threshold		Frequency 		Month due 		RAG		Consequence of breach		Apr-16		May-16		Jun-16		Jul-16		Aug-16		Sep-16		Oct-16		Nov-16		Dec-16		Jan-17		Feb-17		Mar-17		Apr-17		May-17

																								Due with Commissioner

		Management		1		The Provider will assesses quality and safety of services by completing an annual Self- Assessment Quality Monitoring Tool.		Self-Assessment Quality Monitoring Tool		Complete and submit self-assessment tool and the Workforce and Client Data (tab 4).  
Note: The window to return the self assessment will open 1st week in May-16 and will close last working day in June-16).

		Self-assessment		Completed and returned self-assessment within agreed time frames.   		Annual		Jun-16		Green - Self assessment completed
Red - Self assessment not completed		As set out in GC9						Yes

				2		To comply with CQC Essential Standards						CQC Reporting 		Zero warning or enforcement notices		NA				Green - 0 enforcement notices
Red - enforcement notices issued		As set out in GC9		NA		NA		NA		NA		NA		NA		NA		NA		NA		NA		NA		NA		NA		NA

				3		To comply with any CCG Quality Visits and deliver actions following feedback and recommendations.
				As a result of non-compliance/underpeformance against quality and safety requirements following a quality visit  - the provider may be subject to follow up visit and action by the commissioner.		CCG improvement action plans agreed and delivered against agreed timescales. 		All action plans to be agreed with CCG.
All actions to be delivered within agreed timescales agreed.		As required 		TBC		Green - action plan agreed and delivered.
Red - action plan not agreed and/or delivered		As set out in GC9		NA		NA		NA		NA		NA		NA		NA		NA		NA		NA		NA		NA		NA		NA

				4		The Provider will publishes an Annual Quality Report in line with the quality schedule requirements				Complete and submit an annual quality report.  
Note: The annual report should be returned to the commissioner no later than 31st March 2017.		Annual Quality Report 		Annual report produced containing all requirements 		Annual		Mar-17		Green - Quality report completed
Red - No quality reportt  		As set out in GC9																								Yes

		Clinical Effectiveness		5		To ensure that all Residents have their care needs met through appropriate Assessments and Care Planning		Care Planning Audit Tool (Suite of Tools)		All residents' documentation and records reflect current physical and mental health needs assessments and are based on current best practise.  Patient needs are asseed in a tinmeley manner (assessment and risk assessment to be complete The care plan will be holistic and person centred, be informed by the assessment and include the following: 
●Manual Handling Assessment 
●Falls risk assessment (see QSI 7) 
●Pressure area assessment and body map (see QSI 6)
●Hydration and nutritional assessment (see QSI 5)
●Continence management 
●Mental Capacity
●Mental Health/ Cognitive ability
●General wellbeing/ clinical condition
●Communication
●Medication		Annual audit report - audit result to be presented in an annual report at year end.		Audit conducted and standards achieving 100%		Annual		Mar-17		Green - data returned achieving 90%
Amber - data returned but not achieving 90%
Red - no data returned		As set out in GC9																								Yes

										All records and assessments reviewed a minimum of monthly or whenever there is a change (deterioration or improvement) in residents' physical and/or mental healthcare needs.		Annual audit report - audit result to be presented in an annual report at year end.		Audit conducted and standards achieving 100%		Annual		Mar-17		Green - data returned achieving 90%
Amber - data returned but not achieving 90%
Red - no data returned		As set out in GC9																								Yes

										Provision of audit outcomes with an action plan for improvement and improvements which have been implemented 		Annual audit report - audit result to be presented in an annual report at year end.		Audit conducted with outcomes and improvements		Annual		Mar-17		Green - annual report containing audit outcomes
Red - no evidence of audit/outcomes 		As set out in GC9																								Yes

				6		Providers will include people's nutrition and hydration needs when they make an initial assessment of their care, treatment and support needs and in the ongoing review of these. The assessment and review should include risks related to people's nutritional and hydration needs		Ref: 
CQC Regulation 14: Meeting Nutritional and Hydration Need Guidance

NICE Quality Standard 24

NICE Clinical Guidance 32		Service users have nutritional assessment within 24 hours (using a recognised tool e.g. MUST).		Annual audit - audit results to be presented in an annual report at year end.		Audit conducted and standards achieving 100%		Annual		Mar-17		Green - data returned achieving 90%
Amber - data returned not achieving 90%
Red - no audit returned		As set out in GC9																								Yes

										Service users have nutritional assessment repeated regularly (dependent on need and risks).		Annual audit - audit results to be presented in an annual report at year end.		Audit conducted and standards achieving 100%		Annual		Mar-17				As set out in GC9																								Yes

										Service users identified' at risk' have an appropriate care plan in place and there is evidence within the record that this care has been delivered.		Annual audit - audit results to be presented in an annual report at year end.		Audit conducted and standards achieving 100%		Annual		Mar-17				As set out in GC9																								Yes

				7		To ensure skin integrity is optimised with appropriate assessment, care planning and active service user input.  		NICE Clinical Guidance 179		
Annual audit of care plan of evidence of an assessment using a validated risk assessment tool (e.g. Waterlow) and thereafter a monthly assessment OR prompted If there is a change in the service user’s condition, circumstances or care setting with associated action plans

Audit of care plan for service user who is at risk of pressure damage, to have a plan of care which includes:

1. Their level of risk including assessment score
2. Action plan to manage their level of risk or wound as required
3. Evidence of monthly reassessment
4. Evidence of timely referral to specialist services if required
e.g. Tissue Viability service
5. The appropriate pressure relieving equipment used
6. Frequency of position changes as required
7. Evidence of regular evaluation of care

Analysis of trends and themes in the context of PUs.  Evidence of learning and implementation of improvement actions.
		Annual audit - audit results to be presented in an annual report at year end.		Audit conducted and standards achieving 100%		Annual		Mar-17		Green - data returned achieving 90%
Amber - data returned not achieving 90%
Red - no audit returned		As set out in GC9																								Yes

		Patient Safety 		8		To minimise the risk of falls with appropriate assessment, care planning and active service user input. 				Annual assessment of evidence of mobility assessment and manual handling risk assessment in care plan.  Audit of care plan setting out:
●their falls risk
●falls assessment score
●action plan to manage their level of falls risk
●reassessment monthly if a fall has occurred
●referral to specialist services if required

Analysis of trends and themes in the context of falls.  Evidence of learning and implementation of improvement actions.		Annual audit - audit results to be presented in an annual report at year end.		Audit conducted and standards achieving 100%		Annual		Mar-17		Green - data returned achieving 90%
Amber - data returned not achieving 90%
Red - no audit returned		As set out in GC9																								Yes

				9		To ensure all residents are protected from avoidable harm by ensuring Serious Incidents (SI) are investigated, lessons are learnt and improvement measures are put in place to prevent recurrence		National Serious Incident Framework

LLR CCG SI Policy		Serious incidents (SI) reported and investigated in line with National Framework and Local CCG Policy. 
Note:  All serious incidents should be reported in real time to the commissioner.		Email to commissioners 		Provider is compliant with the CCG Serious Incident Policy & National Framework		Realtime 				Green- SI reported and investigated
Red - SI not reported/ not investigated		As set out in GC9		Real time reporting 		Real time reporting 		Real time reporting 		Real time reporting 		Real time reporting 		Real time reporting 		Real time reporting 		Real time reporting 		Real time reporting 		Real time reporting 		Real time reporting 		Real time reporting 		Real time reporting 		Real time reporting 

								CCG SI Policy		Analysis of SIs with evidence of learning with appropriate action plans for improvement 		Annual analysis of serious incidents presented in an annual report 		Data presented in an annual report. 		Annual		Mar-17		Green - Evidence of learning from SIs
Red - No evidence of learning 		As set out in GC9																								Yes

				10		To comply with the Duty of Candour 				The provider must be open and honest with service users and their families (significant other) when something that goes
wrong with their care, where harm is caused or there is potential to cause harm or distress.		Annual analysis of incidents presented in an annual report 		Evidence of Duty of Candour 		Bi-annual data returned annually		Mar-17		Green - Evidence of duty of candour 
Red - No evidence 		As set out in GC9																								Yes

		Clinical Effectiveness		11		Residents will be supported and consulted about their preferences and wishes for planning end of life care and have care plans in place that meet their needs				Annual audit of care plans to show a written record of service user’s preferences for end of life care such as preferred priorities of care, advance care plans and advance decisions to refuse treatment (ADRT)

Number of service users who have an advance care plan

There is written evidence of continuing assessment of changes in care needs as death approaches, including changes in the desired place

Number and proportion of deceased service users (expected) for whom the end of life pathway was used. 		Annual audit report - audit result to be presented in an annual report at year end.		Audit conducted and standards achieving 100%		Annual		Mar-17		Green - data returned achieving 90%
Amber - data returned not achieving 90%
Red - no audit returned		As set out in GC9																								Yes

		Experience 		12		To ensure residents and their families have a positive experience of care through measuring experience and responding to feedback				Analysis of experience data with evidence of learning and appropriate action plans for improvement 		Bi annual survey - result to be presented in an annual report at year end.		Experience surveys conducted 		Bi-annual data returned annually		Mar-17		Green - survey conducted with evidence of learning and improvements
Red - No survey		As set out in GC9																								Yes

				13		To ensure monitoring of complaints and ensure learning and improvements are made.  				●Analysis of complaints data (customer complaints are resolved in line with the provider's own policy and procedure).
●Evidence of learning with appropriate action plans for improvement 		Annual report 		Evidence of analysis and learning  		Annual 		Mar-17		Green - analysis conducted with evidence of learning and improvements
Red - no analysis		As set out in GC9																								Yes





































































































































































































































































































































































































































































































































































































3. Suite of Tools



		Quality Monitoring Self Assessment Tool

		Annual Quality Report Template

		Care Planning Audit Tool - EXAMPLE

		Serious Incident Framework

		CCG SI Policy











































































































































































































































































































































































































































































































































































































































































4. Workforce & Client Data

		Note:  This should be submitted annually with the Quality Monitoring Self Assessment
The data should be returned to the commissioner by 31st May 2016

		DATA		Current position 

				N		%

		Percentage rate - substantive staff (include the denominator value)  

		Percentage rate - sickness/ absence 

		Percetage rate -vacancy rate

		Caseload size

		Average number of hours of care delivered per month 

		Number of clients on fast track CHC

		Number of clients receiving 24 hour care 

		Number of clinet receiving QDS (4 times per day)

		Number of clients receiving TDS (3 times per day)

		Number of clients receiving 1 call per day
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1. Assessment & Care Planning Audit 


			QSI - 5


			To ensure that all Residents have their care needs met through appropriate Assessments and Care Planning





			


			· All residents' documentation and records reflect current physical and mental health needs assessments and are based on current best practise.  The care plan should holistic and person centred, be informed by the assessment and include the following: 


· Manual Handling Assessment 


· Falls risk assessment 


· Pressure area assessment and body map


· Hydration and nutritional assessment 


· Continence management 


· Mental Capacity


· Mental Health/ Cognitive ability


· General wellbeing/ clinical condition


· Communication





· All records and assessments reviewed a minimum of monthly or whenever there is a change (deterioration or improvement) in residents' physical and/or mental healthcare needs.





· Provision of audit outcomes with an action plan for improvement and improvements which have been implemented











1.1. Audit Finding –Have Standards been met? 


1.2 Learning from Audit


1.3 Action Plan for Improvement 


1.4 Improvements made 




















2. Nutrition & Hydration Audit 


			QSI – 6


			Providers will include people's nutrition and hydration needs when they make an initial assessment of their care, treatment and support needs and in the ongoing review of these. The assessment and review should include risks related to people's nutritional and hydration needs





			


			· Residents have nutritional assessment within 24 hours (using a recognised tool e.g. MUST).





· Residents have nutritional assessment repeated regularly (dependent on need and risks).





· Residents identified' at risk' have an appropriate care plan in place and there is evidence within the record that this care has been delivered.











2.1 Audit Finding –Have standards been met?


2.2 Learning from Audit


2.3 Action Plan for Improvement


2.4 Improvements made









































3. Skin Integrity – Pressure Ulcer Prevention & Management 


			QSI-7


			To ensure the Reduction and Prevention of Pressure Ulcers by implementing Stop the Pressure S SKIN: five steps to prevent and treat pressure ulcers





			


			· Analysis of trends and themes in the context of Pressure ulcers (PU).  Evidence of learning and implementation of improvement actions.





· Staff receive S SKIN training (or other relevant Tissue Viability Training) - % rate of staff who have completed the training.





· Audit of five steps to prevent and treat pressure ulcers with action plan for improvement











3.1 Analysis of Pressure Ulcer Trends and Themes    


3.2 Evidence of Learning from Pressure Ulcers 


3.3 Tissue Viability Training and Performance 


3.4 Audit Finding -  Five Steps to Prevent and Treat Pressure Ulcers


3.5 Action Plan for Improvements






































4. Reduction and Prevention of Falls 


			QSI - 8


			To ensure the Reduction and Prevention of Falls





			


			Analysis of trends and themes in the context of falls.  Evidence of learning and implementation of improvement actions.











4.1 Analysis of Trends and Themes


4.2 Evidence of Learning from Falls


4.3 Action Plan for Improvements


4.4 Improvements made 





















































5. Learning from Serious Incidents & Duty of Candour


			QSI – 9


			To ensure all residents are protected from avoidable harm by ensuring Serious Incidents (SI) are investigated, lessons are learnt and improvement measures are put in place to prevent recurrence





			


			Analysis of SIs with evidence of learning with appropriate action plans for improvement





			QSI – 10


			To comply with the Duty of Candour





			


			The provider must be open and honest with residents and their families (significant other) when something that goes wrong with their care where harm is caused or there is potential to cause harm or distress.











5.1 Analysis of Trends and Themes from Serious Incidents 


5.2 Duty of Candour Compliance 


5.3 Analysis of Incidents (non SI)


5.4 Evidence of Learning from Serious Incidents 


5.5 Action Plans for Improvement 



































6. End of Life Care 


			QSI - 11


			Residents will be supported and consulted about their preferences and wishes for planning end of life care and have care plans in place that meet their needs





			


			Annual audit of care plans to show a written record of service user’s preferences for: 





· End of life care such as preferred priorities of care, advance care plans and advance decisions to refuse treatment (ADRT)


· Number of service users who have an advance care plan.


· There is written evidence of continuing assessment of changes in care needs as death approaches, including changes in the desired place.


· Number and proportion of deceased service users (expected) for whom the end of life pathway was used.











6.1 Audit Finding – Have standards been met?


6.2 Learning from Audit


6.3 Action Plan for Improvement






































7. Experience of Care 


			QSI - 12


			To ensure residents and their families have a positive experience of care through measuring experience and responding to feedback





			


			Analysis of experience data with evidence of learning and appropriate action plans for improvement











7.1 Analysis and Findings of Service User Experience 


7.2 Learning from Experience Surveys


7.3 Action Plans for Improvement 


7.4 Improvements made 


















































8. Complaints 


			QSI – 13


			To ensure monitoring of complaints and ensure learning and improvements are made





			


			Analysis with evidence of learning from complaints with appropriate action plans for improvement











8.1 Analysis of Complaints Trend and Themes 


8.2 Learning from Complaints


8.3 Action Plan for Improvement 
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Summary





			i-Care - Dom Care Assessment





			Quality Monitoring Officer: 															Date of Assessment








			Name & Address of Service Provider																														min			0%			49%			89%


																		Summary of Findings															max			49%			89%			100%


																														x			y			Between 0 and 0.49			Between 0.49 and 0.89			Between 0.89 and 1


																		Care Planning			0%						ERROR:#DIV/0!			Overall Score			0%			ERROR:#N/A			ERROR:#N/A			ERROR:#N/A


																														Care Planning			0%			ERROR:#N/A			ERROR:#N/A			ERROR:#N/A


																		Safeguarding, MCA and DOLS			0%						ERROR:#DIV/0!			Safeguarding			0%			ERROR:#N/A			ERROR:#N/A			ERROR:#N/A


																														Clinical Effectiveness			0%			ERROR:#N/A			ERROR:#N/A			ERROR:#N/A


																		Clinical Effectivness			0%									Operations			0%			ERROR:#N/A			ERROR:#N/A			ERROR:#N/A


																		Elimination			ERROR:#DIV/0!						ERROR:#DIV/0!


																		Tissue Viability			ERROR:#DIV/0!						ERROR:#DIV/0!


																		Nutrition & Hydration			ERROR:#DIV/0!						ERROR:#DIV/0!


																		Mobility, Moving & Handling and Falls			ERROR:#DIV/0!						ERROR:#DIV/0!


																		Infection Prevention & Control			ERROR:#DIV/0!						ERROR:#DIV/0!


																		End of Life Care			ERROR:#DIV/0!						ERROR:#DIV/0!


																		General Wellbeing & Mental Health			ERROR:#DIV/0!						ERROR:#DIV/0!


																		Medicines Management			ERROR:#DIV/0!						ERROR:#DIV/0!





																		Operations			0%


																		Communication			ERROR:#DIV/0!						ERROR:#DIV/0!


																		Record Keeping and Reporting			ERROR:#DIV/0!						ERROR:#DIV/0!


																		Training and Equipment			ERROR:#DIV/0!						ERROR:#DIV/0!





																		Overall Score			0%						ERROR:#DIV/0!


																											ERROR:#DIV/0!


			CONFIDENTIAL AND PROPRIETARY 																								0%


			Developed By: Thomas Ridgeway and Sandra Horton (NHS Institute for Innovation and Improvement / NHS Nottingham City)																								0%











Final Version 7	




Between 0 and 0.49	Overall Score	Care Planning	Safeguarding	Clinical Effectiveness	Operations	#N/A	#N/A	#N/A	#N/A	#N/A	Between 0.49 and 0.89	Overall Score	Care Planning	Safeguarding	Clinical Effectiveness	Operations	#N/A	#N/A	#N/A	#N/A	#N/A	Between 0.89 and 1	Overall Score	Care Planning	Safeguarding	Clinical Effectiveness	Operations	#N/A	#N/A	#N/A	#N/A	#N/A	





Care Planning


			Care Category			Standard Expected																		Source			Date			Comments


			Care Planning			1. There is a pre-admission assessment in place detailing service users individual needs			£   5.00			FALSE			0			0			0


			Care plans are person centred, provide clear aims and actions as to how needs will be met. Nursing and Midwifery Council. Service Providers Quality schedule.  Essential Standards Outcomes: 1 - 1F; 2D; 4A; 4E; 4W; 6A; 6B; 6E; 14A; 21A.			2. Specialist professional expertise considered during healthcare assessments prior to admission			£   5.00			FALSE			0			0			0


						3. Service users have opportunity to visit the service provider and been introduced to other service users and staff			5.00			FALSE			0			0			0


						4. The service provider conducts a comprehensive health needs assessment of the service user on admission			5.00			FALSE			0			0			0


						5. Care plans that meet the holistic needs of service users			5.00			FALSE			0			0			0


						6. The service provider evidences that service users or their representatives re involved in care planning			5			FALSE			0			0			0


						7. Care plans identify service user targets or goals and how these will be achieved			5			FALSE			0			0			0


						8. Care plans are evaluated on a monthly basis 			5			FALSE			0			0			0


						9. There is a daily statement about the wellbeing, condition and needs of all service users 			5			FALSE			0			0			0


						10.  A key worker is identified for each service user			5			FALSE			0			0			0


						11. A named nurse is identified where nursing services are provided			5			FALSE			0			0			0


						12. The service provider evidences consideration of dignity needs for service users at all times			5			FALSE			0			0			0


						13. There are regular care reviews detailing attendees and any relevant changes / decisions made and whom by			5			FALSE			0			0			0


						14. A clear handover / alert system exists for ensuring all staff are aware of changes in planned care 			5			FALSE			0			0			0


						15. There is evidence that external expert professional advice is considered in care planning as appropriate.			5			FALSE			0			0			0


						16. Service Users are welcomed to the service by being given a Welcome Pack by the Provider at transfer into the service			5			FALSE			0			0			0


									5			FALSE			0			0			0


			Score			ERROR:#DIV/0!


			Values for Combo Boxes


			Yes


			Almost


			No


			N/A
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G.Wellbeing


			Care Category			Standard Expected																		Source			Date			Comments


			Cognitive Needs & Consciousness			17. Service users' levels of understanding / cognition have been assessed and there is provision where this varies			5			FALSE			0			0			0


			Service users are supported in achieving optimum levels of understanding.  Service users with a diagnosis of Dementia are fully supported to achieve their optimum. Service Providers Quality Schedule. Essentail Standards Outcomes: 1A - 1I; 2A; 2B; 2C; 2D; 2E; 4A; 4C; 4D; 4E; 4P; 6A - 6C; 6E; 6F; 6I; 7B; 7D; 7F; 7G; 9A; 9B; 9D; 10A; 10F; 10G; 10O; 10P; 11A; 11B; 12B; 14A; 16A; 16B; 16D;  21A; 25A.			18.   Where cognition is impaired there is an appropriate care plan in place, with evidence of review			5			FALSE			0			0			0


									5			FALSE			0			0			0


						19. There is evidence of referrals to the Dementia Outreach Team or other professional support as appropriate			5			FALSE			0			0			0


						20. There is evidence that service users receive regular episodes of  social integration			5			FALSE			0			0			0


						21. The service provider demonstrates individual needs are met where there are altered levels of consciousness			5			FALSE			0			0			0


						22. Where service users have altered levels of consciousness staff are competent to meet their needs			5			FALSE			0			0			0





			Emotional and Psychological			23. There is a detailed assessment of the emotional and psychological needs of service users			5			FALSE			0			0			0


			Service users are supported in achieving optimum levels of psychological and mental wellbeing. Mental Capacity Act (2005). Service Providers Quality Schedule. Essential Standards Outcomes: 1A - 1I; 2A; 2B; 2C; 2D; 2E; 4A; 4C - 4E; 4P; 6A - 6C; 6E; 6F; 6I; 7B; 7D; 7F; 7G; 9A; 9B; 9D; 10A; 10F; 10G; 10O; 10P; 11A; 11B; 12B; 14A; 16A; 16B; 16D;  21A; 25A.			24. The service provider evidences requests for referral to mental health services as required			5			FALSE			0			0			0


						25. Risk assessments are in place for service user who display violent, aggressive or difficult behaviours			5			FALSE			0			0			0


						26. There is evidence of use of ABC charts where there are service users with challenging behaviours			5			FALSE			0			0			0


						27. Where there are identified mental health problems there is evidence that care plans and actions are evaluated			5			FALSE			0			0			0


						28. Risk assessments are in place for service users who express self harm/suicide ideation			5			FALSE			0			0			0


						29. Where aggressive behaviours are displayed the service provider evidences appropriate management techniques			5			FALSE			0			0			0


						30. The service provider has a policy in place for the management of violence and aggression			5			FALSE			0			0			0


						31. Service users with dependencies are risk assessed			5			FALSE			0			0			0


						32. Where dependencies are identified care plans evidence appropriate management			5			FALSE			0			0			0





			Physical			33. The Service provider evidences regular access to GP/ NHS profesionals dependent upon service user’s needs 			5			FALSE			0			0			0


			Service users have access to a GP and Allied Healthcare professionals.  The service provider evidences appropriate management of emerging conditions. Service provider qualty schedules.  Health & Social Care Act Outcomes: 1A - 1I; 2A - 2E; 4A; 4C - 4E; 4P; 6A - 6C; 6E; 6F; 6I; 6K; 7B; 7D; 7F; 7G; 8; 9A; 9B; 9D; 10A; 10F; 10G; 10O; 10P; 11A; 11B; 12B; 14A; 16A; 16B; 16D;  21A; 25A.			34. There is evidence that oral hygiene assessments are conducted on admission and 12 monthly thereafter			5			FALSE			0			0			0


						35. Service user’s health needs are clinically assessed as appropriate, i.e, blood sugar monitoring, BP, Pulse etc and actions taken as appropriate			5			FALSE			0			0			0


						36. Where service users have identified breathing problems there is an appropriate care plan to support treatment			5			FALSE			0			0			0


									5			FALSE			0			0			0


									5			FALSE			0			0			0


			Score			ERROR:#DIV/0!


			Values for Combo Boxes


			Yes


			Almost


			No


			N/A
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Communication


			Care Category			Standard Expected																		Source			Date			Comments


			Communication			37. There is evidence that service users' needs are met where they experience sensory communication problems			5			FALSE			0			0			0


			Service users have opportunity to express their needs and choices through their preferred or appropriate method which will be optimised as much as possible. Service Providers Quality Schedule.  Essential Standards Outcomes: 1A - 1I; 4A; 6A - 6C; 6E - 6I; 11A - 11C.			38. Where there are language and speech problems there has been appropriate referral to SALT			5			FALSE			0			0			0


						39. The service provider evidences consideration of privacy for service users at all times			5			FALSE			0			0			0


						40. Appropriate communications aids are in use for those service users who have communication difficulties			5			FALSE			0			0			0


						41. The resident has a method for requesting assitance at all times and this is in good working order			5			FALSE			0			0			0


						42. There is a strategy in place for measuring residents’ and their families’ experience of service and responding to their feedback.  			5			FALSE			0			0			0


									5			FALSE			0			0			0


									ERROR:#DIV/0!


			Patient Experience			43. Resident/Relative 1			4			FALSE			0			0			0


			Service user surveys are used to assess peoples' feelings towards the quality of care provision delivered by the service provider.  Service Providers Quality Schedule.  Essential Standards Outcomes: 1A - 1J; 4A - 4B; 7; 10; 11; 12; 16; 17; 24A.			Resident/Relative 2			4			FALSE			0			0			0


						Resident/Relative 3			4			FALSE			0			0			0


						Resident/Relative 4			4			FALSE			0			0			0


						Resident/Relative 5			4			FALSE			0			0			0


						Resident/Relative 6			4			FALSE			0			0			0


						Resident/Relative 7			4			FALSE			0			0			0


						Resident/Relative 8			4			FALSE			0			0			0


									ERROR:#DIV/0!


			Score			ERROR:#DIV/0!





			Values for Combo Boxes			Values for Combo Boxes


			Yes			Happy


			Almost			Indifferent


			No			Sad


			N/A
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M&H


			Care Category			Standard Expected																		Source			Date			Comments


			Mobility, Moving & Handling and Falls Management			44. The service provider has a moving and handling policy in place			5			FALSE			0			0			0


			Mobility is maximised at a level which is appropriate for service users.  The risk of falls is minimised. Service Providers Quality Schedule. Essential Standards Outcomes: 1A - 1I; 2A - 2E; 4A; 4C - 4E; 4P; 6A - 6C; 6E; 6F; 6I; 7B; 7D; 8; 9A; 9B; 9D; 10A; 10F; 10G; 10O; 10P; 11A; 11B; 11C; 11D; 11F; 11H; 12B; 14A; 16A; 16B; 16D; 21A; 25A.			45. The service provider has a bed rail policy in place detailing how to risk assess for bed rails			5			FALSE			0			0			0


						46. There is a detailed monthly evaluation of mobility, moving & handling needs 						FALSE			0			0			0


						47. There is a care plan in place for service users with moving and handling requirements with actions for service users at risk of falls			5			FALSE			0			0			0


						48. Staff demonstrate use of appropriate moving and handling techniques			5			FALSE			0			0			0


						49. Where bed rails are in use the service user has been risk assessed for their safe use			5			FALSE			0			0			0


						50. All falls and injuries (if relevant) are recorded in the notes			5			FALSE			0			0			0


						51. There is a monthly falls risk assessment where falls is identified as a risk			5			FALSE			0			0			0


						52. A body map is completed after a fall or in the event of injury			5			FALSE			0			0			0


						53. The service provider shall make referrals as appropriate to the Falls Team as appropriate			5			FALSE			0			0			0


						54. There is appropriate equipment to manage service users at risk of falls eg ambulam, grab rails, crash mats			5			FALSE			0			0			0


						55. Staff can demonstrate knowledge of falls policies / procedures			5			FALSE			0			0			0


						56. The service provider evidences activities that promote mobility			5			FALSE			0			0			0


									5			FALSE			0			0			0


			Score			ERROR:#DIV/0!


			Values for Combo Boxes


			Yes


			Almost


			No


			N/A
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Nutrition


			Care Category			Standard Expected																		Source			Date			Comments


			Nutrition and Hydration			57. There is a policy in place detailing nutritional and hydration			5			FALSE			0			0			0


			Service users are enabled to maintain a balanced and nutritious diet in accordance with NICE guildelines. Service users are enabled to maximise their own potential to feed themselves.  Service Providers Quality Schedule. Essnetial Standards Outcomes: 1A; - 1I; 2A - 2E; 4A; 4C - 4E; 4P; 5A; 5C; 5H; 6A - 6C; 6E; 6F; 6I; 7B; 7D; 8; 9A; 9B; 9D; 10A; 10F; 10G; 10O; 10P; 11A; 11B; 12B; 14A; 16A; 16B; 16D; 21A; 25A.			58. Staff can demonstrate knowledge of nutritional/hydration policies / procedures 			5			FALSE			0			0			0


						59. The service provider can evidence they provide a balanced, suitable portioned, varied, and nutritious diet and fluids, 			5			FALSE			0			0			0


						60. Where artifical means of nutrition is delivered eg PEG/NG tube, care plans specify type, size and management			5			FALSE			0			0			0


						61. The service provider can demonstrate the role of nutritional link worker (where service is available)			5			FALSE			0			0			0


						62. Procedures are in place to manage weight loss / gain			5			FALSE			0			0			0


						63. Weights and BMI are recorded monthly as a minimum interval or where a service users' needs change			5			FALSE			0			0			0


						64. If weighing is contraindicated this must be documented and MUST guidelines (or equivalent) followed			5			FALSE			0			0			0


						65. Nutritional assessment is completed using the MUST (or an equivalent) assessment tool			5			FALSE			0			0			0


						66. Where there is a risk of malnutrition or dehydration (MUST score of 1 or above) there is a care plan in place with Referrals are made to the GP and / or Dietician			5			FALSE			0			0			0


						67. The nutrition and hydration care plan is evaluated monthly 			5			FALSE			0			0			0


						68. Where sip feeds are being used the service provider evidences the previous management of fortified diets 			5			FALSE			0			0			0


						69. There are nutrition and hydration care plans as appropriate following assessment						FALSE			0			0			0


						70. Identified swallowing problems are referred to the GP/SALT			5			FALSE			0			0			0


						71. Where there are identified swallowing problems a care plan is in place detailing appropriate management			5			FALSE			0			0			0


						72. There is evidence that nutritional supplements and feeds are stored as per manufacturers’ instructions			5			FALSE			0			0			0


						73. All nutritional supplements are prescribed and signed for on the MAR charts			5			FALSE			0			0			0


						74. Staff can describe the actions required where a resident may be choking 			5			FALSE			0			0			0


						75. Hot and cold drinks and suitable snacks are available at all times and offered regularly			5			FALSE			0			0			0


						76. The service provider evidences that service users are encouraged to feed themselves			5			FALSE			0			0			0


						77. Staff evidence appropriate support when assisting service users to feed  by providing appropriate aids and support			5			FALSE			0			0			0


						78. Staff members handling food have received appropriate training			5			FALSE			0			0			0


									5			FALSE			0			0			0


									5			FALSE			0			0			0


									5			FALSE			0			0			0


			Score			ERROR:#DIV/0!


			Values for Combo Boxes


			Yes


			Almost


			No


			N/A
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Elimination


			Care Category			Standard Expected																		Source			Date			Comments


			Elimination and Continence Management			79. There are written care procedures for the promotion and management of continence, with evidence of review			5			FALSE			0			0			0


			Continence is promoted and optimised.  The risk of infection is minimised.  Maintain privacy and dignity at all times. Service Providers quality schedule.  Essnetial Standards Outcomes: 1A - 1I; 2A - 2E; 4A; 4C - 4E; 4P; 6A - 6C; 6E - 6F; 6I; 7B; 7D; 8; 9A; 9B; 9D; 10A; 10F; 10G; 10O; 10P; 11A; 11B; 12B; 14A; 16A; 16B; 16D;  21A; 25A.			80. There is a care procedure for the management of urethral / supra-pubic catheters as appropriate to the service provider			5			FALSE			0			0			0


						81. There is a recognised continence assessment tool in use that assesses bladder and bowel function, which includes trigger questions.			5			FALSE			0			0			0


						82. Staff have received training for urethral / supra-pubic catheters as appropriate to their role			5			FALSE			0			0			0


						83. Care staff / nurses have received training for continence management			5			FALSE			0			0			0


						84. Service users with continence problems have been referred to the Continence Advisor/District Nurse			5			FALSE			0			0			0


						85. Staff can describe appropriate procedures in relation to the administration of aperients and / or rectal interventions 			5			FALSE			0			0			0


						86. Advice given by healthcare professionals is acted upon as appropriate and is reflected within the care plan			5			FALSE			0			0			0


						87. Each service user with an indwelling catheter (urethral or supra-pubic) has appropriate care plans			5			FALSE			0			0			0


						88. Where catheters are used there is an initial assessment and evaluationevidencing need prior to re-catheterisation			5			FALSE			0			0			0


						89. Where catheters are used there is a catheter diary in place			5			FALSE			0			0			0


						90. The service provider can demonstrate the role of continence link worker (where service is available)			5			FALSE			0			0			0


						91. Toilet facilities are appropriate to service user group needs			5			FALSE			0			0			0


						92. For service users unable to ask for or use the toilet, there is an individualised toileting plan within their care plan			5			FALSE			0			0			0


						93. The service provider evidences full assessment of service users' skin integrity where there are continence issues			5			FALSE			0			0			0


						94. The service provider evidences a care plan for skin care where there are continence issues			5			FALSE			0			0			0


									5			FALSE			0			0			0


									5			FALSE			0			0			0


			Score			ERROR:#DIV/0!





			Values for Combo Boxes


			Yes


			Almost


			No


			N/A
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TV


			Care Category			Standard Expected																		Source			Date			Comments


			Tissue Viability & Skin Care			95. There is a policy for the prevention and management of pressure ulcers			5			FALSE			0			0			0


			Skin integrity is optimised with active service user input as appropriate.  Service users with increased riks and/or pressure sore damange is optimally treated. Service Providers Quality Schedule.  Essential Standards Outcomes: 1A - 1H; 1I; 2A - 2E; 4A; 4C - 4E; 4P; 6A - 6C; 6E; 6F; 6I; 7B; 7D; 8; 9A; 9B; 9D; 10A; 10F; 10G; 10O; 10P; 11A; 11B; 12B; 14A; 16A; 16B; 16D; 21A; 25A.			96. Staff can demonstrate knowledge of the prevention and management of pressure ulcers 			5			FALSE			0			0			0


						97. Service users are offered a daily bath / shower / wash and this is documented on care charts			5			FALSE			0			0			0


						98. Where a service user is at risk of or has a pressure ulcer there is a care plan for the prevention and management with evidence of monthly review			5			FALSE			0			0			0


						99. Service users with identified high risk of pressure ulcers receive appropriate use of pressure relieving aids 			5			FALSE			0			0			0


						100. Service users at risk or with pressure ulcers have care charts detailing sitting and lying position changes			5			FALSE			0			0			0


						101. Care plans detail size, severity (grade and stage), management and photographs for any pressure ulcers			5			FALSE			0			0			0


						102. Professional advice is sought for all pressure ulcers over Grade 3 			5			FALSE			0			0			0


						103. The service provider can demonstrate the role of tissue viability link worker (where service is available)			5			FALSE			0			0			0


						104. The service provider works with appropriate professionals to undertake root cause analysis for pressure ulcers and evidence an action plan 			5			FALSE			0			0			0


						105. Moving & handling and nutritional risk assessments are in place where there is high risk of pressure ulcers			5			FALSE			0			0			0


						106. The service provider evidences through CQC and safeguarding reporting any pressure ulcers Grade 3 and above			5			FALSE			0			0			0


									5


									5			FALSE			0			0			0


									5			FALSE			0			0			0


									5			FALSE			0			0			0


			Score			ERROR:#DIV/0!





			Values for Combo Boxes


			Yes


			Almost


			No


			N/A
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Medicines


			Care Category			Standard Expected																		Source			Date			Comments


			Medicines Management			107. There are policies / procedures for receipt, storage, handling, disposal and administration of medicines including controlled drugs			5			FALSE			0			0			0


			To ensure that medicines are managed according to legislation, national and local guidelines to promote safety. Nursing and Midwifery Council. Service Provider Quality Schedule. Essential Standards Outcomes: 1A - 1I; 2A - 2E; 4A - 4E; 4K; 4M; 5A; 5C; 6A 6C; 6E; 6K; 7A; 7D; 8; 9A - 9D; 11A - 11F; 12B; 16A - 16D; 21A; 24A.			108. Staff adhere to policies / procedures for receipt, storage, handling, disposal and administration of medicines			5			FALSE			0			0			0


						109. The service provider has a homely remedy policy in place			5			FALSE			0			0			0


						110. Where service homely remedies are given there is evidence that this is monitored in the care plans			5			FALSE			0			0			0


						111. Medication assessments by GP within 1 week of admission followed by 12 monthly (or sooner) reviews			5			FALSE			0			0			0


						112. At least one member of the senior staff within the organisation to be trained at Tier 3 Medication level			5			FALSE			0			0			0


						113. Service users who have the ability to do so can explain what their medicines are for and are able to self medicate			5			FALSE			0			0			0


						114. PRN medicines are being given as prescribed and / or required by servicers 			5			FALSE			0			0			0


						115. Where analgesia is in regular use the service provider evidences use of pain charts to monitor pain			5			FALSE			0			0			0


						116. Administering staff understand the processes for advanced prescriptions			5			FALSE			0			0			0


						117. Information regarding medicines is available eg, via a BNF and / or liaising with Pharmacy			5			FALSE			0			0			0


									5			FALSE			0			0			0


									5			FALSE			0			0			0


									5			FALSE			0			0			0


			Score			ERROR:#DIV/0!





			Values for Combo Boxes


			Yes


			Almost


			No


			N/A
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End of Life


			Care Category			Standard Expected																		Source			Date			Comments


			End of Life Care			118. The service provider uses a recognised end of life care pathway eg Gold Standards Framework as appropriate to service users' needs			5			FALSE			0			0			0


			The service provider ensures that people die with dignity in the setting of their choice. Service Provider Quality Schedule. Essential Standards Outcomes: 1A - 1I; 2A - 2E; 4A; 4C - 4E; 4K; 4P; 6A - 6C; 6E; 6F; 6I; 7B; 7D; 9A; 9B; 9D; 11A; 11B; 12B; 14A; 16A; 16B; 16D;  21A; 25A.			119. The service provider evidences advice is sought from appropriate healthcare professionals for end of life care			5			FALSE			0			0			0


						120. Following a service user death the service provider can demonstrates support to other service users and staff			5			FALSE			0			0			0


						121. Primary Care Teams are involved to identify and plan palliative care needs for service users			5			FALSE			0			0			0


						122. The service provider demonstrates that those at end of life are supported to make decisions about where they die			5			FALSE			0			0			0


						123. End of Life Advance Care Plans are in place as appropriate for service users last 12 months of life 			5			FALSE			0			0			0


						124. Care plans clearly state whether the service user has made an Advance Decision to refuse treatment			5			FALSE			0			0			0


						125. The service provider evidences understanding of advance prescriptions and anticipatory medication use			5			FALSE			0			0			0


						126. Staff can demonstrate knowledge of end of life care pathways			5			FALSE			0			0			0


						127. Where there is a formally recognised DNAR in place there is evidence of consultation with appropriate professionals 			5			FALSE			0			0			0


									5			FALSE			0			0			0


			Score			ERROR:#DIV/0!





			Values for Combo Boxes


			Yes


			Almost


			No


			N/A
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IC


			Care Category			Standard Expected																		Source			Date			Comments


			Infection Control			128. The service provider has a policy or action plan in place detailing actions to be taken to support compliance with the Health & Social Care Act where baseline assessment has identified non-compliance. Action plans will named individuals responsible for each and as well as identify timeframes for completion with demonstrable progress being made to achieve these timeframes			5			FALSE			0			0			0


			All staff should demonstrate good infection control prevention and hygiene practices according to NICE guidelines. Service Provider Quality Schedule. Essential Standards Outcomes: 6A; 8 (Regulation 12); 10A; 11F; 12B; 14A; 16A; 16B; 16D; 21A; 25A.			129. Staff can demonstrate knowledge of infection control policies / procedures (it is sufficient for staff to be able to access the policy if they are unsure of anything, however they must now where to go and have access at all times, not just when the manager is there) 			5			FALSE			0			0			0


						130. The service provider has in place a uniform policy where this is appropriate. Where a uniform policy is in place there is evidence demostrating staff compliance  (audit results at least annually and more often if non-complaince is identified)			5			FALSE			0			0			0


						131. Staff demonstrate effective hand washing techniques			5			FALSE			0			0			0


						132. There is information about effective hand washing techniques easily available to staff, residents and visitors (i.e. laminated posters above designated hand wash basins demonstrating the correct hand washing technique)			5			FALSE			0			0			0


						133. Where appropriate there is evidence that the service provider has worked with appropriate professionals to undertake root cause analysis for MRSA and C-Diff			5			FALSE			0			0			0


						134. Where the outcome of a root cause analysis has identified lessons to be learnt for the service provider, the action plan in place should detail demonstrable progress against any actions identified			5			FALSE			0			0			0


						135. Staff members have access to and demonstrate appropriate use of PPE (The use of Vinyl gloves is not acceptable when there is a risk staff may come into contact with blood or body fluids. For other activities vinyl gloves may be acceptable. Staff should also not be seen walking around with gloves on and no disposable plastic apron, if gloves are needed, so is an apron) 			5			FALSE			0			0			0


						136. Staff have access to liquid soap and paper towels in each resident room and bathrooms / toilets (Paper towels should be stored within dispensers and not stored on window ledges/shelving)			5			FALSE			0			0			0


						137. The service provider has systems in place for the safe management of body fluids (Check expiry dates of any spillage kits) 			5			FALSE			0			0			0


						138. Service users and/or their visitors are provided with information about how to prevent infection in a suitable format (i.e. leaflets on how and when to wash hand, how to care for a device such as a urinary catheter or PEG feed) 			5			FALSE			0			0			0


						139. The service provider can evidence they are working towards the Essential Steps for Safe, Clean Care			5			FALSE			0			0			0


						140. The service provider has an identified Infection Control ‘Champion’ for the home who attends the study sessions provided by the Local Authority Infection Control Team at least twice a year. 			5			FALSE			0			0			0


						141. There is no evidence that items that have been designated as ‘Single Use’ are being re-used. (This is different to ‘Single Patient Use’)			5			FALSE			0			0			0


						142. There is appropriate access to designated hand wash basins for visitors to wash their hands (i.e. next to or within toilet facilities) 			5			FALSE			0			0			0


						143. The service provider premises are free of malodours and there is no visible evidence of dust, dirt or debris within the home.			5			FALSE			0			0			0


			Score			ERROR:#DIV/0!


			Values for Combo Boxes


			Yes


			Almost


			No


			N/A
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Training+Equip


			Care Category			Standard Expected																		Source			Date			Comments


			Staff Training			144. There is a policy and Matrix in place detailing frequency and type of staff training provided by the service provider			5			FALSE			0			0			0


			The provider will ensure all staff are appropriately trained according to their level of responsibility and duties and the training is maintained on a regular basis. Service Provider Quality Schedule.  Essential Standards Outcomes: 12 A; 12B; 14A; 14E; 14J; 24A.			145. All staff have undergone Induction and statutory Training as per the appropriate common induction standards			5			FALSE			0			0			0


						146. Nursing staff evidence continuous professional development as per NMC recommendations			5			FALSE			0			0			0


						147. Where all staff have not received annual statutory training there is evidence training has been planned			5			FALSE			0			0			0


						148. There is a list of qualified nurses working in the service provider evidencing annual NMC checks for registration			5			FALSE			0			0			0


						149. The provider has awareness and management of people with Learning Disabilities with challenging behaviour, Autism, Aspergers and Epilepsy through pro-active and re-active strategies			5			FALSE			0			0			0


									ERROR:#DIV/0!


			Medical Equipment / Equipment			150. The service provider has a policy regarding the maintenance of medical and service provider equipment			5			FALSE			0			0			0


			Medical equipment used in the service provider shall comply to health and safety standards set in legislation and guidelines.  Service Provider Quality Schedule. Essential Standards Outcomes: 1A - 1I; 2A - 2E; 4A; 4C - 4E; 4P; 6A - 6C; 6E; 6F; 6I; 7B; 7D; 8; 9A; 9B; 9D; 10B; 11A - 11F;  12B; 14A; 16A; 16B; 16D; 21A; 25A.			151. Moving and handling equipment is serviced annually as seen by service records			5			FALSE			0			0			0


						152. Where oxygen is in use there are appropriate health and safety notices and stored appropriately			5			FALSE			0			0			0


						153. The service provider has a schedule in place evidencing cleaning calibration and checking for medical equipment and devices			5			FALSE			0			0			0


									5			FALSE			0			0			0


									5			FALSE			0			0			0


									5			FALSE			0			0			0


									ERROR:#DIV/0!


			Score			ERROR:#DIV/0!





			Values for Combo Boxes


			Yes


			Almost


			No


			N/A
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Safeguarding


			Care Category			Standard Expected																		Source			Date			Comments


			Safeguarding MCA & DOLS			154. Staff understand the Whistle Blowing policy 			5			FALSE			0			0			0


			The service must ensure that policies and procedures relating to safeguarding are followed. Service Providers Quality Schedule. Essential Standards Outcomes: 1D; 2B; 2C; 2D; 7A; 7B; 7C; 7D; 7E; 7F; 7G; 7H; 7I; 7J; 7K; 7L; 7M12A; 12B; 13A; 14A; 21A; 25A; 25B.			155. All staff have completed Safeguarding training 			5			FALSE			0			0			0


						156. Staff demonstrate understanding of the Mental Capacity Act appropriate to their level of responsibility 			5			FALSE			0			0			0


						157. The service provider has a safeguarding policy that includes provision for the safeguarding of children			5			FALSE			0			0			0


						158. There is a code of conduct in place that makes clear appropriate boundaries for staff and volunteers			5			FALSE			0			0			0


						159. A best interest decision checklist has been completed where service users lack capacity 			5			FALSE			0			0			0


						160. The service provider can demonstrate safeguarding referrals have met procedural requirements			5			FALSE			0			0			0


						161. The provider has a policy for consent to treatment and care			5			FALSE			0			0			0


						162. The organisation has a nominated lead for safeguarding, visible to staff working in the home.			5			FALSE			0			0			0


						163. Where a service user lack capacity and there is an LPA in place for welfare full details are provided			5			FALSE			0			0			0


						164. The Manager/Deputy Manager evidences knowledge on how to refer to IMCA			5			FALSE			0			0			0


						165. Decisions regarding DOLS have been assessed and conducted in accordance with DOLS Code of Practice			5			FALSE			0			0			0


						166. Where there may be question about a service users' capacity a 2 or 4 stage capacity assessment is completed			5			FALSE			0			0			0


									5			FALSE			0			0			0


									5			FALSE			0			0			0


									5			FALSE			0			0			0


			Score			ERROR:#DIV/0!


			Values for Combo Boxes


			Yes


			Almost


			No


			N/A





									5
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R&R


			Care Category			Standard Expected																		Source			Date			Comments


			Record Keeping			167. Staff can describe the record keeping policy that reflect regulatory requirement and professional guidance			5			FALSE			0			0			0


			Documentation will be kept in line with record keeping policy ensuring contemporaneous records are kept appropriately. Nursing and Midwifery Council. Service Provider Quality Schedules. Essential Standards Outcomes: 21A; 21C.			168. All policies are reviewed annually as evidenced by date			5			FALSE			0			0			0


						169. The service provider has a list of staff signatures and initials alongside their printed name			5			FALSE			0			0			0


						170. Documentation in progress reports is continuous (i.e, no gaps)is in typeface black or is written in black ink			5			FALSE			0			0			0


						171. Staff date, time and sign all entries and print their name and designation alongside their signature			5			FALSE			0			0			0


						172. Writing in care documentation is clear and legible and is jargon free			5			FALSE			0			0			0


									5			FALSE			0			0			0


									5			FALSE			0			0			0


			Reporting


			In accordance with national pollicy, serious incidents within the service provider are reported appropriately. Nursing and Midwifery Council. Service Provider Quality Schedules. Essential Standards Outcomes: 18; 19; 20; 27; 28.			173. The service provider evidences appropriate reporting to CQC			5			FALSE			0			0			0


						174. The service provider evidences appropriate reporting for safeguarding			4			FALSE			0			0			0


						175. RIDDOR reports are completed as appropriate			5			FALSE			0			0			0


						176. All accidents, incidents and / or near misses are recorded appropriately			5			FALSE			0			0			0


			Score			ERROR:#DIV/0!





			Values for Combo Boxes


			Yes


			Almost


			No


			N/A
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Questions


			Care Category			Standard Expected						Comments


			Questions			Describe the care for one of the residents you are keyworker for


						What do you understand about the Whistle Blowing Policy


						What do you understand about Safeguarding? Name the different types of abuse seen in service providers


						Describe the Mental Capacity Act and how this impacts upon care delivery


						Tell me how you would know if a resident gives consent to treatment and care


						Describe what you would need to consider prior to giving aperients to service users


						Describe how you would prevent a service user from getting pressure ulcers


						Describe what you would do if you see a resident choking


						Describe what you would do if a resident is falling


						What can you do to prevent the spread of infection in the service provider


						Tell me the principles about end of life care


						Staff can describe the NMC/GSCC code for medicines administration


						Staff understand the importance of adequate nutrition and fluid management


						Explain to me the principles of record keeping


			Values for Combo Boxes


			Yes


			Almost


			No


			N/A
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Foreword

Responding appropriately when things go wrong in healthcare is a key part of the way
that the NHS can continually improve the safety of the services we provide to our
patients. We know that healthcare systems and processes can have weaknesses that
can lead to errors occurring and, tragically, these errors sometimes have serious
consequences for our patients, staff, services users and/or the reputation of the
organisations involved themselves. It is therefore incumbent on us all to continually
strive to reduce the occurrence of avoidable harm.

Over the last decade the NHS has made significant progress in developing a
standardised way of recognising, reporting and investigating when things go wrong
and a key part of this is the way the system responds to serious incidents.

Serious incidents in health care are events 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 our particular attention to ensure these incidents are
identified correctly, investigated thoroughly and, most importantly, trigger actions that
will prevent them from happening again.

Following the implementation of the Health and Social Care Act 2012, a revised
Serious Incident Framework was published in March 2013 to reflect the changed
structures in the NHS. At the time we committed to review this Framework after a year
of operation to understand how well the system was able to implement it. Therefore,
over 2014 we have reviewed the Serious Incident Framework to ensure that it is fit for
purpose and that it supports the need to take a whole-system approach to quality
improvement.

As part of this review we have continued to promote and build on the fundamental
purpose of patient safety investigation, which is to learn from incidents, and not to
apportion blame. We have also continued to endorse the application of the recognised
system-based method for conducting investigations, commonly known as Root Cause
Analysis (RCA), and its potential as a powerful mechanism for driving improvement.

This revised Framework has been developed in collaboration with healthcare
providers, commissioners, regulatory and supervisory bodies, patients and families
and their representatives, patient safety experts and independent expert advisors for
investigation within healthcare. While the fundamental principles of serious incident
management remain unchanged, a number of amendments have been made in order
to;
- emphasise the key principles of serious incident management;
- more explicitly define the roles and responsibilities of those involved in the
management of serious incident;
- highlight the importance of working in an open, honest and transparent way
where patients, victims and their families are put at the centre of the process;
- promote the principles of investigation best practice across the system; and
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- focus attention on the identification and implementation of improvements that
will prevent recurrence of serious incidents, rather than simply the completion of
a series of tasks.

In order to simplify the process of serious incident management, two key operational
changes have also been made:

1. Removal of grading — we found that incidents were often graded without clear
rationale. This causes debate and disagreement and can ultimately lead to
incidents being managed and reviewed in an inconsistent and disproportionate
manner. Under the new framework serious incidents are not defined by grade -
all incidents meeting the threshold of a serious incident must be investigated
and reviewed according to principles set out in the Framework.

2. Timescale —a single timeframe (60 working days) has been agreed for the
completion of investigation reports. This will allow providers and commissioners
to monitor progress in a more consistent way. This also provides clarify for
patients and families in relation to completion dates for investigations.

We ask that the leaders of all organisations consider this refreshed Framework and
that Medical and Nursing Directors in particular within provider and commissioning
organisations ensure that it is used to support continuous improvement in the way we
identify, investigate and learn from serious incidents in order to prevent avoidable
harm in the future.

Dr Mike Durkin
Director of Patient Safety
NHS England
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Serious Incident Management at a glance

Serious Incidents in health care are adverse events, where the consequences to
patients, families and carers, staff or organisations are so significant or the potential
for learning is so great, that a heightened level of response is justified. This
Framework describes the circumstances in which such a response may be required
and the process and procedures for achieving it, to ensure that Serious Incidents are
identified correctly, investigated thoroughly and, most importantly, learned from to
prevent the likelihood of similar incidents happening again.

Serious Incidents include acts or omissions in care that result in; unexpected or
avoidable death, unexpected or avoidable injury resulting in serious harm - including
those where the injury required treatment to prevent death or serious harm, abuse,
Never Events, incidents that prevent (or threaten to prevent) an organisation’s ability to
continue to deliver an acceptable quality of healthcare services and incidents that
cause widespread public concern resulting in a loss of confidence in healthcare
services.

The needs of those affected should be the primary concern of those involved in the
response to and the investigation of serious incidents. Patients and their
families/carers and victims’ families must be involved and supported throughout the
investigation process.

Providers are responsible for the safety of their patients, visitors and others using their
services, and must ensure robust systems are in place for recognising, reporting,
investigating and responding to Serious Incidents and for arranging and resourcing
investigations. Commissioners are accountable for quality assuring the robustness of
their providers’ Serious Incident investigations and the development and
implementation of effective actions, by the provider, to prevent recurrence of similar
incidents.

Investigation’s under this Framework are not conducted to hold any individual or
organisation to account, as there are other processes for that purpose including;
criminal proceedings, disciplinary procedures, employment law and systems of service
and professional regulation, such as the Care Quality Commission (CQC) and the
Nursing and Midwifery Council, the Health and Care Professions Council, and the
General Medical Council. Investigations should link to these other processes where
appropriate.

Serious Incidents must be declared internally as soon as possible and immediate
action must be taken to establish the facts, ensure the safety of the patient(s), other
services users and staff, and to secure all relevant evidence to support further
investigation. Serious Incidents should be disclosed as soon as possible to the patient,
their family (including victims’ families where applicable) or carers. The commissioner
must be informed (via STEIS and/or verbally if required) of a Serious Incident within 2
working days of it being discovered. Other regulatory, statutory and advisory bodies,
such CQC, Monitor or NHS Trust Development Authority, must also be informed as
appropriate without delay. Discussions should be held with other partners (including
the police or local authority for example) if other externally led investigations are being
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undertaken. This is to ensure investigations are managed appropriately, that the scope
and purpose is clearly understood (and those affected informed) and that duplication
of effort is minimised wherever possible.

The recognised system-based method for conducting investigations, commonly known
as Root Cause Analysis (RCA), should be applied for the investigation of Serious
Incidents. This endorses three levels of investigation (for which templates and
guidance are provided); 1) concise investigations -suited to less complex incidents
which can be managed by individuals or a small group of individuals at a local level 2)
comprehensive investigations - suited to complex issues which should be managed by
a multidisciplinary team involving experts and/or specialist investigators 3)
independent investigations - suited to incidents where the integrity of the internal
investigation is likely to be challenged or where it will be difficult for an organisation to
conduct an objective investigation internally due to the size of organisation, or the
capacity/ capability of the available individuals and/or number of organisations
involved. The level of investigation should be proportionate to the individual incident.
Concise and comprehensive investigations should be completed within 60 days and
independent investigations should be completed within 6 months of being
commissioned.

Serious Incidents should be closed by the relevant commissioner when they are
satisfied that the investigation report and action plan meets the required standard.
Incidents can be closed before all actions are complete but there must be mechanisms
in place for monitoring on-going implementation. This ensures that the fundamental
purpose of investigation (i.e. to ensure that lessons can be learnt to prevent similar
incidents recurring) is realised.

Policy statement

This revised Serious Incident' Framework builds on and replaces the National
Framework for Reporting and Learning from Serious Incidents Requiring Investigation
issued by the National Patient Safety Agency (NPSA, March 2010) and NHS
England’s Serious Incident Framework (March 2013). It also replaces and the NPSA
Independent investigation of serious patient safety incidents in mental health services,
Good Practice Guide (2008). The Department of Health is currently reviewing its 2005
guidance ‘Independent investigation of adverse events in mental health services® and
further guidance may be provided in relation to issues associated with Article 2 of the
European Convention on Human Rights — the right to life. Until the 2005 guidance is
replaced, it should be read in conjunction with this Framework.

This Framework is designed to inform staff providing and commissioning NHS funded
services in England® who may be involved in identifying, investigating or managing a

! The terms ‘serious incident requiring investigation (SIRI)’, ‘serious incident (SI)’ or ‘serious untoward incident
(SUIY are often used interchangeably. This document will refer to ‘Sls’ and serious incidents.

* This guidance replaced paragraphs 33 —36 in HSG (94) 27 (LASSL(94)4)

% Serious incidents involving NHS patients from England receiving care in Welsh provider organisations are covered
by the requirements of this Framework. The Welsh provider organisation is required to notify the commissioner for
patients’ care in England. Where serious incidents involve NHS patients from Wales receiving care in English
provider organisations, the commissioner of these patients’ care in Wales must be informed. This will be the local
health board, unless it is specialist care being provided in which case Welsh Health Specialised Services
Committee (WHSSC) must be informed.
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serious incident. It is relevant to all NHS-funded care in the primary, community,
secondary and tertiary sectors. This includes private sector organisations providing
NHS-funded services.

Investigations carried out under this Framework are conducted for the purposes of
learning to prevent recurrence. They are not inquiries into how a person died (where
applicable) as this is a matter for Coroners. Neither are they conducted to hold any
individual or organisation to account as other processes exist for that purpose
including: criminal or civil proceedings, disciplinary procedures, employment law and
systems of service and professional regulation, such as the Care Quality Commission
and the Nursing and Midwifery Council, the Health and Care Professions Council, and
the General Medical Council. In circumstances where the actions of other agencies
are required then those agencies must be appropriately informed and relevant
protocols, outside the scope of this Framework, must be followed.
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commissioners, regulatory and supervisory bodies, patients, patient and victim’s
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Purpose

The Framework seeks to support the NHS to ensure that robust systems are in place
for reporting, investigating and responding to serious incidents so that lessons are
learned and appropriate action taken to prevent future harm.

The Framework is split into three parts;

+ Part One: Definitions and Thresholds - sets out what a serious incident is
and how serious incidents are identified. This section also outlines how the
Framework must be applied in various settings.

* Part Two: Underpinning Principles - outlines the principles for managing
serious incidents. It also clarifies the roles and responsibilities in relation to
serious incident management, makes reference to legal and regulatory
requirements and signposts to tools and resources.

* Part Three: Serious Incident Management Process - outlines the process for
conducting investigations into serious incidents in the NHS for the purposes of
learning to prevent recurrence. It covers the process from setting up an
investigation team to closure of the serious incident investigation. It provides
information on timescales, signposts tools and resources that support good
practice and provides an assurance Framework for investigations.

The Framework aims to facilitate learning by promoting a fair, open, and just culture
that abandons blame as a tool and promotes the belief that ‘incidents cannot simply be
linked to the actions of the individual healthcare staff involved but rather the system in
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which the individuals were working. Looking at what was wrong in the system helps
organisations to learn lessons that can prevent the incident recurring”.

It is recognised that serious incidents that require investigation extend beyond those
which affect patients directly and include incidents which may indirectly impact patient
safety or an organisation’s ability to deliver ongoing healthcare.

The Framework describes the process for undertaking systems-based investigations
that explore the problem (what?), the contributing factors to such problems (how?) and
the root cause(s)/fundamental issues (why?). It endorses the recognised approach
applied within the NHS (currently referred to as Root Cause Analysis investigation)
and recognises that ‘serious incidents’ span a vast range of healthcare providers and
settings, extending into social care and the criminal justice system.

The Framework acknowledges the interfaces with other organisations, particularly
those with a statutory responsibility to investigate specific types of incidents which may
involve the delivery of healthcare and therefore can coincide with serious incident
investigations led by the health service. In doing so, it recognises that a variety of
investigation methodologies may be applied and promotes the ever increasing need to
work collaboratively in an effort to draw lessons to inform systematic learning and
improvement.

Local operational guidance for serious incident management (within commissioning
and provider organisations) must be consistent with this Framework.

10
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Introduction

The potential for learning from some incidents in healthcare is so great, or the
consequences to patients, families and carers, staff or organisations so significant that
these incidents warrant using additional resources to mount a comprehensive
response, following consistent and clearly defined principles and procedures, with a
significant management focus and formal governance arrangements around reporting,
investigation, learning, action planning, implementation and closure.

The National Patient Safety Agency (NPSA) established the building blocks for doing
this in the first National Framework for Reporting and Learning from Serious Incidents
Requiring Investigation published in 2010. This was supplemented by the Serious
Incident Framework produced by NHS England in March 2013, which reflected the
changes within the NHS landscape following the Health and Social Care Act 2012.
Since the publication of this guidance there have been further changes, particularly
within NHS England. In order to continue building on the foundations set by the NPSA,
NHS England has developed a revised Serious Incident Framework which replaces
previous versions. This revised Framework takes account of the changes and
acknowledges the increasing importance of taking a whole-system approach to
quality*, where cooperation, partnership working, thorough investigation and analytical
thinking are used to understand where weaknesses/ problems in service and/or care
delivery exist, in order to draw learning that minimises the risk of future harm.

Serious incidents in healthcare are rare, but it is acknowledged that systems and
processes have weaknesses and that errors will inevitably happen. But, a good
organisation will recognise harm and the potential for harm and will undertake swift,
thoughtful and practical action in response, without inappropriately blaming
individuals".

Whilst it may be appropriate to performance-manage, or even regulate organisations
on the basis of their responses to serious incidents, it is not appropriate to
performance- manage or regulate organisations only on the basis of the number or
type of serious incidents that they report. Doing so will only discourage reporting, dis-
incentivise information sharing and inhibit learning.

Neither is it appropriate to sanction organisations simply for reporting serious incidents
or to set performance targets based on decreasing the number of serious incidents
that are reported. Simply counting the number of serious incidents reported by an
organisation does not tell you how safe they are and should not be used to make
isolated judgements about the safety of care.’

It is, however, appropriate for commissioners and regulators to expect serious
incidents to be reported in a timely manner, to be effectively and appropriately
investigated, robust action plans to be developed and implemented and learning

¢ Quality in healthcare is defined as care that is safe, effective, and that provides as positive an experience for the
patient as possible.

> Local Risk Management Systems (LRMS) and the National Reporting and Learning System (NRLS) together with
other systems provide a means to record general safety and patient safety incidents and should form part of
local risk management processes.

11
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shared as appropriate. Where this is not happening — for example where serious
incidents are not being reported to commissioners or regulators within the required
timescales once organisations are aware of them (or event not reported at all) or
where investigations and action plans are not effective and robust, it is appropriate to
undertake regulatory action or performance management of the organisation.
Information about serious incidents should also be triangulated with other information
and intelligence; for example, that obtained through Quality Surveillance Groups.°

Part One: Definitions and Thresholds

1. What is a Serious Incident?

In broad terms, serious incidents 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 harm’ 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. Serious incidents can be isolated, single events or multiple linked
or unlinked events signalling systemic failures within a commissioning or health
system.

There is no definitive list of events/incidents that constitute a serious incident and lists
should not be created locally as this can lead to inconsistent or inappropriate
management of incidents. Where lists are created there is a tendency to not
appropriately investigate things that are not on the list even when they should be
investigated, and equally a tendency to undertake full investigations of incidents where
that may not be warranted simply because they seem to fit a description of an incident
on a list.

The definition below sets out circumstances in which a serious incident must be
declared. Every incident must be considered on a case-by-case basis using the
description below. Inevitably, there will be borderline cases that rely on the judgement
of the people involved (see section 1.1).

® Guidance on running Quality Surveillance Groups can be found at: http://www.england.nhs.uk/wp-
content/uploads/2014/03/quality-surv-grp-effective.pdf
7 Serious harm:
- Severe harm (patient safety incident that appears to have resulted in permanent harm to one or more
persons receiving NHS-funded care);
- Chronic pain (continuous, long-term pain of more than 12 weeks or after the time that healing would
have been thought to have occurred in pain after trauma or surgery ); or
- Psychological harm, impairment to sensory, motor or intellectual function or impairment to normal
working or personal life which is not likely to be temporary (i.e. has lasted, or is likely to last for a
continuous period of at least 28 days).

12
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Serious Incidents in the NHS include:

e Acts and/or omissions occurring as part of NHS-funded healthcare (including in the
community) that result in:

o Unexpected or avoidable death® of one or more people. This includes
- suicide/self-inflicted death; and

- homicide by a person in receipt of mental health care within the
recent past® (see Appendix 1);

o Unexpected or avoidable injury to one or more people that has resulted in
serious harm;

o Unexpected or avoidable injury to one or more people that requires further
treatment by a healthcare professional in order to prevent:—
- the death of the service user; or
- serious harm;

o Actual or alleged abuse; sexual abuse, physical or psychological ill-
treatment, or acts of omission which constitute neglect, exploitation,
financial or material abuse, discriminative and organisational abuse, self-
neglect, domestic abuse, human trafficking and modern day slavery where:

- healthcare did not take appropriate action/intervention to safeguard
against such abuse occurring®®; or
- where abuse occurred during the provision of NHS-funded care.

This includes abuse that resulted in (or was identified through) a Serious
Case Review (SCR), Safeguarding Adult Review (SAR), Safeguarding Adult
Enquiry or other externally-led investigation, where delivery of NHS funded
care caused/contributed towards the incident (see Part One; sections 1.3
and 1.5 for further information).

¢ A Never Event - all Never Events are defined as serious incidents although not all
Never Events necessarily result in serious harm or death. See Never Events Policy
and Framework for the national definition and further information;*!

¢ Anincident (or series of incidents) that prevents, or threatens to prevent, an
organisation’s ability to continue to deliver an acceptable quality of healthcare
services, including (but not limited to) the following:

& Caused or contributed to by weaknesses in care/service delivery (including lapses/acts and/or omission) as opposed to a
death which occurs as a direct result of the natural course of the patient’s illness or underlying condition where this was
managed in accordance with best practice.

® This includes those in receipt of care within the last 6 months but this is a guide and each case should be considered
individually - it may be appropriate to declare a serious incident for a homicide by a person discharged from mental health
care more than 6 months previously.

% This may include failure to take a complete history, gather information from which to base care plan/treatment, assess
mental capacity and/or seek consent to treatment, or fail to share information when to do so would be in the best interest of
the client in an effort to prevent further abuse by a third party and/or to follow policy on safer recruitment.

! Never Events arise from failure of strong systemic protective barriers which can be defined as successful, reliable and
comprehensive safeguards or remedies e.g. a uniquely designed connector to prevent administration of a medicine via the
incorrect route - for which the importance, rationale and good practice use should be known to, fully understood by, and
robustly sustained throughout the system from suppliers, procurers, requisitioners, training units, and front line staff alike.
See the Never Events Policy and Framework available online at:
http://www.england.nhs.uk/ourwork/patientsafety/never-events/
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o Failures in the security, integrity, accuracy or availability of information often
described as data loss and/or information governance related issues (see
Appendix 2 for further information);

o Property damage,;

o Security breach/concern;*?

o Incidents in population-wide healthcare activities like screening™ and
iImmunisation programmes where the potential for harm may extend to a
large population;

o Inappropriate enforcement/care under the Mental Health Act (1983) and the
Mental Capacity Act (2005) including Mental Capacity Act, Deprivation of
Liberty Safeguards (MCA DOLS);

o Systematic failure to provide an acceptable standard of safe care (this may
include incidents, or series of incidents, which necessitate ward/ unit closure
or suspension of services'*): or

o Activation of Major Incident Plan (by provider, commissioner or relevant
agency)®™

e Major loss of confidence in the service, including prolonged adverse media
coverage or public concern about the quality of healthcare or an organisation®®.

1.1. Assessing whether an incident is a serious incident

In many cases it will be immediately clear that a serious incident has occurred and
further investigation will be required to discover what exactly went wrong, how it went
wrong (from a human factors and systems-based approach) and what may be done to
address the weakness to prevent the incident from happening again.

Whilst a serious outcome (such as the death of a patient who was not expected to die
or where someone requires on going/long term treatment due to unforeseen and
unexpected consequences of health intervention) can provide a trigger for identifying
serious incidents, outcome alone is not always enough to delineate what counts as a
serious incident. The NHS strives to achieve the very best outcomes but this may not
always be achievable. Upsetting outcomes are not always the result of error/ acts and/
or omissions in care. Equally some incidents, such as those which require activation of
a major incident plan for example, may not reveal omissions in care or service delivery
and may not have been preventable in the given circumstances. However, this should
be established through thorough investigation and action to mitigate future risks should
be determined.

Where it is not clear whether or not an incident fulfils the definition of a serious
incident, providers and commissioners must engage in open and honest discussions
to agree the appropriate and proportionate response. It may be unclear initially
whether any weaknesses in a system or process (including acts or omissions in care)

12 This will include absence without authorised leave for patients who present a significant risk to themselves or the public.
B Updated guidance will be issued in 2015. Until that point the Interim Guidance for Managing Screening Incidents (2013)
should be followed.

Yitis recognised that in some cases ward closure may be the safest/ most responsible action to take but in order to identify
problems in service/care delivery , contributing factors and fundamental issues which need to be resolved an investigation
must be undertaken

B For further information relating to emergency preparedness, resilience and response, visit:
http://www.england.nhs.uk/ourwork/eprr/

16 As an outcome loss in confidence/ prolonged media coverage is hard to predict. Often serious incidents of this nature will
be identified and reported retrospectively and this does not automatically signify a failure to report.
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caused or contributed towards a serious outcome, but the simplest and most
defensible position is to discuss openly, to investigate proportionately and to let the
investigation decide. If a serious incident is declared but further investigation reveals
that the definition of a serious incident is not fulfilled- for example there were no acts or
omissions in care which caused or contributed towards the outcome- the incident can
be downgraded. This can be agreed at any stage of the investigation and the purpose
of any downgrading is to ensure efforts are focused on the incidents where problems
are identified and learning and action are required (see Part Three, section 3 for
further details relating to reporting).

1.2. Can a ‘near miss’ be a serious incident?

It may be appropriate for a ‘near miss’ to be a classed as a serious incident because
the outcome of an incident does not always reflect the potential severity of harm that
could be caused should the incident (or a similar incident) occur again. Deciding
whether or not a ‘near miss’ should be classified as a serious incident should therefore
be based on an assessment of risk that considers:

o The likelihood of the incident occurring again if current systems/process
remain unchanged; and

o The potential for harm to staff, patients, and the organisation should the
incident occur again.

This does not mean that every ‘near miss’ should be reported as a serious incident
but, where there is a significant existing risk of system failure and serious harm, the
serious incident process should be used to understand and mitigate that risk.

1.3. How are serious incidents identified?

As described above, serious incidents are often triggered by events leading to serious
outcomes for patients, staff and/or the organisation involved. They may be identified
through various routes including, but not limited to, the following:

¢ Incidents identified during the provision of healthcare by a provider e.g. patient
safety incidents or serious/distressing/catastrophic outcomes for those involved;

¢ Allegations made against or concerns expressed about a provider by a patient
or third party;

¢ Initiation of other investigations for example: Serious Case Reviews (SCRs),

Safeguarding Adult Reviews (SARSs), Safeguarding Adults Enquires (Section 42

Care Act) Domestic Homicide Reviews (DHRs) and Death in Custody

Investigations (led by the Prison Probation Ombudsman) NB: whilst such

circumstances may identify serious incidents in the provision of healthcare this

is not always the case and Sls should only be declared where the definition

above is fulfilled (see Part One; section 1 and 1.1. for further details);

Information shared at Quality Surveillance Group meetings;

Complaints;

Whistle blowing;

Prevention of Future Death Reports issued by the Coroner.’

' Caution: when replying to section letters from the Coroner, the response must clearly state in what capacity
the respondent writes i.e. a Sub-region should clearly state that actions are specific to its part of the organisation
and not NHS England more widely.
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If an incident is identified by an organisation that is not involved in the delivery of care
in which the incident occurred, then that organisation must take action to ensure that
the relevant provider(s) and commissioner(s) are informed to ensure the incident is
reported, investigated and learned from to prevent future risk of reoccurrence. Where
the identifying organisation is another provider it must raise concerns with its
commissioner, who can assist in the necessary correspondence between other
organisations as required.

Serious incidents identified (or alleged) through the complaints route, or any other
mechanism, must be treated in line with the principles in this Framework to ensure that
it is investigated and responded to appropriately. If the investigation reveals that there
were no weaknesses/problems within health’s intervention which either caused or
contributed to the incident in question, the incident can be downgraded.

1.4. Risk management and prioritisation

Managing, investigating and learning from serious incidents in healthcare requires a
considerable amount of time and resource. Care must be taken to ensure there is an
appropriate balance between the resources applied to the reporting and investigation
of individual incidents and the resources applied to implementing and embedding
learning to prevent recurrence. The former is of little use if the latter is not given
sufficient time and attention.

1.4.1. Prioritising

Organisations should have processes in place to identify incidents that indicate the
most significant opportunities for learning and prevention of future harm. This is not
achieved by having prescribed lists of incidents that count as serious incidents. For
example, blanket reporting rules that require every grade 3 and 4 pressure ulcer, every
fall or every health care acquired infection to be treated as serious incidents can lead
to debilitating processes which do not effectively support learning.

1.4.2. Opportunities for investing time in learning

The multi-incident investigation root cause analysis (RCA) model*® provides a useful
tool for thoroughly investigating reoccurring problems of a similar nature (for example,
a cluster of falls or pressure ulcers in a similar setting or amongst similar groups of
patients) in order to identify the common problems (the what?), contributing factors
(the how?) and root causes (the why?). This allows one comprehensive action plan to
be developed and monitored and, if used effectively, moves the focus from repeated
investigation to learning and improvement.

Where an organisation has identified a wide-spread risk and has undertaken (or is
undertaking) a multi-incident investigation and can show evidence of this and the
improvements being made, then this can be used as a way of managing and
responding to other similar incidents within an appropriate timeframe. This means that
if another similar incident occurs before the agreed target date for the implementing of
preventative actions/improvement plans, a separate investigation may not be required.
Instead consideration should be given to whether resources could be better used on

¥ Further information for multi-incident investigations is available online:
http://www.nrls.npsa.nhs.uk/resources/?entryid45=75355
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the delivery of improvement work rather than initiating another investigation. This
would need careful assessment, engagement with those affected® and agreement on
a case-by-case basis.

1.4.3. Prevalence

It is acknowledged that prevalence is an important part of risk and safety management
and it is important that all incidents (including those that do not meet the threshold for
a serious incident and/or where a full investigation is not required) are documented
and recorded. All incidents should be recorded on local risk management systems
(LRMS) and, where the incident is a patient safety incident (see glossary) it should be
reported to the National Reporting and Learning System?°

1.5. Framework application and interfaces with other sectors

This Framework applies to serious incidents which occur in all services providing NHS
funded care, including independent providers where NHS funded services are
delivered. The infrastructure within each healthcare setting will largely determine how
the Framework is applied in practice. It is acknowledged that some providers,
particularly small providers, may be less well equipped to manage serious incidents in
line with the principles and processes outlined in this Framework. Where this is the
case commissioners and providers must work together to identify where there are
gaps in resources, capacity, accessibility and expertise. Arrangements for supporting
providers should be agreed on a local basis. Whilst commissioners should offer
support where there is capacity to do so, providers are ultimately responsible for
undertaking and managing investigations and consequently incur the cost for this
process. This includes paying for independent investigations of the care the provider
delivered and for undertaking its own internal investigations.

The principles and processes outlined in this Framework are relevant for the majority
of serious incidents that occur in healthcare. However, there are occasions (outlined
below) where the processes described in this Framework will coincide with other
procedures. In such circumstances, co-operation and collaborative working between
partner agencies is essential for minimising duplication, uncertainty and/or confusion
relating to the investigation process. Ideally, only one investigation should be
undertaken (by a team comprising representatives of relevant agencies) to meet the
needs/requirements of all parties. However, in practice this can be difficult to achieve.
Investigations may have different aims/ purposes and this may inhibit joint
investigations. Where this is the case efforts must be made to ensure duplication of
effort is minimised.*

' Those affected must be involved in a manner which is consistent with the principles outlined in Part Two of
this Framework.

%% Further information is available online: http://www.england.nhs.uk/ourwork/patientsafety/report-patient-
safety/

*! Relevant organisations (i.e. those who co-commission and /or co-manage care) should develop a
memorandum of understanding or develop, in agreement with one another, incident investigation policies about
investigations involving third parties so that there is a clear joint understanding of how such circumstances
should be managed. The Department of Health Memorandum of Understanding: investigating patient safety
incidents involving unexpected death or serious untoward harm (2006) provides a source for reference where a
serious incident occurs and an investigation is also required by the police, the Health and Safety Executive and/or
the Coroner. However this guidance is currently under review.
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Wherever possible, serious incident investigations should continue alongside criminal
proceedings but this should be considered in discussion with the police. In exceptional
cases (i.e. following a formal request by police, Coroner or judge) the investigation
may be put on hold and this should be discussed with those involved.?

1.5.1. Deaths in Custody- where health provision is delivered by the NHS

People in custody, including either those detained under the Mental Health Act (1983)
or those detained within the police and justice system, are owed a particular duty of

care by relevant authorities. The obligation on the authorities to account for the
treatment of an individual in custody is particularly stringent when that individual dies".

In prison and police custody, any death will be referred (by the relevant organisation)
to the Prison and Probation Ombudsman (PPO) or the Independent Police Complaints
Commission (IPCC) who are responsible for carrying out the relevant investigations.
Healthcare providers must fully support these investigations where required to do so.
The PPO has clear expectations in relation to health involvement in PPO
investigations into death in custody. Guidance published by the PPO?* must be
followed by those involved in the delivery and commissioning of NHS funded care
within settings covered by the PPO.

In NHS mental health services, providers must ensure that any death of a patient
detained under the Mental Health Act (1983) is reported to the CQC without delay.
However providers are responsible for ensuring that there is an appropriate
investigation into the death of a patient detained under the Mental Health Act (1983)
(or where the Mental Capacity Act (2005) applies). In circumstances where the cause
of death is unknown and/or where there is reason to believe the death may have been
avoidable or unexpected i.e. not caused by the natural course of the patient’s illness or
underlying medical condition when managed in accordance with best practice -
including suicide and self-inflicted death (see Part One; section 1) - then the death
must be reported to the provider's commissioner(s) as a serious incident and
investigated appropriately. Consideration should be given to commissioning an
independent investigation as outlined in Appendix 3.

1.5.2. Serious Case Reviews and Safeguarding Adult Reviews

The Local Authority via the Local Safeguarding Children Board or Local Safeguarding
Adult Board (LSCB, LSAB as applicable), has a statutory duty to investigate certain
types of safeguarding incidents/ concerns. In circumstances set out in Working
Together to Safeguard Children®* (2013) the LSCB will commission Serious Case
Reviews and in circumstances set out in guidance for adult safeguarding concerns®
the LSAB will commission Safeguarding Adult Reviews. The Local Authority will also

2 Investigations linked to complaints must be considered and agreed in line with guidance issued by the

Department of Health

% Guidance is available online: http://www.ppo.gov.uk/updated-guidance-for-clinical-reviews/

** Available online:

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/281368/Working together to
safeguard children.pdf

% Available online: http://careandsupportregs.dh.gov.uk/category/adult-safeguarding/
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initiate Safeguarding Adult Enquiries, or ask others to do so, if they suspect an adult is
at risk of abuse or neglect.

Healthcare providers must contribute towards safeguarding reviews (and enquiries) as
required to do so by the Local Safeguarding Board. Where it is indicated that a serious
incident within healthcare has occurred (see Part One, section 1), the necessary
declaration must be made.

Whilst the Local Authority will lead SCRs, SARs and initiate Safeguarding Enquiries,
healthcare must be able to gain assurance that, if a problem is identified, appropriate
measures will be undertaken to protect individuals that remain at risk and ultimately to
identify the contributory factors and the fundamental issues (in a timely and
proportionate way) to minimise the risk of further harm and/or recurrence. The
interface between the serious incident process and local safeguarding procedures
must therefore be articulated in the local multi-agency safeguarding policies and
protocols. Providers and commissioners must liaise regularly with the local authority
safeguarding lead to ensure that there is a coherent multi-agency approach to
investigating and responding to safeguarding concerns, which is agreed by relevant
partners. Partners should develop a memorandum of understanding to support
partnership working wherever possible.

1.5.3. Domestic Homicide Reviews

A Domestic Homicide is identified by the police usually in partnership with the
Community Safety Partnership (CSP) with whom the overall responsibility lies for
establishing a review of the case. Where the CSP considers that the criteria for a
Domestic Homicide Review (DHR) are met, they will utilise local contacts and request
the establishment of a DHR Panel. The Domestic Violence, Crime and Victims Act
2004, sets out the statutory obligations and requirements of providers and
commissioners of health services in relation to domestic homicide reviews. See
Appendix 4 for further details

1.5.4. Homicide by patients in receipt of mental health care

Where patients in receipt of mental health services commit a homicide, NHS England
will consider and, if appropriate, commission an investigation. This process is
overseen by NHS England’s Regional investigation teams. The Regional investigation
teams have each established an Independent Investigation Review Group (IIRG)
which reviews and considers cases requiring investigation. Clearly there will be
interfaces with other organisations including the police and potentially the Local
Authority (as there may be interfaces with other types of investigation such as DHRs
and/or SCRs/SARs, depending on the nature of the case). To manage the
complexities associated with such investigations (and to facilitate joint investigations
where possible), a clearly defined investigation process has been agreed. Central to
this process is the involvement of all relevant parties, which includes the patient,
victim(s), perpetrator and their families and carers, and mechanisms to support
openness and transparency throughout. See Appendix 1 for further details.

1.5.5. Serious Incidents in National Screening Programmes
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Serious Incidents in NHS National Screening Programmes must be managed in line
with the guidance: Managing Safety Incidents in National Screening Programmes,
which is aligned with the principles and processes set out in this Framework. The
guidance provides further clarity with regards to the accountabilities, roles and
processes for managing screening safety incidents and serious incidents in national
screening programmes. These are often very complex, multi-faceted incidents that
require robust coordination and oversight by Screening and Immunisation Teams
working within Sub-regions and specialist input from Public Health England’s
Screening Quality Assurance Service.

The Screening Quality Assurance Service is also responsible for surveillance and
trend analysis of all screening incidents. It will ensure that the lessons identified from
incidents are collated nationally and disseminated. Where appropriate these will be

used to inform changes to national screening programme policy and education/training

strategies for screening staff.

2 Updated guidance will be issued in 2015. Until that point the Interim Guidance for Managing Screening
Incidents (2013) should be followed.

20







OFFICIAL

Part Two: Underpinning Principles

1. Seven Key Principles

This Framework endorses the application of 7 key principles in the management of all
serious incidents:

Open and
transparent

Collaborative Preventative

Prinicples of
Serious
Incident

— WS

Proportionate Objective

Systems Timely and
based responsive

Figure 1: Principles of Serious Incident Management

Key Principle | Supporting Information

Open and The needs of those affected should be the primary concern of those involved
Transparent in the response to and the investigation of serious incidents.

The principles of openness and honesty as outlined in the NHS Being Open
guidance and the NHS contractual Duty of Candour®’ must be applied in
discussions with those involved. This includes staff and patients, victims and
perpetrators, and their families and carers.

" The Department of Health has introduced regulations for the Duty of Candour. It requires providers to notify
anyone who has been subject (or someone lawfully acting on their behalf, such as families and carers) to a
‘notifiable incident’ i.e. incident involving moderate or severe harm or death. This notification must include an
appropriate apology and information relating to the incident. Failure to do so may lead to regulatory action.
Further information is available from

http://www.cqgc.org.uk/sites/default/files/20141120 doc fppf final nhs provider guidance v1-0.pdf
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Openness and transparency (as described in ‘Being Open’) means:

. Acknowledging, sincerely apologising and explaining when things
have gone wrong;
. Conducting a thorough investigation into the incident, ensuring

patients, their families and carers are satisfied that lessons
learned will help prevent the incident recurring;

. Providing support for those involved to cope with the physical and
psychological consequences of what happened"

Saying sorry is not an admission of liability and is the right thing to do.
Healthcare organisations should decide on the most appropriate members of
staff to give both verbal and written apologies and information to those
involved. This must be done as early as possible and then on an ongoing
basis as appropriate.

The NHS Litigation Authority provides advice on saying sorry available
online from: http://www.nhsla.com/claims/Documents/Saying%20Sorry%20-
%20L eaflet.pdf

Part three; section 4.2 outlines the steps required to support this principle.

Preventative Investigations of serious incidents are undertaken to ensure that

weaknesses in a system and/or process are identified and analysed to
understand what went wrong, how it went wrong and what can be done to
prevent similar incidents occurring again”.

Investigations carried out under this Framework are conducted for the
purposes of learning to prevent recurrence. They are not inquiries into how a
person died (where applicable) as this is a matter for Coroners. Neither are
they conducted to hold any individual or organisation to account. Other
processes exist for that purpose including: criminal or civil proceedings,
disciplinary procedures, employment law and systems of service and
professional regulation, such as the Care Quality Commission and the
Nursing and Midwifery Council, the Health and Care Professions Council,
and the General Medical Council. In circumstances where the actions of
other agencies are required then those agencies must be appropriately
informed and relevant protocols, outside the scope of this Framework, must
be followed.

Organisations must advocate justifiable accountability and a zero tolerance
for inappropriate blame. The Incident Decision Tree® should be used to
promote fair and consistent staff treatment within and between healthcare
organisations.

*® The Incident Decision Tree (first published by the NPSA) aims to help the NHS move away from attributing
blame and instead find the cause when things go wrong. The goal is to promote fair and consistent staff
treatment within and between healthcare organisations. NHS England is planning the re-launch of the Incident
Decision Tree during 2015/16.
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Objective

Those involved in the investigation process must not be involved in the
direct care of those patients affected nor should they work directly with those
involved in the delivery of that care. Those working within the same team
may have a shared perception of appropriate/safe care that is influenced by
the culture and environment in which they work. As a result, they may fail to
challenge the ‘status quo’ which is critical for identifying system weaknesses
and opportunities for learning.

Demonstrating that an investigation will be undertaken objectively will also
help to provide those affected (including families/carers) with confidence that
the findings of the investigation will be robust, meaningful and fairly
presented.

To fulfil the requirements for an independent investigation, the investigation
must be both commissioned and undertaken independently of the care that
the investigation is considering (see Appendix 3)

Timely and
responsive

Serious incidents must be reported without delay and no longer than 2
working days after the incident is identified (Part Three; section 3 outlines
the process for reporting incidents).

Every case is unique, including: the people/organisations that need to be
involved, how they should be informed, the requirements/needs to
support/facilitate their involvement and the actions that are required in the
immediate, intermediate and long term management of the case. Those
managing serious incidents must be able to recognise and respond
appropriately to the needs of each individual case.

Systems
based

The investigation must be conducted using a recognised systems-based
investigation methodology that identifies:

o The problems (the what?);

o The contributory factors that led to the problems (the how?) taking
into account the environmental and human factors; and

o The fundamental issues/root cause (the why?) that need to be
addressed.

Within the NHS, the recognised approach is commonly termed Root Cause
Analysis (RCA) investigation.?® The investigation must be undertaken by
those with appropriate skills, training and capacity.

Proportionate

The scale and scope of the investigation should be proportionate to the
incident to ensure resources are effectively used. Incidents which indicate
the most significant need for learning to prevent serious harm should be
prioritised. Determining incidents which require a full investigation is an
important part of the process (see Part One; section 1.1) and ensures that
organisations are focusing resources in an appropriate way

* Tools and training resources to support robust systems investigation in the NHS are available to download
from http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/
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Typically, serious incidents require a comprehensive investigation, but the
scale and scope (and required resources) should be considered on a case
by-case-basis. Some incidents may be managed by an individual (with
support from others as required) whereas others will require a team effort
and this may include members from various organisations and/or experts in
certain fields. In many cases an internally managed investigation can fulfil
the requirements for an effective investigation. In some circumstances (e.g.
very complex or catastrophic incidents spanning multiple organisations
and/or where the integrity of the investigation would be challenged/
undermined if managed internally) an independent investigation may be
required (see Appendix 3 for further details). In exceptional circumstances a
regional or centrally-led response may be required (see Part Three, section
3.2).

Collaborative

Serious incidents often involve several organisations. Organisations must
work in partnership to ensure incidents are effectively managed.

There must be clear arrangements in place relating to the roles and
responsibilities of those involved (see Part Two, section 2 and 3 below).
Wherever possible partners should work collaboratively to avoid duplication
and confusion. There should be a shared understanding of how the incident
will be managed and investigated and this should be described in jointly
agreed policies/procedures for multi-agency working.

2. Accountability

The primary responsibility in relation to serious incidents is from the provider of the
care to the people who are affected and/or their families/carers.

The key organisational accountability for serious incident management is from the
provider in which the incident took place to the commissioner of the care in which the
incident took place. Given this line of accountability, it follows that serious incidents
must be reported to the organisation that commissioned the care in which the serious
incident occurred.

2.1. Involvement of multiple commissioners

In a complex commissioning landscape where multiple commissioners may
commission services from multiple providers spanning local and regional geographical
boundaries, this model (i.e. where providers report incidents to the commissioner
holding the contract who then assumes responsibility for overseeing the response to
the serious incident) is not always practicable so a more flexible approach is required.
Commissioners must work collaboratively to agree how best to manage serious
incidents for their services.

In all cases, a RASCI (Responsible, Accountable, Supporting, Consulted, Informed)
model should be agreed in relation to management of serious incidents"” (see
Appendix 5 for further details). This will ensure that it is clear who is responsible for
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leading oversight of the investigation, where the accountability ultimately resides and
who should be consulted and/or informed as part of the process. This allows the
‘accountable commissioner’, i.e. the commissioner holding the contract to clearly
delegate responsibility for management of serious incident investigations to an
appropriate alternative commissioning body, if that makes sense. It should be noted
that this does not remove the overall accountability of the commissioner who holds the
relevant contract.

The RASCI model supports the identification of a single ‘lead commissioner’ with
responsibility for managing oversight of serious incidents within a particular provider.
This means that a provider reports and engages with one single commissioning
organisation who can then liaise with other commissioners as required. This approach
is particularly useful where the ‘accountable commissioner’ is geographically remote
from the provider (and therefore removed from other local systems and intelligence
networks) and/or where multiple commissioners’ commission services from the same
provider. It facilitates continuity in the management of serious incidents, removes
ambiguity and therefore the risk of serious incidents being overlooked and reduces the
likelihood of duplication where there is confusion regarding accountability and/or
responsibility and general management of the serious incident process.

2.2. Involvement of multiple providers

Often more than one organisation is involved in the care and service delivery in which
a serious incident has occurred. The organisation that identifies the serious incident is
responsible for recognising the need to alert other providers, commissioners and
partner organisations as required in order to initiate discussions about subsequent
action.

All organisations and agencies involved should work together to undertake one single
investigation wherever this is possible and appropriate.

Commissioners should help to facilitate discussions relating to who is the most
appropriate organisation to take responsibility for co-ordinating the investigation
process. Commissioners themselves should provide support in complex
circumstances. Where no one provider organisation is best placed to assume
responsibility for co-ordinating an investigation, the commissioner may lead this
process™.

Often in complex circumstances separate investigations are completed by the different
provider organisations. Where this is the case organisations (providers and
commissioners and external partners as required) must agree to consider cross
boundary issues i.e. the gaps in the services that may lead to problems in care. The
contributing factors and root causes of any problems identified must be fully explored
in order to develop effective solutions to prevent recurrence. Those responsible for
coordinating the investigation must ensure this takes place. This activity should
culminate in the development of a single investigation report. Development,

%% please note in some circumstances the Local Authority or another external body may be responsible for
managing and co-ordinating the investigation process. Where this is the case, providers and commissioners must
contribute appropriately and must gain assurance that problems and solutions relating to healthcare issues will
be identified and appropriately actioned.
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implementation and monitoring of subsequent action plans by the relevant
organisations must be undertaken in line with guidance outlined in part three of this
Framework.

3. Roles and Responsibilities for Managing Serious
Incident

Different parts of the system have distinct functions in relation to serious incident
management- effective management and learning requires a collective effort
throughout the system.

The nature of the serious incident largely determines who has a role to play and what
that role is. This section outlines the key roles and responsibilities of providers,
commissioners, key regulatory and supervisory bodies. Reference must be made to
Appendix 2 which outlines other bodies that must be involved, depending on the
nature and circumstances of the case.

3.1. Providers of NHS-funded care

The leadership at a provider organisation is ultimately responsible for the quality of
care that is provided by that organisation.®* Serious incident management is a critical
component of corporate and clinical governance, and providers are responsible for
arranging and resourcing investigations and must ensure robust systems are in place
for recognising, reporting, investigating and responding to serious incidents. The
principles and processes associated with robust serious incident management must be
endorsed within an organisation’s Incident Reporting and Management Policy.

There must be clear procedures for:

e Timely reporting and liaison with their commissioning bodies (incidents must be
recorded on STEIS within 2 working days of being identified). Particular types of
incidents may require additional reporting to other systems. See appendix 2.

e Compliance with reporting and liaison requirements with regulators and other
agencies/partners. See appendix 2

e Mechanisms to support robust serious incident investigations, including processes
to ensure the following:

o Early, meaningful and sensitive engagement with affected patients and/or their
families/carers, from the point at which a serious incident is identified,
throughout the investigation, report formulation and subsequent action planning
through to closure of the investigation process. A specific person should be
assigned to engage with the family to provide a single point of contact.

o Clear procedures for taking immediate action following a serious incident
including the collection and retention of evidence i.e. notes/clinical records,

3 Quality in the New Health System, Maintaining and Improving Quality. National Quality Board, January 2013
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written accounts/statements>? from those involved, equipment involved,
information from the location (site visit) and interviews with relevant individuals.

Investigations are undertaken by appropriately trained and resourced staff
and/or investigation teams that are sufficiently removed from the incident to be
able to provide an objective view.

Investigations follow a systems-based approach to ensure any issues/problems
with care delivery are fully understood from a human and systems factors
perspective and that the ‘root causes’ are identified (where it is possible to do
so0) in order to produce focused recommendations that result in SMART
(specific, measurable, attainable, relevant, time-bound) actions and learning to
prevent recurrence.

Access to relevant specialists/ experts, communications expertise,
administrative support and/or additional resources to support investigations
where required.

Mechanisms to ensure that actions from action plans are monitored until
implemented and there is evidence of whether or not the action plan has
resulted in the practice / system improvement anticipated. This should include
oversight of implementation by organisation leaders.

Mechanisms to support investigations being led by external agencies such as
the police, HSE or local authority. Where required, providers must submit
evidence to contribute towards external investigations.

Processes (including interagency investigation policy and/or memorandum of
understanding with relevant organisations) to support collaboration and
partnership working where joint investigations are required to avoid duplication
of activity or confusion of responsibility.

Quality assurance processes to ensure completion of high quality investigation
reports and action plans to enable timely learning and closure of investigations
and to prevent recurrence.

Mechanisms and effective communication channels to facilitate the sharing of
lessons learned across the organisation and more widely where required.

3.2. Commissioners of NHS- funded care

Commissioners are responsible for securing a comprehensive service within available

resources, to meet the needs of their local population. They must commission

‘regulated activities’ from providers that are registered with the CQC, and should
contract with the provider to deliver continuously improving quality care. They must

32 Statements taken to support the serious incident investigation do not need to be signed. They are written as
aides-memoir to support the investigation process to inform learning. Where formal statements are required (as

part of court/criminal proceedings) staff must receive the appropriate support and guidance from the

organisations risk manager and legal advisors. Clear policies and procedures must be in place to support formal

statement writing.
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assure themselves of the quality of services they have commissioned, and should hold
providers to account for their responses to serious incidents. This means
commissioners quality assure the robustness of their providers’ serious incident
investigations and the action plan implementation undertaken by their providers.
Commissioners do this by evaluating investigations and gaining assurance that the
processes and outcomes of investigations include identification and implementation of
improvements that will prevent recurrence of serious incidents (see Part Three; section
4.4-5 for further details).

Commissioning Support Units (CSUs) assist some Clinical Commissioning Groups
(CCGs) in some of the practical aspects of their role, for example, by ensuring there is
timely reporting of serious incidents by the provider and quality assuring the
robustness of the serious incident investigation undertaken by the provider. Delegating
activity to the CSU does not remove a CCG’s overall accountability for this activity.

Commissioners should use the details of serious incident investigation reports,
together with other information and intelligence achieved via day to day interactions
with providers to inform actions that continuously improve services (where this is
required). Commissioners must establish mechanisms for sharing intelligence with
relevant regulatory and partner organisations.

Commissioning organisations have a responsibility to work together to determine how
best to manage oversight of serious incidents in all the services they commission,
particularly where multiple commissioners commission services from the same
provider and/or where commissioning teams may be geographically remote.
Commissioners should establish a RASCI (‘Responsible, Accountable, Supporting,
Consulted, Informed,’) model for the management of serious incidents in their
commissioned services as set out in Appendix 5. A ‘lead commissioner’ role should be
agreed in relation to serious incident management in providers with multiple
commissioners in order to provide a clear communication channel between the
provider and commissioning system.

As previously described, commissioners will typically manage serious incidents by
overseeing investigations that are actually led and resourced by the provider(s) of care
in which the serious incident occurred. However, in complex situations where multiple
providers are involved or where the provider requires support with the investigation,
commissioners may need to take a more hands-on approach to the investigation
process itself.

Commissioners should develop and agree procedures for managing concerns raised
to them in relation to the management of the investigation process. They should take
responsibility for communicating clearly and effectively with those raising concerns
through a single person and ensure issues are effectively resolved.

Commissioners also need access to resources/expertise and access to competent
independent investigators to support investigations in which they have an obligation to
assist (for example PPO investigations require the input of clinical reviewers to support
the investigation of death in prison custody), or where they recognise an independent
investigation may be required (see Appendix 3).
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Commissioners must also have procedures for managing serious incidents within their
own organisations including mechanisms to support the quality assurance and closure
of investigations reports.®*® They must also have procedures to support their providers
in reporting serious incidents onto the STEIS system where this is required.

3.3. NHS England

NHS England has a direct commissioning role as well as a role in leading and enabling
the commissioning system. As part of the latter role, NHS England maintains oversight
and surveillance of serious incident management within NHS-funded care and assures
that CCGs have systems in place to appropriately manage serious incidents in the
care they commission. They are responsible for reviewing trends, analysing quality
and identifying issues of concern. They have a responsibility for providing the wider
system with intelligence gained through their role as direct commissioners and leaders
of the commissioning system. NHS England must maintain mechanisms to support
this function, including exploiting opportunities provided by their involvement and
participation in local and regional Quality Surveillance Groups.®*

In certain circumstances (for example with many incidents relating to mental health
homicide, see Appendix 1) NHS England may be required to lead a local, regional or
national response (including the commissioning of an independent incident
investigation) depending on the circumstances of the case. See Part Three, section
3.2 and Appendix 3 for further details.

3.3.1. Care Quality Commission (CQC)

The CQC makes authoritative judgements on the quality of health and care services,
according to whether they are safe, effective, caring, responsive and well-led. The
chief inspectors rate the quality of providers accordingly, and clearly identify where
failures need to be addressed. They have a role in encouraging improvement and
may use the details of incident reports, investigations and action plans to monitor
organisations’ compliance with essential standards of quality and safety, to assess
risks to quality and to respond accordingly. The CQC works closely with
commissioners and providers to gather intelligence and information as part of their
pre-inspection process. The Health and Social Care Act sets specific requirements for
registered organisations in relation to the type of incidents that must be reported to
them. Further details are published online: http://www.cqc.org.uk/organisations-we-
regulate/registered-services/notifications

3.3.2. Monitor

Monitor will rely on commissioners’ information and intelligence to inform both their
monitoring of existing NHS Foundation Trusts, and the authorisation process for new
NHS Foundation Trusts. Monitor will use the details of serious incident reports,
investigations and action plans to monitor Foundation Trusts’ compliance with
essential standards of quality and safety and their licence terms. Monitor can take

3 CCGs can ask their respective sub-region to review investigation reports. Regions and sub-regions must
establish appropriate mechanisms for review of their own investigations this can include establishing peer review
arrangements with neighbouring regional and sub-regional teams.

** For further information on: How to make your Quality Surveillance Group effective visit:
http://www.england.nhs.uk/wp-content/uploads/2014/03/quality-surv-grp-effective.pdf
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action where there are quality problems as a result of poor governance within
Foundation Trusts. This is usually triggered by findings from CQC, but commissioners
can refer issues directly to Monitor. Monitor will work with partners to facilitate learning
and sharing throughout the healthcare system. Monitor requires NHS foundation
Trusts to inform them about relevant serious incidents (i.e. any incidents which may
reasonably be regarded as raising potential concerns over compliance with their
licence).

3.3.4. NHS Trust Development Authority (TDA)

The TDA will support NHS trusts in ensuring they have effective systems and
processes in place to report, investigate and respond to serious incidents in line with
national policy and best practice. It will work in partnership with the relevant
commissioner (s) responsible for holding trusts to account for their responses to
serious incidents.

The TDA will specifically:
. Ensure that NHS Trusts have appropriate systems and processes in place

to respond to serious incidents, undertake credible investigations and follow
through on action plans;

. Ensure NHS Trusts have formal arrangements in place with commissioners
to secure appropriate and timely closure of serious incident investigations;

. Ensure NHS Trusts have mechanisms in place to learn from incidents which
are disseminated throughout the organisation;

. Where appropriate, review Trusts’ Serious Incident policies and support

Trusts to develop their policies to achieve desired improvements relating to
the reporting and management of Serious Incidents;

. Use information about serious incidents as a component of the overall
surveillance of quality; in particular, the analysis of serious incident data is
used to provide information about provider organisations, to assure the
quality of care and inform the assessment of NHS trust applications for
Foundation Trust status;

. Share information and liaise with NHS England, CQC, professional
regulators and other stakeholders, especially those associated with quality
surveillance groups;

. Work with NHS Trusts to improve the quality of investigations
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Part Three: The Serious Incident Management Process

1. Overview of the Serious Incident Management Process

Incident occurs

Report on LRMS/ NRLS and to other bodies
such as safeguarding lead as applicable

Manage in line with local Unknown
risk management policy Is it a serious Review and discuss with

incident? ‘ commissioner

Within 2 working days

Report/notify other
stakeholders as required e.g.
safeguarding, CQC,TDA etc.

Engage with those
involved/affected

Report on STEIS

Complete initial review and submit to commissioner where possible this
should be the provider’s ‘lead commissioner’ who can liaise with others as
required. This should be outlined in the RASCI model.

Within 3 working
days

Confirm level of investigation required

Lead investigator identified. Team established. Terms of
reference set. Management plan established

Undertake the investigation

Gathering and
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Analysing Generating

LSl information solution
information

Submit final report and action plan

\4
Commissioner (with relevant stakeholders) undertakes a review of
the final report and action plan and ensures it meets requirements
for a robust investigation (see appendix 8). Feedback given to
provider (*calendar days)

60 working days or 6 months
for independent investigation
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Commissioner closes investigation and confirms
timescales/mechanism for monitoring the action plan where
actions/improvements are still being implemented.
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2. ldentification and immediate action

Serious incidents or suspected serious incidents must be declared internally as soon
as the healthcare provider becomes aware of the incident. A senior manager or
clinician should be identified by the health care provider’s chief executive or
equivalent, or the officer with relevant delegated authority, to undertake the following:

¢ Arrange for any immediate actions required to ensure the safety of the patient(s),
other services users and staff.

e Obtain all relevant physical, scientific and documentary evidence, and make sure it
Is secure and preserved. Initial actions of local managers in the collection and
retention of information are important for the overall integrity of the investigation
process.*

¢ Identify witnesses, including staff, and other service users, to ensure they receive
effective support.

e Identify an appropriate specialist/clinician® to conduct an initial incident review
(characteristically termed the 72-hour review) to confirm whether a serious incident
has occurred and if applicable, the level of investigation required and to outline
immediate action taken (including where other organisations/partners have been
informed)

e Ensure commissioners and other relevant parties (for example, police,
Safeguarding Professionals, the Information Commissioner’s Office) are informed
at the earliest opportunity and within 2 working days of a serious incident being
identified.

e Agree who will make the initial contact with those involved, or their family/carer(s).
Where an individual(s) has been harmed by the actions of a patient, particular
thought should be given to who is best placed to contact the victim and/or their
family. Where necessary the provider must contact the police and agree with them
who will make the initial contact with the victim(s), their family/carer(s) and/or the
perpetrator’s family. Those involved should have a single point of contact within the
provider organisation.

e Arrange appropriate meeting(s) with key stakeholders, including patients/victims
and their families/carers as required.

e Ensure the incident is appropriately logged on the serious incident management
system STEIS (the Strategic Executive Information System, NHS England’s web-
based serious incident management system) or its successor system (see Part
Three; section 3 below). Some incident types require additional reporting to other
systems. See appendix 2 for further details.

As discussed in Part One of this guidance, it is often clear that a serious incident has
occurred but where this is not the case providers should engage in open and honest
discussions with their commissioners (and others as required) to agree the appropriate
and proportionate response. Where it is not known whether or not an incident is a

%> Advice from Information Governance leads should be sought early on to help support this process. They can
advise on what information can/should be used and what needs to be done to support the use of personal and
patient confidential information. Appropriate use of information that might relate to court or judicial
proceedings should also be discussed and understood as appropriate.

%% A clinician with relevant expertise who is not involved in delivery of care to the patient
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serious incident, it is better to err on the side of caution and treat the incident as a
serious incident until evidence is available to demonstrate otherwise. Serious incident
reports can be downgraded and relevant records amended at any stage in the
investigation®’. Any downgrading must be agreed with the relevant commissioner on a
case by case basis. Incidents that are found to not meet the threshold of a serious
incident must be managed in line with the organisation’s risk management and patient
safety policies if appropriate.

3. Reporting a Serious Incident

Serious incidents must be reported by the provider to the commissioner without delay
and no later than 2 working days after the incident is identified. Incidents falling into
any of the serious incident categories listed below should be reported immediately to
the relevant commissioning organisation upon identification. This should be done by
telephone as well as electronically:

. Incidents which activate the NHS Trust or Commissioner Major Incident Plan:
. Incidents which will be of significant public concern:
. Incidents which will give rise to significant media interest or will be of

significance to other agencies such as the police or other external agencies:
Out-of-hours, the local on-call management procedures must be followed.

Reporting a serious incident must be done by recording the incident on the NHS
serious incident management system, STEIS,*®or its successor system. The serious
incident report must not contain any patient or staff names and the description should
be clear and concise.

Other regulatory, statutory, advisory and professional bodies should be informed about
serious incidents depending on the nature and circumstances of the incident. Serious
incident reports must clearly state that relevant bodies have been informed. See
Appendix 2 for a list of other organisations that must be considered. In some
circumstances, where a serious incident or multiple serious incidents raise profound
concerns about the quality of care being provided, organisations should consider
calling a Risk Summit, which provides a mechanism for key stakeholders in the health
economy to come together to collectively share and review information.**Most serious
incidents will not warrant this level of response however.

All serious incidents which meet the definition for a patient safety incident should also
be reported separately to the NRLS for national learning. Organisations with local risk

* This may depend on local procedures and capacity to ensure de-logging of incidents is performed in a timely
manner.

*® providers require an N3 connection and authorisation from their local NHS England Area Team in order to set
up a STEIS account. Where providers are unable to access STEIS the commissioner must report the serious
incident on the system on the provider’s behalf. A suitable Serious Incident Review Form (example provided in
Appendix 6) should be completed in these circumstances in order to inform the relevant commissioner.

¥ Guidance available online at http://www.england.nhs.uk/ourwork/part-rel/ngb/

33




http://www.england.nhs.uk/ourwork/part-rel/nqb/





OFFICIAL

management systems that link to the NRLS can report via their own systems.
Organisations without this facility should report using the relevant NRLS e-form*°

3.1. Follow up information

An initial review (characteristically termed a ‘72 hour review’) should be undertaken
and uploaded onto the STEIS system by the provider (offline submission may be
required where online submission is not possible, see Appendix 6). This should be
completed within 3 working days of the incident being identified. The aim of the initial
review is to:

¢ |dentify and provide assurance that any necessary immediate action to ensure
the safety of staff, patients and the public is in place;

e Assess the incident in more detail (and to confirm if the incident does still meet
the criteria for a serious incident and does therefore require a full investigation);
and

e Propose the appropriate level of investigation.

The information submitted as part of the initial review should be reviewed by the
appropriate stakeholders and the investigation team (once in operation) in order to
inform the subsequent investigation.

3.2. Alerting the system: escalation and information sharing

Where a serious incident indicates an issue/problem that has (or may have) significant
implications for the wider healthcare system, or where an incident may cause
widespread public concern, the relevant commissioner (i.e. lead commissioner
receiving the initial notification) must consider the need to share information
throughout the system i.e. with NHS England Sub-regions and Regions and other
partner agencies as required. This is a judgement call depending on the nature of the
incident, although the scale of the incident and likelihood of national media attention
will be a significant factor in deciding to share information.

Where the commissioner receiving the initial notification recognises the need to share
information, they must liaise with and alert NHS England (where they are not the
commissioner receiving the initial notification). Commissioners should share
information with members of their local Quality Surveillance Group (QSG), which bring
together different parts of the system to proactively share intelligence on real or actual
quality failures. A Risk Summit may be required to share information if very serious
concerns about the quality of care being provided to patients remain. When these
requirements to share information entail sharing confidential personal information they
are subject to the law relating to privacy and confidentiality and the Data Protection
Act. Advice should be sought from the relevant Caldicott Guardian, Information
Governance leads and legal team, as required.

NHS England at Sub-region and then Regional level must make an informed decision
about whether or not to inform national directorate leads within NHS England Central
Team. Communication should be managed by an appropriately designated regional

0 Further information available online: http://www.england.nhs.uk/ourwork/patientsafety/report-patient-

safety/
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lead. A briefing which describes the issue and the current position in terms of incident
management and investigation (where applicable) should be provided. The
organisation responsible for preparing this information will depend on the incident and
must be agreed on a case by-case-basis. The briefing should be disseminated by the
relevant regional lead through the appropriate professional accountability and
commissioning routes including Nursing, Medical, Operational and Commissioning
Teams. A decision to inform the Department of Health must be agreed with NHS
England directorate leads as appropriate. Communication with the Department of
Health must be co-ordinated through NHS England Central Communications.

NHS England, in rare and exceptional circumstances (for example, where an incident
has the potential to cause significant harm throughout the system and/or where
investigation of the commissioning system or configuration of services is required),
may identify the need for a regionally or centrally led response, initiated by the
commissioning of an independent investigation. Where this is the case an appropriate
incident management plan (overseen by appropriate Officer/ Responsible Owner at
either regional or national level) must be developed and implemented in line with the
principles in this Framework. Appendix 3 provides further details relating to the
commissioning on independent investigations.
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4. Overview of the investigation process

This schematic provides a brief overview of a systems investigation for investigating
serious incidents in the NHS. It requires a ‘questioning attitude that never accepts the
first response’,"" and uses recognised tools and techniques** to identify:

o The problems (the what?) including lapses in care/acts/omissions; and

o The contributory factors that led to the problems (the how?) taking into
account the environmental and human factors; and

o The fundamental issues/root cause (the why?) that need to be addressed.

*The incident is identified

* The need to investigate using systems investgation is recognsied (the
scale and scope of investgation is considered)

A Lead Investigator is appointed and an investigation team is
established
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*The Lead Investigator and investgation team will identify what
information/evidence is needed and how this wil be obtained (this
may inlcude interviewing people, mapping services, reviewing clinical
notes/records and visting the area)

»During and after this phase there will be consideration regarding what
went wrong (i.e. the problems: service deliver porblems, care delivery
problem/ lapses, acts and omission in care)

Gathering and

mapping
information

\ /

« At this stage the team review the collate information and agree the
priorty problems identified (so far) .

* Now the team start to analyse the problems to indentify the
undelying problems known as 'contributory factors'. Consideration is

Ana o then given to which are the root causes/fundemental issues to be

addressed.

« At this stage recommendations are developed that will help to
prevent another safety incident (of same kind or similar kind).
Recommendations will then be tested/assessed for their ability to
provide robust solutions to existing problems. Caution:

. recommendations must be developed with those with budgetary

Generating responsibility and understanding of the wider issues/competing
solution priorities .
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The investigation should be underpinned by a clear terms of reference, robust management plan and
communication/media handling strategy (as required)

“! The investigation toolkit which can be accessed from https://report.nrls.nhs.uk/rcatoolkit/course/index.htm provides a
wealth of tools, techniques and resources to support each stage of the investigation.
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4.1. Setting up the team

The provider declaring the incident (unless otherwise agreed) must ensure that an
appropriate serious incident investigation team is established. It is the responsibility of
all team members to keep their own organisation fully briefed about the incident and
actions being taken. The investigation team is also responsible for identifying valuable/
safety-critical learning to be shared at any stage of the investigation process. The
team should not wait until completion of the investigation to highlight system
weaknesses/ share valuable learning which may prevent future harm.

The investigation team should have a Lead Investigator with accountability to the
appropriate Manager/ Director/ Chief Executive. It is essential to identify team
members with:

e Knowledge of what constitutes an effective systems investigation process, and the
skills/ competencies to lead and deliver this;

e Skills/ competencies in effective report writing and document formulation;

e Expertise in facilitating patient/family involvement

¢ Understanding of the specialty involved — this often requires representation from
more than one professional group to ensure investigation balance and credible;

e Responsibility for administration and documentation (or for there to be adequate
administrative and IT support);

e Knowledge/ expertise in media management and a clear communication strategy —
or access to this specialist support via the organisation’s communications team
(see Appendix 7);

e Access to appropriate legal and/or information governance support where
appropriate;

e Access to competent proof-reading services where required; and

e Appropriate links/mechanisms to share lesson locally and nationally during the
investigation as required.

4.2. Involving and supporting those affected

The needs of those affected should be a primary concern for those involved in the
response to and the investigation of serious incidents. It is important that affected
patients, staff, victims, perpetrators, patients/victims’ families and carers are involved
and supported throughout the investigation.

4.2.1. Involving patients, victims and their families/carers

Involvement begins with a genuine apology. The principles of honesty, openness and
transparency (as set out in Part Two of this Framework which endorses the NHS
Being Open guidance) must be applied. All staff involved in liaising with and
supporting bereaved and distressed people must have the necessary skills, expertise,
and knowledge of the incident in order to explain what went wrong promptly, fully and
compassionately. The appropriate person must be identified for each case. This can
include clinicians involved in the incident but this is not always appropriate and should
be considered on a case-by-case basis.
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An early meeting must be held to explain what action is being taken, how they can be
informed, what support processes have been put in place and what they can expect
from the investigation. This must set out realistic and achievable timescales and
outcomes.

Those involved will want to know:

o What happened?

o Why it happened?

o How it happened?

o What can be done to stop it happening again to someone else?

They must also have access to the necessary information and should:

e Be made aware, in person and in writing, as soon as possible of the process of
the investigation to be held, the rationale for the investigation and the purpose of
the investigation;

e Have the opportunity to express any concerns and questions. Often the family
offer invaluable insight into service and care delivery and can frequently ask the
key questions;

e Have an opportunity to inform the terms of reference for investigations;
e Be provided with the terms of reference to ensure their questions are reflected;

¢ Know how they will be able to contribute to the process of investigation, for
example by giving evidence;

e Be given access to the findings of any investigation, including interim findings*

e Have an opportunity to respond/comment on the findings and recommendations
outlined in the final report and be assured that this will be considered as part of
the quality assurance and closure process undertaken by the commissioner;

e Be informed, with reasons, if there is a delay in starting the investigation,
completing the investigation or in the publication of the final report; and be offered
media advice, should the media make enquiries.

It is important that appropriate treatment and support is provided for patient and
victims and their families and carers. This should be considered on an individual basis.
However, the following needs should be considered:

e The need for an independent advocate with necessary skills for working with
bereaved and traumatised individuals;

e Support with transport, disability, and language needs;

* This may disclose confidential personal information for which consent has been obtained, or where patient
confidentiality is overridden in the public interest. This should be considered by the organisation’s Caldicott
Guardian and confirmed by legal advice, where required. NHS England is currently seeking advice in relation to
the development of national guidance available to further support this matter. In the meantime, advice should
be sought in relation to each case.
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e Support during and after the investigation. This may include counselling or
signposting to suitable organisation that can provide bereavement or post-
traumatic stress counselling;

e Further meetings with the organisations involved or support in liaising with other
agencies such as the police;

Depending on the nature of the incident, it may be necessary for several organisations
to make contact with those affected. This should be clearly explained to the patients/
victims and families as required. A co-ordinated approach should be agreed by the
partner agencies in discussion with those affected.

It is important to acknowledge that other patients/ service users may have been
involved or affected by the incident and they must also be offered the appropriate level
of support and involvement.

4.2.2. Staff

It is important to recognise that serious incidents can have a significant impact on staff
who were involved or who may have witnessed the incident.

Like victims and families they will want to know what happened and why and what can
be done to prevent the incident happening again.

Staff involved in the investigation process should have the opportunity to access
professional advice from their relevant professional body or union, staff counselling
services and occupational health services. They should also be provided with
information about the stages of the investigation and how they will be expected to
contribute to the process.

Provider organisations should make it clear that the investigation itself is separate to
any other legal and/or disciplinary process. Organisations must advocate justifiable
accountability but there must be zero tolerance for inappropriate blame and those
involved must not be unfairly exposed to punitive disciplinary action, increased
medico-legal risk or any threat to their registration by virtue of involvement in the
investigation process.

The Incident Decision Tree*® should be used to promote fair and consistent staff
treatment within and between healthcare organisations. In the very rare circumstances
where a member of staff has committed a criminal or malicious act, the organisation
should advise the member(s) of staff at an early stage to enable them to obtain
separate legal advice and/or representation.**

4.3. Agreeing the level/type of investigation

** The Incident Decision Tree aims to help the NHS move away from attributing blame and instead find the cause
when things go wrong. The goal is to promote fair and consistent staff treatment within and between healthcare
organisations. NHS England is currently redeveloping the Incident Decision Tree with a plan to re-launch 2015/16
44 . . . .

Healthcare organisations should also encourage staff to seek support from relevant professional bodies such as
the General Medical Council (GMC), Nursing and Midwifery Council (NMC), General Pharmaceutical Council
(GPhC) see http://www.professionalstandards.org.uk/regulators/statutory-regulators-directory for further
information.
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The nature, severity and complexity of serious incidents vary on a case-by-case basis
and therefore the level of response should be dependent on and proportionate to the
circumstances of each specific incident. The appropriate level of investigation should
be proposed by the provider as informed by the initial review. The investigations team
and, where applicable, other stakeholders will use the information obtained through
the initial review to inform the level of investigation. The level of investigation may
need to be reviewed and changed as new information or evidence emerges as part of
the investigation process. Within the NHS there are three recognised levels of
systems-based investigation (currently referred to as RCA investigation). These are
described in the table below.
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Level 1 Suited to less Concise/ compact | Provider organisation
complex incidents investigation (Trust Chief

Concise internal | which can be report which Executive/relevant

investigation managed by includes the deputy) in which the
individuals or a small | essentials of a incident occurred,
group at a local level | credible providing principles

investigation for objectivity are
upheld

Level 2 Suited to complex Comprehensive Provider organisation

issues which should | investigation (Trust Chief

Comprehensive
internal
investigation

be managed by a
multidisciplinary
team involving

report including
all elements of a
credible

Executive/relevant
deputy) in which the
incident occurred,

Internal

investigations,

whether concise or

comprehensive

must be completed
within 60 working
days of the incident
being reported to

the relevant

experts and/or investigation providing principles commissioner

(this includes specialist for objectivity are
those with an investigators where upheld. Providers may | All internal
independent applicable wish to commission investigation
element or full an independent should be
independent investigation or supported by a
investigations involve independent clear investigation
commissioned by members as part of management plan
the provider) the investigation team

to add a level of

external

scrutiny/objectivity
Level 3 Required where the | Comprehensive The investigator and 6 months from the
Independent integrity of the investigation all members of the date the

investigation

investigation is likely
to be challenged or
where it will be
difficult for an
organisation to
conduct an objective
investigation
internally due to the
size of organisation
or the capacity/
capability of the
available individuals
and/or number of
organisations
involved (see
Appendix 1 and 3
for further details

report including
all elements of a
credible
investigation

investigation team
must be independent
of the provider. To
fulfil independency the
investigation must be
commissioned and
undertaken entirely
independently of the
organisation whose
actions and processes
are being
investigated.

investigation is
commissioned

41





http://www.england.nhs.uk/ourwork/patientsafety/root-cause/





OFFICIAL

4.4. Final report and action plan

Serious incident investigation reports must be shared with key interested bodies
including patients, victims and their families. It is recommended that reports are
drafted on the basis that they may become public, so issues concerning anonymity
and consent for disclosure of personal information are important and should be
considered at an early stage in the investigation process. Each NHS organisation has
a Caldicott Guardian who is responsible for protecting the confidentiality of patient and
service-user information and enabling appropriate information-sharing. Those
investigating serious incidents can seek advice from the Caldicott Guardian if guidance
is needed about the disclosure of patient identifiable information.

4.4.1. Final report

The investigation concludes with an investigation report and action plan. This needs to
be written as soon as possible and in a way that is accessible and understandable to
all readers.

The report should:

e Be simple and easy to read;

e Have an executive summary, index and contents page and clear headings;

¢ include the title of the document and state whether it is a draft or the final
version;

¢ Include the version date, reference initials, document name, computer file path
and page number in the footer;

e Disclose only relevant confidential personal information for which consent has
been obtained, or if patient confidentiality should be overridden in the public
interest. This should however be considered by the Caldicott Guardian and
where required confirmed by legal advice®;

¢ Include evidence and details of the methodology used for an investigation (for
example timelines/cause and effect charts, brainstorming/brain writing, nominal
group technique, use of a contributory factor Framework and fishbone
diagrams, five whys and barrier analysis);

¢ Identify root causes and recommendations;

e Ensure that conclusions are evidenced and reasoned, and that
recommendations are implementable (see section 4.4.2. below);

¢ Include a description of how patients/victims and families have been engaged in
the process;

¢ Include a description of the support provided to patients/victims/families and
staff following the incident.

1t may be appropriate to separate confidential material, in part or full, into a confidential annexe to ensure the
report can be shared effectively and appropriately with and without this information as required. A clearly
defined distribution list should be developed.
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NHS England recommends use of national reporting templates, available online:
http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/ . National
templates should be used unless agreed adaptions are required*.

4.4.2. Action plan

NHS England recommends use of the NPSA Action Plan template available online:
http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/

The minimum requirements for an action plan include the following:

e Action plans must be formulated by those who have responsibility for
implementation, delivery and financial aspects of any actions (not an
investigator who has nothing to do with the service although clearly their
recommendations must inform the action plan);

¢ Every recommendation must have a clearly articulated action that follows
logically from the findings of the investigation;

e Actions should be designed and targeted to significantly reduce the risk of
recurrence of the incident. It must target the weaknesses in the system (i.e. the
‘root causes’ /most significant influencing factors) which resulted in the
lapses/acts/omissions in care and treatment identified as causing or
contributing towards the incident;

e Aresponsible person (job title only) must be identified for implementation of
each action point;

e There are clear deadlines for completion of actions;

e There must be a description of the form of evidence that will be available to
confirm completion and also to demonstrate the impact implementation has had
on reducing the risk of recurrence;

A SMART approach to action planning is essential. That is, the actions should be:
Specific, Measurable, Attainable, Relevant and Time-bound. To ensure that the most
effective actions/solutions are taken forward, it is recommended that an option
appraisal of the potential actions/solutions is undertaken before the final action plan is
developed and agreed ™.

4.5. Submission of Final Report, Quality Assurance and Closure

4.5.1. Submission of Final Report

Serious incident reports and action plans must be submitted to the relevant
commissioner within 60 working days of the incident being reported to the relevant
commissioner, unless an independent investigation is required, in which case the
deadline is 6 months from the date the investigation commenced.

In certain circumstances, Trusts may find it difficult to complete a final report within
these timescales. This might be due to:

¢ Recommendations to inform changes to the national reporting templates should be sent to
england.RCAinvestigation@nhs.net
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e Enforced compliance with the timetable of an external agency, such as police,
Coroner, Health and Safety Executive or Local Children Safeguarding Board or
Safeguarding Adult Board;

¢ Investigation of highly specialised and multi-organisation incidents, such as
those involving a national screening programmes; or

¢ Incidents of significant complexity.

In such circumstances the commissioner and investigations team can agree an
alternative timeframe. This should be clearly recorded within the serious incident
management system and included in the serious incident report.

As described in Part One; section 1.5, there is no automatic bar on investigating
incidents where criminal proceedings are underway. Wherever possible, serious
incident investigations should continue alongside criminal proceedings. This should be
considered in discussion with the police. Following a formal request by the police, a
coroner or a judge, the investigation may be put on hold, as it may potentially prejudice
a criminal investigation and subsequent proceedings (if any). Where this is the case,
commissioners should review/agree the date for completion once the investigation can
recommence®’.

Providers can request extensions to the report submission deadline, but there must be
compelling reasons for doing so; for example, new information coming to light which
requires further investigation. This must be agreed and confirmed by the appropriate
commissioner in advance of the original deadline. Extensions are effective from the
day on which the serious incident report was due for submission.

Clear management plans should be developed at the start of the process to avoid
delays. Those involved (including patients, staff, victims and their families/carers
where applicable) must be informed of management plans and any reasons for
deviation.

4.5.2. Quality Assurance and Closure of the Investigation

On receipt of the final investigation report and action plan from the provider, the
commissioner should acknowledge receipt by email. They will then undertake a
quality assurance review of the report within 20 calendar days. Where necessary an
alternative timescale may be agreed.

It may be necessary to involve several commissioning organisations in the quality
assurance and sign-off process depending on the nature and circumstance of the
incident. This should be established when developing the RASCI model.

The relevant Director (or equivalent) within the commissioning organisation
responsible for managing oversight of the serious incident must ensure a robust and
transparent process is in place for assurance and closure of serious incidents. This
must preclude the involvement of members of the investigation team. There may be
occasions where commissioners wish to make arrangements for another internal team
or a separate commissioning organisation to undertake an additional quality assurance

* Within the current S system (STEIS) commissioners may ‘stop the clock’ where there is a formal request to
suspend the investigation. The date for completion should be reviewed and agreed again once the investigation
can recommence.
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review where there is a risk of conflict of interest.**This does not remove their overall
responsibility to ensure that the report, action plan and implementation of necessary
actions meet the required standard. The serious incident report, closure process and
meeting minutes must clearly describe the roles and responsibilities of those involved
in the reporting, investigation, oversight and closure of the serious incident to
demonstrate good governance and provide a clear audit trail.

The commissioner must seek assurance that the report fulfils the required standard for
a robust investigation and action plan. See Appendix 8 for supporting information. Any
concerns or areas requiring further action should be highlighted to the provider at the
earliest opportunity to facilitate timely action and resolution of issues raised.

It may be acceptable to close the incident before all preventative actions have been
implemented and reviewed for efficacy. For example where actions are continuous or
long term, the commissioner may consider closure once there is evidence that such
actions have been initiated. Where this is considered acceptable, robust arrangements
should be put in place to ensure implementation is regularly reviewed.

Cases can be re-opened where there is a requirement to do so i.e. upon receipt of
new information derived from any of the mechanism previously outlined in Part One,
section 1.3 of this guidance.

Publication of serious incident investigation reports and action plans is considered best
practice. To support openness and transparency, local commissioners should work
with their providers to encourage and support publication of reports and action plans.
Where reports are published there, must be robust processes in place for proof
reading and steps must be taken to protect the anonymity of persons involved.
Reports should not contain confidential personal information unless consent has been
obtained or there is an overriding public interest (as described in section 4.4). The
content must be considered by the organisation’s Risk Manager (or relevant officer)
with support from the organisations Caldicott Guardian and legal advisor/ team as
required. It is important to share information safely for the purposes of learning whilst
maintaining the principle of openness and transparency.

5. Next steps

It is important to recognise that the closure of an incident marks only the completion of
the investigation process. The delivery and implementation of action and improvement
may be in its infancy at this stage. Implementing change and improvement can take
time, particularly where this relates to behavioural and cultural change. It is not
unreasonable for improvements to take many months or even years in some cases.

It is important that providers and commissioners invest time and resources into
monitoring and progressing with long term actions, particularly where these address
the causes contributing to other incidents across the system. A mechanism for the
monitoring and review of actions should be agreed by the provider and commissioner.

48 .. . . . . .
For example where a commissioner assists and/or provides advice or support to a small independent provider
in the investigation process.
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Patients and families involved may also wish to maintain their involvement with the
organisations after the investigation is closed in order to seek assurance that action is
being taken and that lessons are really being learned. Opportunities for future
involvement should be made available where this is the case.

In order to prevent issues from being considered in isolation and common trends from
being missed, investigation reports and action plans should be reviewed collectively by
providers on a regular basis. A more collective approach can help to make the delivery
of multiple action plans more manageable and can also help inform wider strategic
aims for the organisations involved.
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Appendix 1: Regional Investigation Teams: Investigation of
homicide by those in receipt of mental health care

Introduction

This Standard Operating Model has been developed by NHS England’s regional
teams with contributions from a wide range of stakeholders including families, carers,
NHS England Regional and Area Team Directors of Nursing, regional investigation
team leads and independent investigators. It describes the process overseen by NHS
England’s regional investigation team to ensure an appropriate approach is
undertaken when responding to mental health care-related homicides. It must be read
in conjunction with the main Framework.

Scope

This appendix covers the process for investigating mental health care related
homicides only. Other circumstances that may require an independent investigation
and the process that should be followed in such circumstances are described in
Appendix 3.

The regional investigations team should commission an independent investigation of
mental health care related homicides when a homicide has been committed by a
person who is, or has been, subject to a care programme approach, or is under the
care of specialist mental health services, in the past 6 months*® prior to the event.

Regional involvement in other circumstances requiring independent investigation is
described in Appendix 3.

Investigations carried out under this Framework are conducted for the purposes of
learning to prevent recurrence. They are not inquiries into how a person died as this is
a matter for Coroners. Neither are they conducted to hold any individual or
organisation to account. Other systems exist for that, including: criminal or civil
proceedings, disciplinary procedures, employment law and systems of service and
professional regulation, such as the Care Quality Commission and the Nursing and
Midwifery Council, the Health and Care Professions Council, and the General Medical
Council. In circumstances where the actions of other agencies are required then those
agencies must be appropriately informed and relevant protocols, outside the scope of
this Framework, must be followed.

Purpose

Homicides committed by those in receipt of mental health care have devastating
consequences for the family of the victim (s), patients and their families and a profound
impact for all parties involved. These incidents often require complex, multi-agency
investigations involving internal and external stakeholder across geographical and
organisational boundaries. The purpose of having a regionally led standardised
approach to investigating such incidents is to:

* 6 months is included as a guide and each case should be considered individually- it may be appropriate to
declare a serious incident and commission an independent investigation for a homicide by a person discharged
from mental health care more than 6 months prior to the event.
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e Ensure that mental health care related homicides are investigated in such a
way that lessons can be learned effectively to prevent recurrence;

e Explicitly consider and if necessary, commission independent investigations into
the wider commissioning system and configuration of services that may have
contributed to the incident in question;

e Facilitate further examination of the care and treatment of patients in the wider
context and establish whether or not an incident could have been predicted, or
prevented, and if any lessons can be learned for the future to reduce the
chances of recurrence;

e Provide additional objectivity required due to the significant impact of these
events on the victim’s family and carers, plus the wider public concern that can
arise following such an event;

e Ensure that any resultant recommendations are implemented through effective
action planning and monitoring by providers and commissioners;

e Ensure families (to include friends, next-of-kin and extended families) of both
the deceased and the perpetrator are fully involved. Families should be at the
centre of the process and have appropriate input into investigations;

¢ Improve the quality, consistency and timeliness of commissioning independent
investigations into such cases through the use of a national Framework of
approved investigators;

e Ensure that there is early consideration for joint investigations if other agencies
will be carrying out investigations into the same event(s) e.g. in cases of the
death of a child. Wherever possible agencies involved should consider if it is
possible to commission a single investigation. The regional investigations team
will ensure that, together with police, Health and Safety Executive, Local
Safeguarding Boards and/or other agencies, agreement is reached regarding
an approach to:

o The timing of investigations;
o Sharing of information and confidentiality issues; and
o Communications with families, carers, staff and the media.

The regional investigations team will also ensure that the necessary consent, to
access information for the purpose of the investigation and also to share information
with the victim’s family, is sought as required at the earliest opportunity.
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The Standard Operating Model

The reporting requirements and information exchange within the model has three
defined stages:

Providers report an incident through the NHS serious incident
management system (STEIS) or its successor mechanism and conducts
an initial review and produce a 72 hour report:

Providers conduct an internal investigation and produces an
investigation report within 60 days:

The NHS England Regional Investigation Teams in conjunctions with the
Independent Investigations Review Group (IIRG) reviews these reports
and considers commissioning an independent investigation.

Stage 1 - Incident reporting to the NHS serious incident management system,
STEIS, or its successor, the initial 72-hour service management review and
report

e In the event of an incident the provider should enter all relevant and known details
about the incident on the NHS serious incident management system (STEIS or its
successor). The provider should inform the NHS England Sub-region quality lead,
and the relevant CCG incident/quality lead™°.

e The NHS England sub-region quality lead will alert the Regional investigations
team via the Regional investigations team e-mail account and work with an
identified lead in the CCG who will ensure an initial 72-hour review is completed by
the provider.

e The aim of the review is to cover necessary immediate action with respect to;

- ldentifying and providing assurance that the safety of staff, patients and the
public is protected;

- Assessing the incident in more detail (and to confirm if the incident requires a
full investigation);

- Proposing the appropriate level of investigation; and

- Communicating with relevant individuals and organisation including the families
(of victims and perpetrators) Police, CQC, Monitor, TDA, Coroner, HSE as
required.

e Providers should actively seek the details of all victims and their families through
the appropriate channels at an early stage.

e The 72 hour review report should be shared with the CCG lead, Sub-region quality
lead, and the Investigation Team.

> Where there are multiple commissioning organisations involved, this Framework encourages providers and
commissioners to establish a lead commissioning model (wherever possible) so that the provider engages with
one commissioner on a frequent basis. See Part Two, section 2 of this Framework for further details.
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Stage 2 — Provider focussed internal investigation and 60-day investigation
report

The relevant commissioner (typically the quality lead within the CCG) will ensure
that the service provider undertakes a robust and thorough internal investigation.
The Regional Investigations Team will be available to support and help develop
the terms of reference with the commissioner and other stakeholders as
necessary. An opportunity must be given to the family members of the victim and
the alleged perpetrator to have input in to the terms of reference and raise
concerns where possible.

The internal investigation should be completed within 60 working days (from the
date in which the incident is reported), be of good quality and underpinned by clear
terms of reference. It should demonstrate the application of robust investigative
methodologies which result in effective recommendations to prevent recurrence as
outlined in part three of the main Framework.

All investigative material should be retained and be readily available to share with
the Independent Investigators if required.

In addition to established local reporting procedures the 60 day report should also
be shared with the CCG lead, sub-region quality lead and the Investigation Team
and affected families.

Stage 3 - Independent Investigations Review Group (IIRG)

An 1IRG has been established by each NHS England Regional Investigations
Team. Its purpose is to review and help determine cases which require
independent investigations. Each IIRG will have representation from experts in the
field of mental health and/or investigation as well as lay members. Upon receipt of
the 60 day report the relevant NHS England Regional Investigation Team will
make arrangements for a review by the IIRG to take place. They will consider the
scope and quality of the internal investigation, provide feedback and determine
whether an independent investigation is required.

It should be noted that there is no automatic bar on conducting independent
investigations whilst criminal proceedings are underway. There should be an early
discussion with relevant partners (e.g. police, Coroner) to ensure that
investigations can commence at the earliest opportunity. The Regional
Investigations Team will advise the provider of the IIRG decision and inform them
if an investigation is required and at what level.

Commissioning the independent investigation

The regional investigations team will ensure the families of both the perpetrator
and the victim are fully informed about the investigation and its parameters, what
they can expect from it and how they can contribute.

The regional investigations team will then draw up the terms of reference for the
independent investigation following liaison with all appropriate stakeholders.

A tender process will then take place to identify a suitable independent investigator
to conduct the investigation.

The regional investigations team will seek the consent of the perpetrator for
access to their medical records to be released to the independent investigators
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(NB: agreement to access to the victims medical records may also be required in
some cases).

Conducting the independent investigation

The regional investigations team will arrange a start-up meeting with key

stakeholders to be involved in the investigation process. The purpose is to;

- Introduce the stakeholders to the Independent investigators:

- To establish links with each of the stakeholders in order to facilitate the
investigation process;

- To refine the terms of reference;

- Set timescales for monitoring purposes; and

- Discuss issues of concern

The independent investigation should be completed in 6 months from the date it is
commissioned.

Throughout the investigation, monthly reports will be provided by the independent
investigator to the NHS England Regional Investigations Team and bi-monthly
reports to all stakeholders.

The first draft of the final report will be shared by the investigator with stakeholders
to check its factual accuracy. Commissioners and providers should then meet to
begin the development of the action plan to address the report’s
recommendations. Comments from stakeholders during this process will also be
considered by the Independent Investigators for inclusion in the final draft.

The final draft report will be submitted to the Regional Investigations team which
will ensure the necessary steps are undertaken to agree sign-off, publication and
closure of the investigation.

Information Governance

In undertaking and commissioning investigations, personal information and
records are shared as necessary by providers, CCGs, NHS England and
independent investigators. Personal information relating to patients and staff will
be treated in line with NHS England’s policies on confidentiality, data protection
and information governance.

Access to personal identifiable information about patients in these cases will be
restricted to staff working in investigation teams, the legal advisors and internally
within NHS England when necessary for the purposes of the investigation.
Internal and independent investigation reports will be shared with stakeholders,
including the family of the victims involved. Independent investigation reports (and
action plans) will be published, so issues concerning anonymity and consent for
disclosure of personal information must be considered at an early stage in the
investigation process. Each NHS organisation has a Caldicott Guardian who is
responsible for protecting the confidentiality of patient and service-user
information and enabling appropriate information-sharing. Advice from the
Caldicott Guardian should be sought if guidance is needed about the disclosure of
patient identifiable information.

Information Governance must not stand in the way of a thorough investigation
process that involves the victim’s and their families. Those undertaking
investigations should be aware of how to access the support of their Information
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Governance Leads, who can provide guidance in relation to the requirements of
the duty of confidentiality, Data Protection Act and Human Rights Act, particularly
where patients have expressed relevant views about access to their information.
Organisations have a responsibility to understand these issues and deliver an
open and transparent report.

Legal opinion

When the final draft independent investigation report is received by the Regional
Investigation Team, it will be sent for legal review (to examine compliance with the
law and to determine whether it is susceptible to legal challenge). The review will
need to consider a number of issues, including:

- Whether the terms of reference have been met;

- Whether conclusions are supported with evidence;

- Whether the report is defamatory; and

- Whether confidentiality and data protection protocols have been followed.

Following this process the review findings will be shared with the Independent
Investigators to amend their report as necessary.

The final report will then be submitted to the IIRG for acceptance on behalf of NHS
England. NB: any issues/concerns must be discussed and where further action is
required the investigator/investigating team must be informed.

Pre-publication

The Regional Investigations Team will arrange a pre-publication meeting with
stakeholders to ensure that, prior to the report’s publication;

- legal issues have been addressed;

- recommendations have been considered by all parties, an action plan
developed and, stakeholders have had the opportunity to comment on it;

- victim’s, families, perpetrators and their families have had an opportunity
receive a hard copy of the report in good time to review and understand its
findings and recommendations;

- individuals cited in the report have had the opportunity to comment;

- acommunications, media handling plan and publication date have been
agreed; and

- adate to present for sign off and closure have been agreed.

Sign off and closure

A meeting with relevant commissioners, NHS England Regional and Sub-regional
leads must be convened. The victim’s family or their advocates should be invited
to attend. The perpetrator and the family and/or their representatives should also
have an opportunity to discuss the sign-off and closure of investigation with
relevant parties.

The commissioners should advise the providers senior leadership team (i.e. Chief
Executive, the Medical Director and/or Director of Nursing) that they will be
required to attend to present their action plan for sign off.

Sign off and closure should be agreed. Clearly any concerns/issues highlighted by
any interested party must be considered by those responsible for commissioning
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the investigation (i.e. the regional investigation team). The regional investigation
team must seek to understand the issue, consider and appropriately agree what
further action is required.

The commissioners will share the report with the Sub-region Quality Surveillance
Group.

It is important to recognise that the closure of the investigation does not mark the
end of the case. Implementing actions and improvement can take a considerable
amount of time. Providers and commissioners must ensure there are robust
processes for monitoring the implementation of long term actions (see part three,
section 4.5-5 for further details).

Publication

Reports should be made public in the interests of learning and transparency. NHS
England will publish and share the independent investigation reports on its
website. In order to encourage greater local accountability and ownership,
independent reports will also be published by the relevant commissioners and the
provider organisation.

Independent Investigation reports are publicised in an anonymised format.

Perpetrators can be named at their request, as can victims or where the families
make a request.

Resultant action plans will be published on the provider organisations website and
be updated until completion.
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Appendix 2: Notification of Interested bodies

Serious incidents must be notified without delay (or within specified timescales) to all
relevant bodies via the appropriate routes. Guidance produced by specific bodies
should be referred to in order to ensure compliance with their requirements.
Commissioners should be notified of serious incidents no later than 2 working days
after the incident is identified.

CcQC

HSCA notification must be made by all services registered under the Health and Social
Care Act (HSCA). This includes all NHS Trusts, independent healthcare, adult social
care, primary dental care and independent ambulance providers.

The way in which notifications are made will depend on their nature and the type of
service. The process differs slightly for NHS Trusts than for other providers

For NHS Trusts, the requirement to report incidents is typically met by reporting
incidents to the National Reporting and Learning System. Please refer to the CQC’s
notification guidance which outlines how each type of notification needs to be made:
http://www.cqc.org.uk/content/notifications

Controlled Drugs

Serious incidents relating to controlled drugs must be reported to the provider’s
Accountable Officer.

Coroner

An unexpected death (where natural causes are not suspected) and all deaths of
detained patients must be reported to the Coroner by the treating clinician. This should
be done immediately. It is recognised that, following an unexpected death, a serious
incident may not be identified until the issuing of the coroner’s report.

Coroners make two sorts of referral to the police:

e For an investigation under the Coroner’s Act where the Coroner expects a police
officer to investigate the death and prepare a file for the inquest by obtaining
witness statements and other evidence.

e For a criminal investigation where the Coroner is concerned that the circumstances
of the death may involve criminal liability.

Investigating police officers should be clear with the NHS and other organisations
when they are acting on behalf of the Coroner to establish the cause of death, rather
than investigating a crime. If the matter becomes a criminal investigation, the
investigating officer should make it clear to the NHS organisation and others that the
status of the investigation and their role in it has changed.
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Defects and Failures

Where incidents relate to a defect or failure involving engineering plants, infrastructure
and/or non-medical devices, a defect and failure report should also be submitted by
the organisation to the Department of Health via the defect and failure reporting portal
http://efm.hscic.gov.uk/

Health and Safety Executive (HSE)

The HSE is responsible for the enforcement of the Health and Safety at Work Act 1974
(HSWA) and ensuring that “risks to people’s health and safety from work activities are
properly controlled”. Serious incidents may need to be reported under the Reporting of
Injuries, Diseases and Dangerous Occurrences Regulations 1995 (RIDDOR). The
trigger point for RIDDOR reporting is over 7days’ incapacitation (not counting the day
on which the accident happened). Further information on reporting is available at
http://www.hse.gov.uk/riddor/report.htm

Incidents involving work-related deaths (or cases where the victim suffers injuries in
such an incident that are so serious that there is a clear indication, according to
medical opinion, of a strong likelihood of death) should be reported under RIDDOR
and managed in accordance with the Work-Related Deaths Protocol. In the first
instance the incident should be reported within the organisation in the normal way and

viii

to the commissioning organisation™.

Health Education England

Directors of Education and Quality (DEQ) in Health Education England (HEE) and its
Local Education and Training Boards are responsible for the quality of the education
and training provided to medical, nursing, dental and Allied Health Professionals
(AHP) students and others, and training grade doctors. These students may be
involved in serious incidents and HEE have a duty of care to them. Also they are an
excellent source of feedback on the standard of patient care experienced in their
placement.

HEE DEQs should therefore be informed about serious incidents where trainees are
involved. The provider should ensure that the responsible DEQ is made aware of the
incident as soon as possible. This does not, however, alter the serious incident
management process which should be undertaken in line with national serious incident
Framework.

Care must be taken to ensure all parties understand that notification of serious
incidents involving trainees is focussed on supporting those trainees and ensuring the
standards of training are appropriate. It is very rare that serious incidents are the result
of individual failings and notifications sent to DEQs are not intended as a comment or
judgement on the capability of trainees.

Information governance serious incidents, Caldicott and data protection

When reporting serious incidents, providers must comply with Caldicott, data
protection and information governance requirements. Where incidents relate to
information governance (IG) issues they should be reported within the IG toolkit, in line
with the Health and Social Care Information Centre guidance HSCIC Checklist
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Guidance for Reporting, Managing and Investigating Information Governance Serious
Incidents Requiring Investigation and subsequent guidance™.

The severity of the incident must be assessed using the scale and severity factors
outlined within the HSCIC guidance. All incidents which reach the threshold for a level
2 1G related serious incidents are reported publicly via the IG toolkit and should be
reported and investigated as serious incidents under this Framework. Serious
incidents relating to information governance have to be reported on the NHS serious
incident management system, STEIS or its successor, as well as the IG toolkit.

Organisations must be registered to access the HSCIC IG toolkit. Login details will be
provided when the organisation undertakes the initial IG assessment which is a dual
functionality of the toolkit and provides NHS organisations with a means of self-
assessing performance against key aspects of information governance. For further
information relating to the assessment and reporting process please refer to the
HSCIC guidance or contact your regional information governance lead.

Organisations must be aware that the information reported to the IG toolkit will be
published within the public domain. Consequently, the transfer of STEIS reports to the
IG toolkit is not recommended unless the content has been approved for publication
and a separate report is typically required. It is acknowledged that reporting to both the
IG toolkit and STEIS represents duplication of reporting, however the IG toolkit does
not currently provide a mechanism for informing relevant commissioners of IG serious
incidents and so STEIS reporting is required to ensure that information is shared.

Local Authorities

Local authorities are responsible for commissioning specific public health services
including health protection, health improvement and population healthcare.
Responsibility for the quality of care being provided is recognised by the governance
arrangements within the local authority. Local Authority commissioners must use their
interactions with health care providers and commissioners to identify any actual or
potential quality problems.

As part of the local Quality Surveillance Groups, Local Authorities will share
information and intelligence and learning in relation to serious incidents. Health and
Wellbeing Boards also provide a link to the Local Authorities’ quality agenda where
intelligence should be shared to inform local leadership for quality improvement.

Local Authorities also have a particular role to play in safeguarding adults and children
and young people in vulnerable circumstances. Providers and commissioners must
ensure that information about abuse or potential abuse is shared with Local Authority
safeguarding teams.

The interface between the serious incident process and local safeguarding procedures
must therefore be articulated in the local multi-agency safeguarding protocol and
policies. Providers and commissioners must liaise regularly with the local authority
safeguarding lead to ensure that there is a coherent multi-agency approach to
investigating safeguarding concerns, which is agreed by relevant partners.

Medicines and Healthcare products Regulatory Agency (MHRA)
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Organisations should report suspected problems (‘adverse incidents’) with a medicine
or medical device to the MHRA using the Yellow Card Scheme as soon as possible if:

- A medicine causes side effects

- Someone’s injured by a medical device, either because its labelling or
instructions aren’t clear, it's broken or has been misused

- A patient’s treatment is interrupted because of a faulty device

- Someone receives the wrong diagnosis because of a medical device

- A medicine doesn’t work properly

- A medicine is of a poor quality

- You think a medicine or medical device is fake or counterfeit

Further details are available at:
http://www.mhra.gov.uk/Safetyinformation/Reportingsafetyproblems/index.htm

Monitor

NHS Foundation Trusts are required to inform Monitor about relevant serious incidents
(i.e. any incidents which may reasonably be regarded as raising potential concerns
over compliance with their licence) requiring investigation.

NHS Protect

NHS Protect, through their contractual standards, stipulate that appropriate security
management arrangements must be in place. This includes the provider employing or
contracting a qualified person to undertake and/or oversee the delivery of the full
range of security management work. The qualified person (the Local Security
Management Specialist (LSMS)) works with the Area Security Management Specialist
(ASMS) to ensure robust arrangements are in place.

The Security Incident Reporting System (SIRS) is an electronic tool which allows NHS
health bodies to report security incidents occurring on their premises to NHS Protect,
enabling the creation of a national picture of such incidents across the NHS in
England, for use in detecting and preventing crime in a national, regional and sector
specific context.

Where a serious incident occurs to a member of staff resulting from a physical or non-
physical assault, there is a requirement to report this to NHS Protect via the Security
Incident Reporting System (SIRS). The same reporting requirement relates to
incidents involving loss or damage to property and assets of NHS organisations, staff
and patients.

Users can access an online web portal for incidents to be added or edited, and SIRS
can also integrate with local NHS risk management systems to allow a single or bulk
upload of records.

More information can be found here http://www.nhsbsa.nhs.uk/4247.aspx

NHS Trust Development Authority
NHS Trusts should directly inform the TDA of all serious incidents
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Police
The police are likely to investigate incidents where there is;

e evidence or suspicion that the actions leading to harm (including acts of
omission) were reckless, grossly negligent or wilfully neglectful;
e evidence or suspicion that harm/adverse consequences were intended

In the first instance the incident should be reported within the organisation in the
normal way and to the commissioning body. Referral to the police should be
undertaken by a senior member of staff in the reporting organisation.

Professional regulators and professional misconduct

The vast majority of serious incidents are caused by the failure of systems and not the
actions of individuals and this must be recognised by the team handling the
investigation. Serious incident management process should be followed and
progressed in line with the national Serious Incident Framework even if grounds arise
to suggest that a serious incident may have occurred as a result of ‘professional
misconduct’. If grounds for professional misconduct are suggested it is important that
the appropriate lead (e.g. the Responsible Officer/Medical or Nursing Director) within
the provider organisation is alerted (within 2 days) to ensure that appropriate action is
taken as and when required. Appropriate action includes the investigation and/or HR
team taking time to carefully assess or refer on to experts the actions or omissions in
question, within the context of the incident, to identify whether these are considered
reckless or malicious, as opposed to slips, lapses, or a situation where there are
others routinely taking the same route or in need of similar levels of support,
supervision or training. Systems failures are most likely to be at the core of the
problem and, the most effective place to target improvements/solution to prevent
recurrence.

The Incident Decision Tree should be used to determine if action is required in relation
to individuals™*

Information relating to all Statutory Regulators and the process for managing
professional misconduct can be found in the statutory regulators directory
http://www.professionalstandards.org.uk/requlators/statutory-requlators-directory

Public Health England

Public Health England (PHE) Screening and Immunisation Leads, based within NHS
England Sub-regions, have a system leadership role for screening and immunisation
programmes. They have a responsibility to support the oversight and management of
incidents which occur within these programmes and will liaise with other PHE experts
to ensure that the investigation and response to an incident is managed appropriately.
PHE’s Screening Quality Assurance team also has a key role in the investigation and

> The Incident Decision Tree aims to help the NHS move away from attributing blame and instead find the cause
when things go wrong. The goal is to promote fair and consistent staff treatment within and between healthcare
organisations. NHS England is currently redeveloping the Incident Decision Tree with a plan to re-launch in early
2015.
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management of serious incidents within screening programmes. Screening and
Immunisation Leads within NHS England must ensure the Screening Quality
Assurance team is notified when incidents occur within screening programmes.

PHE also has a broader role in supporting the management of serious incidents that
occur within other NHS services, where there is a potential for the incident to have
adversely affected the health of a wider population. Such incidents may include
decontamination failures; inadvertent contact on NHS premises of patients and staff
with someone with a transmissible infectious disease such as measles or TB;
outbreaks of health care associated infections; the finding of a Health Care Worker
infected with a blood borne virus; failure of microbiological laboratory practice;
release/widespread exposure to harmful chemicals or a source of radiation.

Where the potential exists for the health of a wider group of people to be adversely
affected by an incident in the NHS, the responsible NHS provider must contact the
relevant Public Health England Centre through their Health Protection Team and
involve PHE as part of the local incident control team. Commissioners must work with
the providers of services which they directly commission to ensure this is the case.
Public Health England will provide expert input to the assessment of population risk
and advice on the management of public health aspects of the incident. The local
team will draw on regional and national expertise within PHE as necessary.

Serious Adverse Blood Reactions and Incidents (SABRE)

The UK Blood Safety and Quality Regulations 2005 and the EU Blood Safety Directive
require that serious adverse incidents and serious adverse reactions related to blood
and blood components are reported to the MHRA, the UK Competent Authority for
blood safety. This information is vital to the work that the Serious Hazards of
Transfusion (SHOT) uses to compile its reports. Further details on reporting can be
found at:
http://www.mhra.gov.uk/Safetyinformation/Reportingsafetyproblems/Blood/index.htm
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Appendix 3: Independent Investigation (level 3)
Introduction

This appendix describes the process for undertaking independent investigations for
the purposes of learning to prevent recurrence. It describes the circumstances in
which an independent investigation may be required and the process for
commissioning and managing these types of investigation. It also outlines the potential
scope of independent investigations and the circumstances where it may be necessary
to involve the expertise of NHS England Regional investigation teams. It does not
describe the regional process that has been established for investigating homicide by
those in receipt of mental health care. This process is described in appendix 1. This
appendix should be read in conjunction with the main Framework.

Scope

Investigations carried out under this Framework are conducted for the purposes of
learning to prevent recurrence. They are not inquiries into how a person died (where
applicable) as this is a matter for Coroners. Neither are they conducted to hold any
individual or organisation to account. Other processes exist for that purpose including:
criminal or civil proceedings, disciplinary procedures, employment law and systems of
service and professional regulation, such as the Care Quality Commission and the
Nursing and Midwifery Council, the Health and Care Professions Council, and the
General Medical Council. In circumstances where the actions of other agencies are
required then those agencies must be appropriately informed and relevant protocols,
outside the scope of this Framework, must be followed.

An independent investigation is an investigation into an incident which is both
commissioned and undertaken independently of those directly responsible for and
directly involved in the delivery of the elements that the investigation is considering.

This guidance considers two types of independent investigation:

1. The firstis an independent provider-focussed investigation considering the
specific care given to a patient or patients by one or more providers. This type
of investigation should be commissioned by the commissioner of the care within
which the serious incident occurred and undertaken by individuals who are all
independent of the provider(s) in question.

2. The second type is a wider independent investigation of the role of the
commissioning system or the configuration of services, which must be
commissioned and undertaken independently of the aspects of the system that
are under investigation, including independently of any directly involved
commissioners. Incidents requiring this type of investigation will usually require
a regionally or centrally led response. The most appropriate organisation to
commission and quality assure the investigation must be agreed on a case by
case basis.
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Within each Regional Team of NHS England a Regional investigation team has been
established. This team, with input from an Independent Investigation Review Group
(IIGR)*? is responsible for commissioning independent investigation into incidents
involving homicide by those in receipt of mental health care (as outlined in Appendix
1). This team can also help to assess cases that may require independent
investigations because the incident indicates a need to commission a wider
independent investigation into the role of the commissioning system or the
configuration of services or where it is agreed a regionally led response is required
due to the scale, complexity (i.e. number of patients/services users affected/involved,
level of public concern/ media interest and number of organisations and partner
agencies involved) and the potential for cross sector learning. The commissioning of
an investigation into the commissioning system itself and/or an investigation led at the
regional level is ultimately a decision for the Regional investigation team in conjunction
with the IIRG.

Although the regional team may offer support where it is necessary to do so,
independent investigations, and the decision to commission independent
investigations, should be managed locally by the commissioner of the care in which
the incident occurred wherever possible. Local management and ownership of Serious
Incidents is of fundamental importance to ensuring appropriate and timely action.

When to conduct an independent investigation?

Independent investigations are required where the integrity of the internal investigation
and its findings are likely to be challenged or where it will be difficult for an
organisation to conduct a proportionate and objective investigation internally due to the
size of organisation or the individuals or number of organisations involved.
Independent investigations avoid conflicts of interest and should be considered if such
conflicts exist or are perceived to exist.

An independent investigation can be used as a means of assessing whether a
provider's account of an incident has been fairly presented to give credit to the findings
and assurance that lessons will be learnt to prevent recurrence, or it can be used to
obtain an objective assessment of the nature and causes of an incident irrespective of
whether or not any investigative work has been or is to be undertaken by the service
provider.

An independent investigation should be considered for the following circumstances:

e A serious incident where the organisation is unable to conduct an effective,
objective, timely and proportionate investigation. This is particularly relevant to
incidents where the obligation on the authorities to account for the treatment of
an individual is particularly stringent including:

A group established by the regional investigation team to review cases requiring independent investigation
which includes members with relevant subject expertise (in clinical practice and/or investigation) as well as lay
members.
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o Deaths (and near deaths resulting in severe harm) of those detained
under the Mental Health Act (1983) and, in certain circumstances, the
deaths of informal psychiatric in-patients>® where;

- the cause of death is unknown; and/or

- where there is reason to believe the death may have been
avoidable or unexpected i.e. not caused by the natural course of
the patient’s iliness or underlying medical condition when this is
managed in line with best practice. This includes suicide and self-
inflicted death (NB: this also includes the death of recently
transferred prisoners. Healthcare providers must inform the
relevant prison service if there is reason to suggest that the care
they received in prison could have contributed towards their
death.)

e Where the commissioner(s) or provider(s) or the patient/family feel that the
nature of the potential causes of an incident warrant independent scrutiny in
order to ensure lessons are identified and acted upon in a robust, open and
transparent manner>*.

¢ Where incidents represent a significant systemic failure leading to wide-spread
public concern and independent investigation is required to ensure public
confidence in the findings.

e Where it is necessary to examine the role of the wider commissioning system or
configuration of services (involving multi-agencies/organisations) in the
causation of a serious incident or multiple serious incidents.

e As detailed in Appendix 1, an independent investigation should be
commissioned by NHS England’s regional investigations team when a homicide
has been committed by a person who is, or has been, subject to a care
programme approach, or is under the care of specialist mental health services,
in the past six months®® prior to the event. Appendix 1 describes the procedures
that must be followed in such circumstances.

Declaration and Immediate Action

The processes/actions described in Part Three; section 2 must be followed.
In some cases it will be immediately possible to identify from the initial review, or even
before, that an incident requires an independent investigation. Where this is the case,

> E.g. cases where the relevant provider organisation has assumed responsibility (including exercising control)
for the patient’s welfare and safety: Rabone v Pennine Care NHS Foundation Trust [2012] UKSC 2. Further advice
should be sought in relation to such matters as outlined on page 66 of this guidance.

>* The final decision will rest with the commissioner although advice may be sought from the Regional
Investigations Team. The quality of the provider’s internal investigation should be considered in terms of its
content and particularly in relation to how well the concerns of the patients and their families have been taken
into consideration and addressed (refer to the assessment tool, appendix 8).

>> Six months is a guide and each case should be considered individually as it may be appropriate to declare a
serious incident for a homicide by a person discharged from more than 6 months prior to the event.
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then the commissioner should take the necessary action to commission an
independent investigation to ensure that action is taken without delay. It most cases
however, the provider will complete their own internal investigation and this will be
reviewed by the relevant commissioners before the need to commission an
independent investigation is agreed.

It is fundamental that the patients/services users and/or family/carers are involved
from the very beginning of the process and that their needs are assessed to ensure
they are appropriately supported (see part three; section 4.2 for further details).

Commissioning an independent Investigation

The decision to commission an independent investigation can be made at any stage of
the incident management process, depending on the nature and circumstances of the
incident.

For provider-focused independent investigations, it is the commissioner of the care
within which the serious incident occurred who should make the final decision on the
type of investigation required. Commissioners may wait until they have received the
provider’s internal report (which should be completed within 60 days, in line with
section three of this Framework) before making the decision as to whether or not to
commission an independent investigation.

In exceptional circumstances (where either the scale, severity or overall complexity
means the investigation cannot be managed locally) or those which must consider the
wider commissioning system or the configuration of services, where the decision to
undertake and commission an investigation must be taken independently of the
aspects of the system that are under investigation, including any directly involved
commissioners, a regionally or centrally led response may be required.

For a regionally led response, the Regional Investigation Team (in consultation with
the Independent Investigation Review Group) will make the final decision on the type
of investigation required. The Central Team (including appropriate national directors)
will agree a response for national issues. The appropriate response must be
considered on an individual basis. Independent investigations of this nature will usually
commence after the relevant provider-focussed (either internal or independent)
investigations are complete. It is important that all proceeding investigation reports are
made available to the independent investigating team to help inform their investigation.

Multi-agency working

The principles for collaboration and partnership working as set out in part one of this
the Framework must be followed. In line with this there should be no automatic bar to
prevent a ‘health-led’ investigation because there is a parallel police investigation
underway but there may be exceptional cases and agencies should cooperate with
one another to ensure the investigation can be managed appropriately (refer to part
one; section 1.5 for further details).

Starting the commissioning process
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A designated individual within the appropriate organisation must be identified to lead
commissioning and project management activity including allocation of the cost of the
investigation.

Appropriate steps must then be taken including the following;

o Listing all the agencies that have a stake in the care of those involved in the
incident and ensuring that they are aware of the process and are involved in the
commissioning process if appropriate.

o Identifying any legal issues that may be relevant to the independent investigation,
or any court proceedings, and obtaining the appropriate legal advice.

o Obtaining fully informed, written consent (if appropriate) from the service user(s)
involved in the incident for the release of their medical records to the
investigation team, and agreement that any personal details can be included in a
public report>®.

o In the event of the service user not giving consent or lacking capacity to consent
the commissioner will need legal advice and advice from Caldicott Guardian to
agree a way forward.

o Arranging a meeting between the investigation team, trust representatives, the
police and representatives from any other agencies who have agreed to
participate in the investigation. Timescales, ground rules, sharing of information
and terms of reference should be agreed and shared. Victims/family/carers must
also be involved and kept fully informed regarding discussion about the scale and
scope of the investigation

o Early discussion with the local Coroner

o Early identification of those affected and their families

o Informing the patients, carers and families about the investigative process and
how they can be involved. Arranging for them to meet the commissioner and then
the investigation team if wanted.

o Agreeing the timescale for the investigation, timings and setting a date for receipt
of the final report.

o If the commencement of the investigation has to be delayed, the reasons must
be clearly explained to the patients and families affected.

The investigation team

In order to ensure independence and avoid any conflict of interest, no member of the
independent investigation team can be in the employment of the provider or
commissioner organisations under investigation, nor should they have had any clinical
involvement with the individual(s) to whom the investigation relates.

Investigators must declare any connectivity that might, or might appear to,
compromise the integrity of the investigation. They must adhere to the principles set

*®|ssues concerning anonymity and consent for disclosure of personal information are important and should be
considered at an early stage in the investigation process. Each NHS organisation has a Caldicott Guardian who is
responsible for protecting the confidentiality of patient and service-user information and enabling
appropriate information-sharing. Those investigating serious incidents can seek the advice from the Caldicott
Guardian if guidance is needed about the disclosure of patient identifiable information. NHS England is seeking
advice in relation to the development of national guidance to support this issue. In the meantime, advice from
the Caldicott Guardian and specific legal advice (where required) must be sought on a case by case basis.
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out below and uphold the highest professional standards in relation to all who are
involved in the process before, during and after the investigation.

Investigators must:

e Carry out their work with professionalism, integrity, sensitivity and courtesy;

e Evaluate the standard of care delivered by the provider objectively;

e Report fairly and without favour;

e Communicate clearly and objectively using accessible language;

e Actin the best interests of patients;

e Respect the confidentiality of information received and judgements made before,
during and after the investigation;

e At all times adhere to the requirements outlined in the Terms of Reference; and

e Pay close regard to legal requirements for safeguarding the welfare of patients.

Investigators must ensure that their recommendations are;

e Comprehensive, in that they cover all the requirements of the investigations Terms

of Reference;

e Consistent, in that the evaluations of the evidence do not contradict one another;

e Reliable, in that they are based on consistent application of the evaluative criteria
i.e. extent to which that care corresponded with statutory obligations, relevant
national guidance, Trust policies, including any team or service operational
policies and professional standards; and

e Objective, in that the actions of the provider are fully and fairly evaluated and
recommendation are made in the best interests of patients.

Members of investigation teams need to be properly appointed with formal
appointment letters and a Lead Investigator must be identified from the outset™.

The skills and expertise of the independent investigation team appointed must include
the following:

Relevant clinical, social care and managerial expertise.
Expert investigation skills such as Root Cause Analysis.
Interviewing and communication skills.

Understanding of the independent investigation process.
Excellent report writing skills.

An understanding of the treatment of witnesses.

should be determined by the commissioner and/or the Regional Investigations
Team.
e Verbal communication skills including, if required, giving evidence in Court.

It is recommended that as part of the contract held with the investigators there is an
agreement that the team will undertake an independent audit to assess how far the

recommended actions have been implemented 6-12 months after the investigation.

The audit should highlight areas where providers need additional support from other
areas of the system to deliver change and improvement.

Other specific skills and expertise may be required as is specific to each case, and
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Terms of Reference

The commissioner of the investigation in discussion with the Lead Investigator is
responsible for ensuring that the investigation is underpinned by a clear terms of
reference, taking into consideration any findings from internal review,
recommendations from the panels review and the patients/family’s concerns/
questions.

The Terms of Reference are likely to include;

e Examining the care and treatment provided, including risk assessment and risk
management;

e Providing a chronology of the events leading up to the incident;

e |dentifying care or service delivery issues, along with the factors that might have
contributed to them;

¢ |dentifying underlying causes; and

e Making clear, implementable recommendations for the local health community.

If an independent investigation of the wider commissioning system and the
configuration of services is required, then this will involve consideration of whether the
causes of the serious incident may have related to, or included the range, availability
or configuration of health care service provision within a local health care economy.
Such investigations will also take into account any other issues raised by the
preceding provider-focussed investigations. The Terms of Reference are likely to
include:

¢ Consideration of the findings of the preceding provider-focussed investigations;

¢ Further investigation of the care or services provided as required;

¢ Identifying care or service delivery issues, along with the factors that might have
contributed to them;

¢ Identifying underlying causes; and

e Making clear, implementable recommendations for the local health community..

The work of the investigation team should stay within the terms of reference unless the
terms are renegotiated with the commissioner.

Closure and publication of independent investigations

The independent investigation must be completed by the investigation team within 6
months of the date it is commissioned.

The draft report must be sent to the organisations that commissioned it who will send it
to the relevant stakeholders including the patient/family involved®’. The commissioner
of the investigation will send a copy of the draft report to the relevant bodies to check

" The report may disclose confidential personal information for which consent has been obtained, or if patient
confidentiality has been breached, this is balanced against public interest. This should be considered by the
organisations Caldicott Guardian and confirmed by legal advice where required. NHS England is currently seeking
advice in relation to national guidance available to further support this matter. In the meantime, advice should
be sought in relation to each case.
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for factual accuracy only. There should not be any amendments to any outcomes or
recommendations detailed within the report. The provider(s) must review the report
and provide an updated action plan based on recommendations/ findings. This must
be done in line with the guidance set out in Part Three; section 4.4.2 of this guidance.
The action plan must be submitted to the commissioner of the investigation (and the
lead commissioners if different) as soon as possible and within 10 working days.

Commissioners of the investigation will make arrangements for a meeting with relevant
key stakeholders to approve the draft report and action plan once submitted. Once
agreed, the commissioner of the investigation will liaise with the legal advisors,
investigators, families, Trusts/providers, other commissioners/ stakeholders to agree
closure of the investigation and publication the final report.

Before the final report and action plan is published all pre-publication checks must be
complete. This includes ensuring:

e The report and action plan has been subject to legal review;

e Recommendations have been agreed by all interested parties;

e Those affected i.e. patients and their families have had an opportunity to
understand the report and its recommendations;

e Agree media handling plan;

e Anyone that may be seen to be criticised should have an opportunity to
comment;

e A robust, effective action plan is in place, including a process for review of
delivery/implementation of agreed actions; and

e Final sign off by the commissioner of the investigation.

Once signed-off, the report and action plan should be published on the websites of the
relevant commissioner, the Trust/provider and NHS England in a prominent and easy
to access area as soon as possible and within 21 days. This system should bring
greater openness and accountability.

Next steps

As outlined in Part Three; section 5, it is important to recognise that the closure of an
incident marks the completion of the investigation process only. The delivery of action
and improvement at this stage may be in its infancy. Implementing change and
improvement can take time, particularly where this relates to behavioural and cultural
change. It is not unreasonable for improvement to take many months or even years in
some cases.

It is important that providers and commissioners invest time in monitoring and
progressing with long term actions, particularly where these may addresses the
causes contributing to other incidents across the system. Patients and families
involved may also wish to maintain their involvement with the organisations after the
investigation is closed to seek assurance that action is being taken and that lessons
are really being learned. Opportunities for future involvement should be offered where
this is the case.
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Implications of the Human Rights Act

The Human Rights Act 1998, which gives effect in the UK to the European Convention
on Human Rights (ECHR), may impact investigations carried out in relation to serious
incidents. The relevant Article of the ECHR is Article 2 — right to life®.

Article 2 have been interpreted in the case law of UK courts and the European Court of
Human Rights as imposing both positive and procedural (investigative) obligations on
the State. This means that ‘the state must never arbitrarily take someone’s life and
must also safeguard the lives of those in its care. In addition, the state must carry out
an effective investigation when an individual dies following the state’s failure to protect
the right to life, or the use of force by government officials "".

Not all incidents being investigated under this guidance will trigger a duty for the
investigation to be Article 2 compliant®. On the one hand, the duty does not, for
example, arise in every case where someone dies in hospital. On the other hand, it will
almost always arise where there is an unexpected death in custody (including those
detained under the Mental Health Act (1983)) and where there are real concerns that
there were failures of care. It may also arise as a consequence of the control of and
responsibility assumed for the individual, so Article 2 could apply to the death of an
informal psychiatric patient. However, every case will depend on its own facts and
legal advice should be sought.

It is important to note that any duty to carry out an Article 2 compliant investigation
covers the whole span of investigations following death or incident, and not simply an
investigation under this guidance in isolation. Normally, the coroner’s inquest will
ensure Article 2 compliance either on its own or with an investigation carried out under
this guidance and/or civil or criminal proceedings. An investigation under this guidance
may contribute towards to the coroner’s inquest as part of the State’s overall response
to its Article 2 obligations. Again, legal advice may be needed to determine the scope
of and proper procedures for any investigation under this guidance that involves
significant Article 2 issues.

*® Further information is available online at:
http://www.equalityhumanrights.com/sites/default/files/documents/humanrights/hrr_article 2.pdf
> The requirements of such an investigation are:
e the authorities must act of their own motion;
e theinvestigation must be carried out by a person who is independent of those implicated in the events
being investigated;
e theinvestigation must be effective in the sense that it must be conducted in a manner that does not
undermine its ability to establish the relevant facts;
e theinvestigation must be reasonably prompt;
e there must be ‘a sufficient element of public scrutiny of the investigation or its results to secure
accountability in practice as well as in theory’
e the degree of public scrutiny required may well vary from case to case;
e there must be involvement of the next of kin to the extent necessary to safeguard his or her legitimate
interests.
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Appendix 4: Domestic Homicide Reviews
Adapted with kind permission from NHS England, London
A Domestic Homicide is defined as:

The death of a person aged 16 or over which has, or appears to have, resulted from
violence, abuse or neglect by—

a) a person to whom s/he was related or with whom s/he was or had been in an
intimate personal relationship, or

b) a member of the same household as him/herself, held with a view to identifying
the lessons to be learnt from the death.

A Domestic Homicide is identified by the police usually in partnership with the
Community Safety Partnership (CSP) with whom the overall responsibility lies for
establishing a review of the case.

Where the CSP considers that the criteria for a Domestic Homicide Review (DHR) are
met and should be undertaken, they will utilise local contacts and request the
establishment of a DHR Panel. An independent chair will be appointed.

The Review Panel must include individuals from the statutory agencies listed under
section 9 of the Domestic Violence, Crime and Victims Act 2004, this includes NHS
England, and Clinical Commissioning Groups.

Domestic Homicide Reviews
The purpose of a Domestic Homicide Review is to;

a) establish what lessons are to be learned from the domestic homicide regarding
the way in which local professionals and organisations work individually and
together to safeguard victims;

b) identify clearly what those lessons are both within and between agencies, how
and within what timescales they will be acted on, and what is expected to
change as a result;

c) apply these lessons to services including changes to policies and procedures
as appropriate; and

d) prevent domestic violence and abuse and improve service responses for all
domestic violence and abuse victims and their children through improved intra
and inter-agency working.

DHRs are not inquiries into how the victim died or into who is culpable; that is a
matter for coroners (as to how?) and criminal courts (as to culpability), respectively, to
determine as appropriate™.

Providers (including GPs and Primary Care)
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The Domestic Violence, Crime and Victims Act (2004) requires provider organisations
to respond to requests for Individual Management Reports (IMR) in a timely manner,
reflecting on any learning which might be gained from the issues raised in the IMR.
The IMR must be completed by a third party, rather than any persons involved in the
care of the victim, perpetrator or family members. For small providers, this may mean
making reciprocal arrangements with partner organisations or commissioning an
independent organisation to complete the IMR. If requested by the Chair the provider
organisation must provide a panel member.

Clinical Commissioning Groups

The CCG must provide a panel member and work with the Community Safety
Partnership to ensure that action plans are implemented locally, and learning shared
across NHS providers.

CCGs may be directed by the Secretary of State to participate in a Domestic
Homicide Review, under Section 9(3) of the Domestic Violence, Crime and
Victims Act (2004).

NHS England

NHS England will provide a panel member, provide oversight of IMR’s at panel
meetings, ensure that recommendations and actions are achievable, and disseminate
learning across the NHS in England.

NHS England may support panel Chairs where obstacles to full NHS participation are
experienced, using a range of relationship, contractual and regulatory influences.
NHS England may work in partnership with CCGs to identify victim and perpetrator
GPs, through whom other NHS providers involved in the care of the victim and/or
perpetrator may be identified.

NHS England may be directed by the Secretary of State to participate in a
Domestic Homicide Review, under Section 9(3) of the Domestic Violence, Crime
and Victims Act (2004).

NHS England will work in partnership with the CCGs to ensure that local services
deliver high quality, safe and effective services through the implementation of action
plans.

NHS England will collate learning from Domestic Homicides and make
recommendations to Education Commissioning organisations for professional
development opportunities for all professions.

Management of the Domestic Homicide Process
The authority to request Individual Management Reports from NHS provider
organisations lies with the Chair of the Panel, or the Community Safety Partnership

who exercise this authority under the Domestic Violence, Crime and Victims Act 2004.

Where agreed NHS England’s Regional Offices will designate a regional lead and
provide a co-ordination role for Domestic Homicide Reviews, providing a central point
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for contact (for example, in London via ENGLAND.LondonInvestigations@nhs.net) to
minimise the burden on non-NHS partners.

It is the responsibility of the Community Partnership to inform NHS England of a
Domestic Homicide; however CCGs must inform the relevant Regional Lead (and
their Sub-region) if they are informed of a Domestic Homicide.

The panel member from NHS England should be selected by the appropriate Sub-
region Director of Nursing in collaboration with the regional lead
facilitating/coordinating the DHR management process. The panel member will provide
an update to the relevant (regional and Sub-region) leads on monthly basis (or as
agreed).

When to declare a serious incident?

A serious incident should be declared and managed in line with the guidance in part
one, section 1-1.5 of this Framework. The initiation of a DHR does not automatically
constitute a serious incident in the healthcare service.

On-going assistance and oversight for DHRs

NHS England regional teams must keep a library of recommendations for panel
members to access, and panel member must work with regional leads to ensure
recommendations are consistent and achievable. This can then fed into an annual
Domestic Homicide report.

All regional leads should liaise closely with colleagues in the Home Office to support
the review and evaluation of the Home Office Multi-agency Statutory Guidance for the
Conduct of Domestic Homicide Reviews®. The four regional leads will produce, with
appropriate support, an Annual Report for NHS England on Domestic Homicide and
the NHS.

% Home Office Multi-agency Statutory Guidance for the Conduct of Domestic Homicide Reviews (2013)
https://www.gov.uk/government/uploads/system/uploads/attachment data/file/209020/DHR Guidance refres
h HO final WEB.pdf
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Appendix 5: Assigning Accountability: RASCI model

1.

Providers of NHS funded care often deliver services commissioned by different
commissioning organisations. These may include, NHS England, multiple CCGS
and Local Authorities. This can lead to uncertainty and ambiguity in relation to
serious incident management.

Therefore, within each provider (where there are multiple commissioners), it is
recommended that a ‘lead commissioner’ (usually the commissioner with the
greatest contract value) is identified to lead oversight of serious incident
management across the organisation. This should be formally agreed for each
contract (e.g. through a collaborative agreement).

Accountable commissioners (i.e. contract signatory) must work collaboratively with
and through other commissioners, to ensure the reporting arrangements are
included within contracts. Whilst they may delegate responsibilities for serious
incident management to other commissioners they remain accountable for quality
assuring the robustness of the serious incident investigation, learning and action
plan implementation undertaken by their providers.

It is recommended that each contract should have a RASCI (Responsible;
Accountable; Supporting; Consulting; Informed) matrix (see table below) to support
the robust and effective oversight management of serious incidents. The matrix
must clearly identify the Accountable (Contracting) Commissioner (whether NHS
England or a CCG) regardless of any delegation of management responsibilities.

Where serious incidents occur within services without a RASCI model, it is
recommended that a model is developed and agreed by the relevant
commissioning organisations to ensure roles and responsibilities in relation to
managing the incident are clearly set out.

Involving NHS England as direct commissioners:

a. NHS England has direct commissioning responsibilities®* which are
discharged via its sub-regions. The commissioning functions within the sub-
regions vary (some have specific functions in commissioning specialised
services or healthcare within the health and justice system for example).
Wherever possible however, NHS England is working towards a consistent
approach where quality and safety concerns are managed at a local level

®1 GP services, community pharmacy, and primary ophthalmic services (mainly NHS sight tests); all dental
services - primary, community, hospital; specialised services; high-secure psychiatric services; offender health;
some aspects of healthcare for members of the armed forces and their families; and public health services
(screening, immunisation, services for children aged 0-5 including health visiting) on behalf of Public Health
England
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providing this is feasible given the level of local resource and expertise to
manage such concerns.

b. The functions of NHS England Sub-regions are described as follows:
= Originating Sub-region — Sub-region where the patient comes from.

= Geographical Host Sub-region (or Local Sub-region) — the Sub-region
in whose local boundary a service is located.

» Functional Host Sub-region — Sub-regions with additional
commissioning responsibilities i.e. specialised commissioning. These
Sub-regions have an extended functional boundary. For specialised
commissioning it has been agreed that the Functional Host will support
the Geographical host to manage responsibility for quality concerns.
The Functional Host will therefore populate a RASCI template
(Responsible; Accountable; Supporting;Consulting; Informed) for each
provider within their “functional” area in readiness to support the
Geographical Host Sub-region to undertake their quality assurance
functions™

= Accountable (contracting) Sub-region — the Sub-region which
negotiates and holds the contract for NHS England and is accountable
for quality assuring the robustness of the serious incident investigation,
learning and action plan implementation undertaken by their providers
accountable for the quality of the services. This Sub-region may also be
the geographical and/or functional host.

In some circumstances the originating, geographical host, functional host and
accountable (contracting) Sub-region are all located in different Sub-regions and in
such circumstance a RASCI model proves fundamental for ensuring serious
incident are appropriately managed.
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Annexel: RASCI Template (example only- to be adapted locally)

» O ge
A O a a
A aare
NHS England
Geographica | Geographical Geographical Functional Host | Contracting Sub- | Originating cQcC Monitor/ Other-
| Host CCG Host Local Host Sub-region | Sub-region region Sub-region TDA please
Authority state:
Organisatio
n name:
Function
for Serious
Incident
Oversight
(RASCI)
RASCI Definitions®
Responsible - (Doer) - The team assigned to do the work
Supporting - (Here to help) - The functional host Sub-region that will support the geographical host Sub-region and the contracting host
Sub-region in undertaking their quality assurance functions including ensuring there is timely reporting, investigation and learning and
action plan implementation undertaken by the provider in response to serious incidents

Informed - (For Your Information) - The team which must be informed that a decision or action has been taken

2 NHS England (2014) Principles for managing quality in specialised commission

74







Appendix 6: Example incident reporting forms (either
template can be used)

Serious Incident Reference Number:

Date/Time/Location of
Incident including hospital /
ward / team level
information

Incident type

Type of investigation
expected to be required:
Level 1,2 0or 3
Description of incident
including reason for
admission and diagnosis
(for mental health please
include Mental Health Act
status and date of referral
and last contact)

Details of any police or
media involvement/interest

Details of contact with or
planned contact
patient/family or carers

Immediate actions taken
including actions to mitigate
any further risk

Details of other
organisations/individuals
notified

Lead Commissioner

Report completed by

Designation

Date / time report completed

A brief chronology of key events (to be inserted) if required








Choose an item.

NHS England North Yorkshire and Humber Sub-region serious incident example
reporting form (incorporates details required within 72 hour template- either template can be
used to generate 72 hour report)

This template has been kindly provided by NHS England North Yorkshire
and Humber Sub-region and may be adapted for local application

CCG Area

Reporting organisation

Reporter Details

Reporter name

Reporter Job
Title

Reporter Tel. no

Reporter E-mail

Incident Details

Date of incident?

Date Incident

Identified?
Incident Site? (if other Incident Click to select Location
than reporting org) Location?

Who Was Involved

Type of Patient?

click to Select Type

GP Practice?

Gender?

Male |:|

Female |:|

Date Of Birth?
(dd/mm/yyyy or N/A)

Ethnic Group?

Persons Notified?

Patient [ | Family [ ] carer [ ]

Degree of Harm

None |:| Lowl:l Moderatel:l Severe I:I Death I:I

Junior Doctor
Involvement?

Include Specialty and Grade

What Happened

Type of Incident

Actual/Near Miss?

Never Event?

Yes |:|

Expected level of
investigation
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Description of Incident

Immediate Action Taken

Media Interest? | Yes |:| No |:| Comms informed? Yes|:| No |:|
Externally Yes I:I No Externally reported to?
reportable? I:I

Any Other Comments: e.g. multiagency incident, police and /or HSE investigation, Coroner’s
inquest, CQC involvement.
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Appendix 7: Communications

A well-planned, structured communications plan is vital in managing serious incidents
effectively. This should include a comprehensive proactive and reactive
communications strategy for internal and external communication. The relevant staff
should be briefed to ensure that they can appropriately respond to internal and
external communication requirements.

The investigations team should;

e ensure openness and transparency is the default position — while patient
confidentiality and data protection considerations must be maintained, any
organisation using public money should be open and accountable to the public
for its performance®;

e ensure there is regular communication between the provider, the
commissioner, the patient, victim, their family and other stakeholders.
Communication should be tailored to the needs of the recipient(s) (see
correspondence checklist below);

e have a clear plan for sharing information about serious incidents with staff and
external partner organisations, the public and the media;

¢ have a clear plan for managing concerns that arise (helplines may be required
for incidents effecting large populations);

¢ have a clear ongoing communications and engagement strategy, including
clear arrangements for sign-off processes and spokespeople;

¢ inform communications leads in other local organisations in a timely and
efficient manner (for example local authorities, CCGs, police);

¢ inform relevant sector or national stakeholders of what is happening; and

e monitor and track the impact of the communications strategy.

In forensic/criminal cases, all communications with the media should be led by the
police in partnership with the relevant agencies involved with the incident.

Information relating to serious incidents (including information held on national
systems such as STEIS, local databases and internal reports, investigation reports
and root cause analysis and other documents), could be subject to a request for
disclosure under the Freedom of Information Act. A request for information regarding
a serious incident should follow Freedom of Information Act policies of the
organisation that received the request.

Communication checklist

Regular communication will be necessary between the trust, the commissioner, the
patients, victims, families and other stakeholders. Communication should be tailored
to the needs of the recipient(s). The following are suggested issues to be considered
when writing to different stakeholders.

% patients and families also have rights under information legislation, such as the Freedom of Information Act,
the Data Protection Act (Subject Access Provisions), and Access to Health Records Act (where not superseded)
to access information as applicable.
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Initial letter from the Trust to patients, families, victims and perpetrators

The initial correspondence should consider the following areas:

e Expression of condolence and regret:

e Describe the process of investigation (and that other agencies may also be
carrying out investigations, for example the police):

e Describe the current position in the investigation process:
e Describe factors that will influence the timescale of the investigation:
e Describe how the family will be involved in the investigation process:

e Describe how the information about the event will be assimilated and
disseminated:

e Provide contact information for the person who will link with the family from
the trust:

e Provide information on support systems/agencies for the family available
from the trust and independently including the police family liaison officer.

Initial letter from the Trust to staff

The initial correspondence to staff should consider the following areas:

e Expression of condolence and regret about the incident:
e Acknowledgement of the impact on staff:

e Describe the process of investigation (and that other agencies may also be
carrying out investigations, for example the police):

e Describe the current position in the investigation process:
e Describe factors that will influence the timescale of the investigation:
e Describe how staff will be invited to be involved in the investigation process:

e Describe how the information about the event will be assimilated and
disseminated:

e Provide contact information of the person who will link with the trust:

e Provide information on staff support systems available within the trust and
independently.

Initial letter to the victim’s family from the commissioner, where family liaison
is transferred from the Trust (when for example, an independent investigation
is required)
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The initial correspondence to the family of the victim should consider the following

areas:

Expression of condolence and regret:
Explain why the commissioner is the point of liaison and not the trust:

Describe the process of investigation (and that other agencies may also be
carrying out investigations, for example the police):

Describe the current position in the investigation process:
Describe factors that will influence the timescale of the investigation:

Describe how the family will be invited to be involved in the investigation
process:

Describe how the information about the event will be assimilated and
disseminated:

Provide contact information of the person who will link with the family from
the commissioner:

Provide information on the support systems/agencies available to the family,
available from the trust and independently, including the police family liaison
officer.

Initial letter to the perpetrator’s family, where family liaison is transferred from
the Trust (where applicable; for example, when an independent investigation is
required following homicide committed by a patient in receipt of Mental Health
Services)

The initial correspondence to the family of the perpetrator should consider the
following areas;

expression of condolence and regret;
explain why the commissioner is the point of liaison and not the trust;

describe the process of investigation (and that other agencies may also be
carrying out investigations, for example the police);

describe the current position in the investigation process;
describe factors that will influence the timescale of the investigation;

describe how the family of the victim will be invited to be involved in the
investigation process (if appropriate);

describe how the information about the event will be assimilated and
disseminated;

provide contact information of the person who will link with the family of the
perpetrator from the commissioner;
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e provide information on independent support systems/agencies available to
the family.

Letters inviting participation in the independent investigation

Receiving such correspondence may be very difficult for some people involved in the
independent investigation. Consideration should be given to other methods of inviting
participation- for example by a face-to-face request- in the presence of people who
the recipient will find supportive.

Letters requesting participation in the independent investigation to families of
victims and perpetrators, staff and other agencies’ personnel

Correspondence inviting families, staff and other individuals to participate in the
independent investigation should consider;

e acknowledging that participation may be difficult but may also be helpful to
the person;

e describing the form of participation that is being requested and methods of
participation available, for example one-to-one interview, with all family
members together, in the presence of other supporters such as staff
representatives, advocates or friends, written submissions, use of video
links;

e describing the status of written statements provided to the investigation;

e offering the person an opportunity to discuss the process with a named
person before making a decision to participate;

e suggesting that the person discusses participation with an advocate or
supporter who is independent of the process;

e describing the implications for the investigation process of participating or
not participating;

e describing what will happen to the information that is provided after the
independent investigation has been completed;

e describing how poor practice issues and whistle-blowing will be dealt with;
e detailing any limits to confidentiality for all participants in the process; and
¢ reaffirming messages contained within earlier correspondence.

Letters prior to publication of the independent investigation report to families
of the victim, the perpetrator and other independent investigation participants

Consideration should be given to;

e acknowledging that the process of publication will be difficult for many
involved in the independent investigation;
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describing how and where publication will occur, for example hard copy
report, press statements,

anticipated media involvement;

anticipated response from the media and others with an interest in the
published independent investigation report;

stating that publication is the end of the independent investigation process;

describing the process of how the investigation’s recommendations will be
enacted;

describing how wider learning may occur, for example collation of reports for
annual thematic review by the Regional Investigations Advisory
Panel/National Confidential Inquiry

inviting participants, particularly the family of the victim, to meet the
independent investigation team or team leader, who can outline the findings
of the report, recommendations, action plan;

Reiterating forms of support that will be available to participants after
publication of the independent investigation report.
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Appendix 8: Closure checklist

Set up/ Is the Lead Investigator appropriately trained?

preparation
Was there a pre-incident risk assessment?
Did the core investigation team consist of more than one
person?
Were national, standard NHS investigation guidance and
process used?

Gathering Was the appropriate evidence used (where it was available)

and mapping | i.e. patients notes/records, written account?
Were interviews conducted?
Is there evidence that those with an interest were involved
(making use of briefings, de-briefings, draft reports etc.)?
Is there evidence that those affected (including
patients/staff/ victims/ perpetrators and their families) were
involved and supported appropriately?
Is a timeline of events produced?
Are good practice guidance and protocols referenced to
determine what should have happened?
Are care and service delivery problems identified? (This
includes what happened that shouldn’t have, and what
didn’t happen that should have. There should be a mix of
care (human error) and service (organisational) delivery
problems)
Is it clear that the individuals have not been unfairly
blamed? (Disciplinary action is only appropriate for acts of
wilful harm or wilful neglect)

Analysing Is there evidence that the contributory factors for each

information problem have been explored?
Is there evidence that the most fundamental issues/ or root
causes have been considered?

Generating Have strong (effective) and targeted recommendations and

solutions solutions (targeted towards root causes) been developed?
Are actions assigned appropriately? Are the appropriate
members i.e. those with budgetary responsibility involved in
action plan development? Has an options appraisal been
undertaken before final recommendation made?

Throughout | Is there evidence that those affected have been

appropriately involved and supported?

Next steps Is there a clear plan to support implementation of change
and improvement and method for monitoring?

Overall

assessment

and feedback
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Glossary

Abuse - A violation of an individual’s human and civil rights by any other person or
persons. Abuse may consist of single or repeated acts. It may be physical, verbal or
psychological, it may be an act of neglect or an omission to act, or it may occur when
a vulnerable person is persuaded to enter into a financial or sexual transaction to
which he or she has not consented, or cannot consent. Abuse can occur in any
relationship and may result in significant harm, or exploitation, of the person
subjected to it™"

Specific forms of abuse are described in detail within Working together to safeguard
children (2010) and guidance for safeguarding adults

Adverse Event/Incident - See Patient Safety Incident.

Being Open - Open communication of patient safety incidents that result in harm or
the death of a patient while receiving healthcare.

Carers - Family, friends or those who care for the patient. The patient has consented
to their being informed of their confidential information and to their involvement in any
decisions about their care.

Child - The Children Act 1989 and the Children Act 2004 define a child as being a
person up to the age of 18 years. The Children Act 2004 states that safeguarding,
protection and cooperation between services may, in certain circumstances, be
continued through to a young person’s 19th birthday or beyond.

Clinical Governance - A Framework through which NHS organisations are
accountable for continuously improving the quality of their services and safeguarding
high standards of care by creating an environment in which excellence in clinical care
will flourish.

Commissioner - An organisation with responsibility for assessing the needs of
service users, arranging or buying services to meet those needs from service
providers in either the public, private or voluntary sectors, and assuring itself as to
the quality of those services.

Clinical Commissioning Group - Clinically-led organisation that commissions most
NHS-funded healthcare on behalf of its relevant population. CCGs are not
responsible for commissioning primary care, specialised services, prison healthcare,
or public health services.

Contributory Factors — the Root Cause Analysis Investigation tools, Contributory
Factors Classification Framework available at:
http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/ provides a
breakdown of factors (e.g. patient or task related factors) and their components (e.g.
co-morbidities, complexity of condition or out of date policy) which contributed to the
problems in care or service delivery. The contributory factors should be identified as
part of the investigation process before the root causes and solution are explored.

Culture - Learned attitudes, beliefs and values that define a group or groups of
people.

Data Loss - There is no simple definition of a serious data loss incident. What may at
first appear to be of minor importance may, on further investigation, be found to be
serious and vice versa. Any incident involving the actual or potential loss of personal




http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/
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information that could lead to identity fraud or have other significant impact on
individuals should be considered as serious.

Duty of Candour — a statutory requirement has been introduced to ensure health
care providers operate in a more open and transparent way. The regulation for Duty
of Candour applied to health service bodies from 27 November 2014. It will be
extended to all other providers from 1 April 2015, subject to Parliamentary process
and approval.

This regulation requires an NHS body to:

e Make sure it acts in an open and transparent way with relevant persons in
relation to care and treatment provided to people who use services in carrying
on a regulated activity

e Tell the relevant person in person as soon as reasonably practicable after
becoming aware that a ‘notifiable safety incident®” has occurred, and provide
support to them in relation to the incident, including when giving the
notification.

e Provide an account of the incident which, to the best of the health service
body’s knowledge, is true of all the facts the body knows about the incident as
at the date of the notification.

e Advise the relevant person what further enquiries the health service body
believes are appropriate.

e Offer an apology.

e Follow this up by giving the same information in writing, and providing an
update on the enquiries.

e Keep a written record of all communication with the relevant person

Further information is available online at
http://www.leqislation.gov.uk/ukdsi/2014/9780111117613/requlation/20 and
http://www.cqc.org.uk/sites/default/files/20141120 doc fppf final nhs provider gquid
ance v1-0.pdf

NB: not all ‘notifiable incidents’ will meet the threshold for a serious incident

Equipment - Machines and medical devices used to help, prevent, treat or monitor a
person’s condition or illness. The term may also be used to refer to aids that may
support a person’s care, treatment, support, mobility or independence, for example, a
walking frame, hoist, or furniture and fittings. It excludes machinery or engineering
systems that are physically affixed and integrated into the premises.

General Practitioner - A medical practitioner who provides primary care to meet the
general health needs of a registered population. General practitioners treat acute and
chronic ilinesses and provide preventative care and health education for all ages.

64 . o . . . .
means any unintended or unexpected incident that occurred in respect of a service user during the provision of a

regulated activity that, in the reasonable opinion of a health care professional, could result in, or appears to have resulted
in—

(a) the death of the service user, where the death relates directly to the incident rather than to the natural course of the
service user’s illness or underlying condition, or

(b) severe harm, moderate harm or prolonged psychological harm to the service user




http://www.legislation.gov.uk/ukdsi/2014/9780111117613/regulation/20


http://www.cqc.org.uk/sites/default/files/20141120_doc_fppf_final_nhs_provider_guidance_v1-0.pdf


http://www.cqc.org.uk/sites/default/files/20141120_doc_fppf_final_nhs_provider_guidance_v1-0.pdf
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Healthcare - The preservation of mental and physical health by preventing or
treating illness through services offered by the health professions, including those
working in social care settings.

Healthcare Professional - Doctor, dentist, nurse, pharmacist, optometrist, allied
healthcare professional or registered alternative healthcare practitioner.

Incident - an event or circumstance that could have resulted, or did result, in
unnecessary damage, loss or harm such as physical or mental injury to a patient,
staff, visitors or members of the public.

Independent Healthcare - private, voluntary and not-for-profit healthcare
organisations that are not part of the NHS.

Investigation - act or process of investigating — a detailed enquiry or systematic
examination.

Major surgery — a surgical operation within or upon the contents of the abdominal or
pelvic, cranial or thoracic cavities or a procedure which, given the locality, condition
of patient, level of difficulty, or length of time to perform, constitutes a hazard to life or
function of an organ, or tissue (if an extensive orthopaedic procedure is involved, the
surgery is considered ‘major’).

Medical Device - Any instrument, apparatus, appliance, software, material or other
article (whether used alone or in combination) (including software intended by its
manufacturer to be used for diagnostic and/or therapeutic purposes and necessary
for its proper application), intended by the manufacturer to be used for the purpose
of:

e diagnosis, prevention, monitoring, treatment or alleviation of disease;

e diagnosis, monitoring, alleviation of or compensation for an injury or disability;

e investigation, replacement or modification of the anatomy of a physiological

process;

e control of conception
and which does not achieve its physical intended action on the human body by
pharmacological, immunological or metabolic means, but may be assisted in its
function by such means.

Never Events - Never Events arise from failure of strong systemic protective barriers
which can be defined as successful, reliable and comprehensive safeguards or
remedies e.g. a uniquely designed connector to prevent administration of a medicine
via the incorrect route - for which the importance, rationale and good practice use
should be known to, fully understood by, and robustly sustained throughout the
system from suppliers, procurers, requisitioners, training units, and front line staff
alike.

NHS-Funded Healthcare - Healthcare that is partially or fully funded by the NHS,
regardless of the provider or location.

Notification - The act of notifying to one or more organisations/bodies.

Patient Safety - The process by which an organisation makes patient care safer.
This should involve risk assessment, the identification and management of patient-
related risks, the reporting and analysis of incidents, and the capacity to learn from
and follow-up on incidents and implement solutions to minimise the risk of them
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recurring. The term ‘patient safety’ is replacing ‘clinical risk’, ‘non-clinical risk’ and the
‘health and safety of patients’.

Patient Safety Incident - Any unintended or unexpected incident that could have led
or did lead to harm for one or more patients receiving NHS-funded healthcare.

Permanent Harm - Permanent lessening of bodily functions, including sensory,
motor, physiological or intellectual.

Primary Care - Refers to services provided by GP practices, dental practices,
community pharmacies and high street optometrists and commissioned by the NHS
England from April 2013

Professional Body - An organisation that exists to further a profession and to
protect both the public interest, by maintaining and enforcing standards of training
and ethics in their profession, and the interest of its professional members.

Provider (or Healthcare provider) - Organisation that provides healthcare including
NHS trusts, NHS Foundation Trusts, general medical practices, community
pharmacies, optometrists, general dental practices and non-NHS providers.

Risk - The chance of something happening that will have an undesirable impact on
individuals and/or organisations. It is measured in terms of likelihood and
consequences.

Risk Management - ldentifying, assessing, analysing, understanding and acting on
risk issues in order to reach an optimal balance of risk, benefit and cost.

Risk Summit - A meeting of high-level leaders called to shape a programme of
action, which is focused on sharing information willingly to help achieve a consensus
about the situation under scrutiny and the actions required to mitigate the identified
risks

Root Cause Analysis (RCA) - A systematic process whereby the factors that
contributed to an incident are identified. As an investigation technique for patient
safety incidents, it looks beyond the individuals concerned and seeks to understand
the underlying causes and environmental context in which an incident happened.

Safety - A state in which risk has been reduced to an acceptable level.

Safeguarding - Ensuring that people live free from harm, abuse and neglect and, in
doing so, protecting their health, wellbeing and human rights. Children, and adults in
vulnerable situations, need to be safeguarded. For children, safeguarding work
focuses more on care and development; for adults, on empowerment, independence
and choice.

Secondary care - Defined as a service provided by specialists who generally do not
have first contact with patients. Secondary care is usually delivered in hospitals or
clinics and patients have usually been referred to secondary care by their primary
care provider (usually their GP). Most secondary care services are commissioned by
CCGs.

Severe Harm - A patient safety incident that appears to have resulted in permanent
harm to one or more persons receiving NHS-funded care.

Significant Event Audit - An audit process where data is collected on specific types
of incidents that are considered important to learn about how to improve patient
safety.
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Specialised services - Specialised services are commissioned by NHS England and
are services provided in relatively few hospitals, to catchment populations of more
than one million people. The number of patients accessing these services is small,
and a critical mass of patients is needed in each treatment centre in order to achieve
the best outcomes and maintain the clinical competence of NHS staff. These
services tend to be located in specialist hospital trusts in major towns and cities.

Tertiary Care - Specialised consultative health care, usually for inpatients and on
referral from a primary or secondary health professional, in a facility that has
personnel and facilities for advanced medical investigation and treatment, such as a
tertiary referral hospital.

Treatment - Broadly, the management and care of a patient to prevent or cure
disease or reduce suffering and disability.

Unexpected Death - Where natural causes are not suspected. Local organisations
should investigate these to determine if the incident contributed to the unexpected
death.

Working Day - Days that exclude weekends and bank holiday
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ESSENTIAL CONTACT NUMBERS

Office Hours (8.30 am to 5.00 pm Monday — Friday)

The Patient Safety Team: Office: 0116 2955124
Head of Patient Safety: Office: 0116 295 5137
Mobile: 07785 518060
Chief Nurse and Quality Officer Office: 0116 295 5109
East Leicestershire and Rutland CCG Mobile: 07964 176007
(Lead for hosted Patient Safety Team)
Chief Nurse and Quality Lead Office: 0116 295 1361
West Leicestershire CCG Mobile: 01509567755
Director of Quality/Board Nurse Office: 0116 295 8492
Leicester City CCG Mobile: 07789 174282
NHS England Local Area Team Patient Safety: 0113 824 9502
NHS England Regional Team Patient Safety: 01223 597500

Out of Hours
(5.01 pm - 8.29 am Monday - Friday and Friday 5.01 pm — Monday 8.29 am)

LLR CCGs Director on call Pagervia 07623 908865
NHSE Local Area Team Senior Manager Pagervia 07623 914530
NHSE Local Area Team Director Pagervia 07623 503824

Incidents to be reported by telephone in addition to the reporting requirements
within this local policy:

¢ Incidents which activate the NHS Trust or Commissioner Major Incident Plan

¢ Incidents which will be of significant public concern;

¢ Incidents which will give rise to significant media interest or will be of significance to
other agencies such as the police or other external agencies







1 POLICY STATEMENT

This revised policy replaces the Policy and Procedure for Reporting, Investigating and
Managing Incidents, Accidents, Near Misses and Dangerous Occurrences (Including
Serious Incidents) 2012 (Corporate Policy 043) and supports the requirements of the
Serious Incident published by NHS England, 27 March 2015 (NHSE SI Framework, 2015)
and the Never Events List 2015/16.

This revised policy relates to the reporting, management and learning from Serious
Incidents only and is applicable across Leicester, Leicestershire and Rutland Clinical
Commissioning Groups (LLR CCGs) and its contracted providers including primary care,
secondary acute and non-acute organisations.

This policy is therefore designed to complement the NHSE SI 2015 Framework and make
explicit, local requirements in relation to the reporting, management and learning from Sls
within commissioned healthcare providers (‘providers’).

2 PURPOSE

This policy seeks to engage with providers and LLR CCGs to ensure that robust systems
are in place for the reporting, management and learning from Sls so that lessons are
learned and appropriate action taken to prevent future harm. It details roles and
responsibilities between providers and LLR CCGs to ensure that localised processes fulfil
the expected assurance mechanisms.

This policy also seeks assurance that everyone involved in the investigation of Serious
Incidents in provider and commissioner organisations address the needs of those affected
by such Incidents.

Local operational guidance for serious incident management within provider organisations
must be consistent with this policy and the NHSE SI Framework 2015.

3 SEVEN KEY PRINCIPLES

Making services safe for patients is fundamental to the provision of high quality care and it
Is essential that providers of healthcare have sound and reliable systems in place for staff
to report when patients have, or could have, been harmed. Open and honest reporting is a
vital and integral component of commitment to the safety and welfare of patients As
Serious Incidents are important for learning to avoid their future recurrence, the mainstay of
reporting is an unimpeachable analysis of the root cause or causes of any given incident.
Only through scrutiny and learning of, with service improvement in response to, Serious
Incidents can patient experience, safety and quality be assured.

LLR CCGs has a responsibility to expect Sls to be reported in a timely manner, to be
effectively and appropriately investigated, with robust action plans developed and
implemented with learning shared as appropriate. Additionally, LLR CCGs will utilise SI
intelligence for triangulation of information augment other monitoring systems such as
Clinical Quality Review Groups (CQRGs) and Quality Surveillance Groups.







LLR CCGs are supported by a hosted patient safety team.

LLR CCGs require its providers to comply with the 7 key principles in the management of
all SIs (NHSE S| Framework 2015, part 2). These will be monitored by LLR CCGs via
reporting on the National reporting system the Electronic Strategic Executive Information
System (StEIS) reporting, review of Sl investigation reports and CQRGs will be:

1. Open and transparent
NHS Being Open guidance and the Duty of Candour must be followed in relation to
a ‘notifiable incident’ (i.e. an incident involving moderate or severe harm or death).

2. Preventative
There must be a focus on learning and developing safe systems and processes,
emphasizing accountability and avoidance of apportioning inappropriate blame. The
Incident Decision Tree (IDT) must be used (a relaunch of the IDT will be issued by
NHSE during 2015/16 and any updates included in the revision of this local policy).

3. Objective
Those involved in the direct care of affected patients must not be investigators, and
neither should investigators work directly with those involved in the delivery of that
care.

4. Timely and responsive
Sls on StEIS must be reported within 48 hours of the incident being identified and
investigations completed within 60 working days (see section 10 regarding reporting
process).

5. Systems based
Root Cause Analysis (RCA) methodology of investigation must be utilised by staff
with the appropriate skills, training and capacity.

6. Proportionate
Sls require a comprehensive investigation but LLR CCGs recognise-that some
incidents can be investigated by an individual (with support from others as required).
Investigation reports should detail the selection of the panel or individual
investigating and provide assurance of their objectivity (re 3 above).

7. Collaborative®
The provider with the responsibility for the majority of the care must be the lead
investigator in incidents where more than one organisation is involved in the
provision of care. The lead provider must report the SI on StEIS and produce a 72-
hour report (see Appendix 1) detailing all other care providers, indicating how they
will engage with those providers and co-ordinate any multi-agency investigation
report that will be agreed by all parties involved.

4 DUTY OF CANDOUR

In recognition of the Francis Report (2013) (accessible at
http://www.midstaffspublicinquiry.com/report ) relating to healthcare responsibilities to be
open and transparent with those affected by incidents, LLR CCGs requires providers to
comply with the Care Quality Commission (CQC) Regulation 20 in relation to Duty of
Candour. Additionally, compliance with Duty of Candour is a national requirement within
the NHS standard contract from 2014/15 and subsequently 2015/16

! For multiple commissioners, LLR CCGs will adhere to the RASCI (Responsible, Accountable, Supporting, Consulted,
Informed) model in line with the NHSE SI Framework, 2015.
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Providers are required to include in Sl investigation reports that they have:

e Acknowledged and sincerely apologised to patients/families with explanations when
things have gone wrong;

¢ Involved and supported patients/families from the onset of an incident and arranged
an early meeting to explain what action is being taken and how they can be informed
of what support processes have been put in place — including being informed of any
significant findings during the course of the investigation;

¢ Given the opportunity for patients/families to raise concerns and for these to be
included in the investigation Terms of Reference;

e Agreement on how the findings of the investigation and any learning actions will be
shared with patients/families;

e A plan for a formal written apology to the patient/family from a suitably senior
member of the organisation.

Compliance with the Duty of Candour in relation to serious incidents will be monitored via
completed Serious Incident reports and their associated action plans.

5 SUPPORTING STAFF

Providers are required to include in investigation reports how staff have been supported
throughout and provide confirmation that staff have access to professional advice from their
relevant professional body or union, staff counselling services and occupational health
services.

6 DEFINITIONS

6.1 What is a Serious Incident?

Serious incidents 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.”
(NHSE SI Framework, 2015)

There is no definitive list of events/incidents that constitute a Sl therefore providers should
not produce a local list as this could lead to inconsistent or inappropriate management of
incidents.

Whilst recognising that every incident must be considered on a case-by-case basis, the
definitions provided in the NHSE SI Framework, 2015 in part 1, section 1 describe
circumstances where a Sl must be declared. This includes Never Events from the Never
Events List 2015/16 accessible at:

http://www.england.nhs.uk/ourwork/patientsafety/never-events/
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6.2 Assessing whether an incident is a serious incident / downgrading Sls

Where it is not clear whether an incident fulfils the definition of a Sl, providers should
engage in open and honest discussions with the LLR CCG and relevant parties to agree
the appropriate and proportionate response.

The first point of contact from providers should be to the LLR CCG Head of Patient Safety
(hosted by ELR CCG) and rationale on whether an incident is a SI may result in the
provider undertaking an immediate localised investigation to determine the key facts and to
determine if the incident meets the threshold for a SI. Additionally, if a Sl is declared but
further investigation reveals that the definition of a Sl is not fulfilled, providers should agree
downgrade with the Head of Patient Safety.

6.3 Assessing the level of harm (As a result of the incident)

Providers should use the National Patient Safety Agency (NPSA) definitions of harm
(accessible at http://www.npsa.nhs.uk/corporate/news/npsa-releases-organisation-patient-
safety-incident-reporting-data-england/ )

No harm:
Impact prevented — any patient safety incident that had the potential to cause harm but was
prevented, resulting in no harm to people receiving NHS-funded care.

Impact not prevented — any patient safety incident that ran to completion but no harm
occurred to people receiving NHS-funded care.

Low harm:
Any patient safety incident that required extra observation or minor treatment and caused
minimal harm, to one or more persons receiving NHS-funded care.

Moderate harm:

Any patient safety incident that resulted in a moderate increase in treatment and which
caused significant but not permanent harm, to one or more persons receiving NHS-funded
care.

Severe harm:
Any patient safety incident that appears to have resulted in permanent harm to one or more
persons receiving NHS-funded care.

Chronic pain (continuous, long term pain of more than 12 weeks as a result of the incident)
Psychological harm, impaired or sensory, motor or intellectual function or impairment to
normal working or personal life which is not likely to be temporary (i.e. has lasted, or is
likely to last for a continuous period of at least 28 days).

Death:
Any patient safety incident that directly resulted in the death of one or more persons
receiving NHS-funded care.

In relation to assessing the severity of information governance incidents, see section 7.12
8
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6.4 Assessing near-miss incidents as Sls

Providers should risk assess near miss incidents and not solely focus on the outcome of
near miss incidents. Decisions should be informed by an assessment of risk that takes into
consideration:

e The likelihood of the incident occurring again if current systems/processes remain
unchanged;

e The potential for harm to staff, patients, and the organisation should the incident
occur again.

A risk mature organisation with a healthy incident reporting culture can be expected to
report a number of near-miss Slis each year and LLR CCG will monitor incident types
reported via its Patient Safety Reports that inform Clinical Quality and Review Groups.

6.5 Routes for identification of Sls

Providers should have robust reporting mechanisms with other healthcare providers that
may not necessarily be commissioned by LLR CCGs (e.g. subcontractors) in order that
third party identification of incidents including Sls are reported between organisations.

Where a Sl is identified because of receipt of a complaint, providers should investigate the
event/incident under the principles of this policy and the NHSE SI Framework 2015. The
investigation should extend to examining if there were opportunities for the organisation to
identify the incident.

(For further guidance see the NHSE SI Framework 2015, part one, section 1-1.3)

6.6 Prioritising and investing time in learning

Providers should assess the following incidents (see list below)? on an individual basis
using the organisation’s incident management procedure and the Sl criteria outlined in
section 6.2 of this policy. If any such incident is found to meet the Sl criteria, it should be
reported as such at the point it is identified and entered on StEIS.
The following are not reported on StEIS:-
e Grade 3 pressure ulcers; (Grade 4 pressure ulcers will continue to be reported as an
Sl and entered on StEIS)
e Fractures as a result of slips, trips and falls; (Unless deemed to have caused severe
harm or death)
o Health care acquired infections (HCAI) unless deemed to have caused severe harm
or death e.g. Clostridium difficile (C.diff) deaths meet the Sl criteria and should be
reported on StEIS.

For frequently recurring incidents that do not meet the Si criteria providers should have
processes in place which will enable a multi-incident root cause analysis or equivalent
investigation to help identify common themes and problems which leads to the

% There is no longer a requirement to report incidents listed in section 6.6 as Sls every time they occur (i.e.” blanket
reporting”), as this may not support effective learning (NHSE SI Framework 2015, section 1.4.1).







development of one organisational action plan. This places the emphasis on learning and
improvement rather than conducting repetitive investigations.

Providers should have internal mechanisms in place to ensure all incidents are reported
including those that do not meet the Sl criteria. All patient safety incidents must be reported
to the National Reporting and Learning System (NRLS).

(For further guidance see the NHSE SI Framework 2015, part 1, section 1.3 -1.4)

7 SUPPORT AND INTERFACE WITH OTHER SECTORS

7.1 Provider infrastructure support

Providers should have a governance infrastructure with capacity to manage patient safety
and quality, including undertaking Sl investigations with learning mechanisms. This applies
to providers, irrespective of the size of the organisation. LLR CCGs will provide advice and
support to all organisations.

Co-operation and collaborative working between partner agencies is essential for
minimising duplication, uncertainty and/or confusion relating to the investigation process.
Only one investigation should be undertaken by a team of representatives from relevant
agencies to meet the requirements of all parties. In practice this might be difficult to achieve
as investigations may have different aims, which may inhibit joint investigations. Where this
Is the case, efforts must be made to ensure duplication is minimised.

A lead provider should be appointed to coordinate a joint investigation. This should be
agreed upon by all organisations involved and will normally be the provider with the most
involvement with the patient. The CCG will support with identifying a lead provider.

Should there not be one clear provider or where the CCG consider there to be exceptional
circumstances LLR CCGs may facilitate or lead this process.

Where any joint investigation is undertaken all identified learning must be shared across all
organisations involved in the investigation.

7.2  Sls linked with criminal proceedings

Providers should continue with Sl investigations where there are criminal proceedings
linked to the event/incident.

LLR CCGs accept that there will be exceptional cases where Sl investigations may be put
on hold (i.e. following a formal request by police, HM Coroner or Judge) and in such cases,
providers must submit written evidence of this to Head of Patient Safety as part of the
Extension Request process and make reference to this when the Sl report is produced.
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7.3 Deaths in custody — where health provision is a commissioned service

Providers are required to report as an Sl, any severe harm or death of people in custody
who are receiving healthcare within the custody setting, including those detained under the
Mental Health Act (1983).

For prison and police custody, whilst there is a requirement to report the incident as an Sl,
providers must refer the incident to the Prison and Probation Ombudsman (PPO) or the
Independent Police Complaints Commission (IPCC) who are responsible for carrying out
the relevant investigations. Providers should conduct their own internal investigation and
share this information with the PPO or IPCC to support their investigations. Providers must
ensure that they receive a copy of the PPO or IPCC final report and additionally share this
with LLR CCGs for identification of potential additional learning opportunities.

For mental health patients who die whilst detained under the Mental Health Act (1983) or
where the Mental Capacity Act (2005) applies, providers must report the incident to the
CQC as soon as the incident is identified. All such incidents must be subject to an
investigation by the provider. For those deaths where the cause of death is unknown
and/or where there is reason to believe the death may have been avoidable or unexpected
(i.e. not caused by the natural course of the patient’s illness or underlying medical condition
when managed in accordance with best practice — including suicide and self-inflicted death)
then the death must be reported as a Sl and investigated through this route. Consideration
should be given to commissioning an independent investigation (see section 12).

7.4 Safeguarding

The Care Act 2014 introduces new safeguarding duties for local authorities including:
leading a multi-agency local adult safeguarding system; making or causing enquiries to be
made where there is a safeguarding concern; hosting safeguarding adults boards; carrying
out safeguarding adults reviews; and arranging for the provision of independent advocates.
Providers and commissioners must ensure that information about abuse or potential abuse
is shared with Local Authority safeguarding teams.

Providers and commissioners must liaise regularly with the local authority safeguarding
lead(s) to ensure that there is a coherent multi-agency approach to investigating
safeguarding concerns, which is agreed by relevant partners.

The interface between the serious incident process and local safeguarding procedures are
articulated in the local multi-agency safeguarding protocol and policies.

http://www.llradultsafequarding.co.uk/

For further guidance please refer to LLR CCGs Safeguarding adults and children policy
LINK TO BE ADDED AS PUBLISHED

Leicestershire Interagency Procedures are detailed at Appendix 2
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7.5 Safeguarding Children

A flowchart relating to the interface between Sis and Child Death Reviews is at Appendix
3.
Child deaths, significant harm and serious sexual abuse review are all reported to the
LSCB (Local Safeguarding Children’s Board). An Sl may also be reported in accordance
to the criteria below:
Unexpected death

Where the death of the child was not anticipated within a 24 hour period following

the incident, the following criteria apply to determine the reporting route:

* There are suspicious concerns and/or healthcare management issues identified.

* There are no suspicious concerns, but healthcare management issues have been
identified. The case needs to be reported as an Sl and reported to the LSCB CDOP
Child Death Overview Panel (CDOP). Once the Sl investigation report is complete, it
must be submitted to the LSCB CDOP and LLR CCGs patient safety team for review
and closure;

* There are possible suspicious circumstances or child protection concerns, but no
care management issues identified. The case needs to be reported to the LSCB for
consideration as to whether or not a serious case review (SCR) should take place
and to the CDOP. If no care management issues are confirmed, the case does not
require reporting as an Sl

* There are possible suspicious circumstances or child protection concerns and
healthcare management issues. The case needs to be reported to the LSCB for
consideration as to whether or not a SCR is required, however, this should not
hamper the Trust’s internal investigation. The final Sl report must be submitted to
the LSCB and LLR CCGs patient safety team in accordance to agreed timescales.

* Where the death of a child is caused by a mental health service user and the LSCB
investigation would not cover the full requirements of HSG 94/27.

Expected (anticipated) death
Where the expected death of a child was anticipated within a 24 hour period
following the incident, no Sl investigation is required but the case needs to be
reported to the LSCB (CDOP) for review; (unless the death was anticipated but was
following a patient safety incident)

Processes have been developed regarding the interface between Sl reporting in health
services serious case reviews and child death reviews.

Child harm (significant)

Where a child has been significantly harmed but not died as a result of, the following
considerations need to be explored as to whether the incident is an Sl or not:

* Has the harm occurred on NHS premises, as a result of NHS funded care, or
caused by the direct actions of healthcare staff? If not to all the above, it is useful to
consider whether or not the child has been in receipt of healthcare within the last 12
months. If so, the case will need to be reported as an Sl as well as to the LSCB;

* Any child under the age of 18 admitted to an adult mental health ward qualifies as
an SlI

» Allegations of serious abuse (physical/mental/sexual) against healthcare staff who
work with children must be reported as an Sl and to the designated safeguarding
professional.

12







For further guidance, please refer to LLR Safeguarding children and adults policy

7.6 Serious Case Reviews (SCR) and Safeguarding Adult Reviews

This section is to be read in conjunction with the NHSE SI Framework 2015/16 and:

. LLR Adult Safeguarding Procedures - www.llradultsafeguarding.co.uk
. Care and Support Statutory Guidance Issued under the Care Act 2014 Department
of Health -

https://www.qgov.uk/government/uploads/system/uploads/attachment data/file/36610
4/43380 23902777 Care Act Book.pdf

The interface (Memorandum of Understanding) between the Sl process and local
safeguarding procedures is articulated in the LLR Adult Safeguarding Procedures. The
flowchart at Appendix 3 should be referred to.

Providers should contribute towards the statutory requirement on safeguarding reviews
(and enquiries) as required to do so by the Local Safeguarding Board and where it is
indicated that a S| within healthcare has occurred, this must be reported to LLR CCGs
under the S| procedures in addition to the joint working arrangements.

7.7 Reporting safeguarding alerts to Adult Social Care

In Leicester, Leicestershire and Rutland all alerts will usually be made to the lead agency,
which is Leicester City Council, Leicestershire County Council or Rutland County Council,
depending on the individual’s place of residence.

7.8 Adult Serious Reviews (ASRs) and Domestic Homicide Reviews (DHRS)

Domestic homicide incidents should be declared and managed as Sis in line with the
NHSE S| Framework 2015, Appendix 4. The NHSE SI Framework 2015 provides
definitions and indicates that the initiation of a DHR does not automatically constitute a Sl
in the healthcare service.

Providers should contribute towards the statutory requirement on all ASRS and DHRs (and
enquiries) as required to do so by the Local Safeguarding Board.

Where it is indicated that a S| within healthcare has occurred, this must be reported to LLR
CCGs under the Sl procedures in addition to the joint working arrangements.

7.8.1 Monitoring Compliance

Providers will continue to report compliance for engagement with ASR and DHR processes
and embedding the learning from the reviews. This will be reported with the submission of
the Safeguarding Adult Assurance Framework (SAAF) as agreed within the commissioning
Quality Schedule.

13
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LLR CCGs nominated safeguarding leads will liaise regularly with the local authority
safeguarding lead(s) to ensure that the multi-agency approach is agreed by all parties and
will seek assurance that providers are also involved in this coherent approach.

CCGs and NHSE may be directed by the Secretary of State to participate in a DHR, under
Section 9(3) of the Domestic Violence, Crime and Victims Act (2004). However, on all
DHRs, LLR CCGs must provide a panel member and work with the CSP to ensure that any
action plans arising from a DHR Panel (that would be established by the CSP) are
implemented locally and learning shared across NHS providers.

LLR CCGs will work in partnership with NHSE to ensure that local services deliver high
quality, safe and effective services through the implementation of action plans. NHSE’s
role is to collate learning from domestic homicides and make recommendation to Education
Commissioning organisations for professional development opportunities for all
professionals.

NHSE regional teams are expected to keep a library of recommendations for panel
members to access and LLR CCGs should utilise this for learning opportunities where
cases are reported within its population.

Individual Management Reports may be requested from providers or LLR CCGs by the
Chair of a DHR or CSP and NHSE’s regional offices will designate a regional lead and
provide co-ordination providing a central point contact for providers and LLR CCGs to
report into.

7.9 Homicide by patients in receipt of mental health care

NHS England will consider and, if appropriate, commission an investigation when a
homicide has been committed by a person who is, or has been subject to a care
programme approach or is under the care of specialist mental health services, in the past
six months prior to the event. (Discretion can be used to consider an Sl for a patient
discharged more than 6 months prior to the incident). NHS’s England’s regional
investigation team oversees this process. The Regional investigation teams have each
established an Independent Investigation Review Group (IIRG), which reviews and
considers cases requiring investigation. Central to this process is the involvement of all
relevant parties, which includes the patient, victim(s), perpetrator(s) and their families and
carers, and mechanisms to support openness and transparency throughout.

The three main stages of this process are:

1. Providers report an incident onto (StEIS) and conduct an initial review to produce a 72
hour report:

2. Providers conduct an internal investigation and produce an investigation report within 60
days:

3. The NHS England Regional Investigation Teams in conjunction with the Independent
Investigations Review Group (IIRG) reviews these reports and considers commissioning an
independent investigation.

Further guidance regarding investigation of homicide by those in receipt of mental health
can be found in Appendix 1 of the NHSE SI Framework 2015
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7.10 Sls in National Screening Programmes

These are managed with specialised input from Public Health England’s Screening Quality
Assurance Service and providers should follow guidance in accordance with “Managing
Safety Incidents in NHS Screening Programmes (2015).

https://www.gov.uk/government/uploads/system/uploads/attachment data/file/422566/Man
aging Safety Incidents in NHS Screening Programmes March 15 interim guidance.pd
f

7.11 Reporting to HM Coroner/Inquests

Providers must inform the Head of Patient Safety (hosted by ELR CCG) of any Serious
Incident that is being taken to inquest and of any additional investigation that is required
and additions to the action plan as a result. The Head of Patient Safety must also be
informed where an organisation identifies care failings that were not known at the time of
the patient’s death and reporting to the Coroner, but comes to light during the course of the
investigation this should be proactively reported to HM Coroner by the Provider. Should a
preventing future death report be received by a provider this will be communicated via the
Chief Nurses of the respective CCG.

7.12 Loss of Confidential Information and Information Technology Incidents

The assessment and reporting of the loss of or breach of confidential information is guided
by the Department of Health, Checklist Guidance for Reporting, Managing and
Investigating Information Governance and Cyber Security Serious Incidents Requiring
Investigation (V5.1 29™ May 2015)

https://www.igt.hscic.gov.uk/resources/HSCIC SIRI Reporting and Checklist Guidance.pdf

http://www.connectingforhealth.nhs.uk/systemsandservices/info  gov/security/risk/

The guidance clarifies that “any incident involving the actual or potential loss of personal
information that could lead to identity fraud or have other significant impact on individuals
should be considered as serious”

LLR CCGs require providers to have a named individual responsible for Information
Governance and for the assessment of these types of incidents. The IG lead at provider
organisations is required to be involved in the assessment of severity of any IG incident
using the assessment tools provided by the Department of Health (DoH) and report as
required, those that meet the threshold for Sl notification (graded between 1-5 via the DoH
tool).

7.13 Specialised Commissioners

Where specialised services are commissioned by those other than LLR CCG in relation to
patients within the LLR CCGs population, the Head of Patient Safety is responsible for
ensuring that Sls reported on StEIS are known of by specialised commissioners and that
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they are involved in the review and closure of investigation reports together with
assurances around learning actions.

7.14 Public Health Local Authority

Where specialised services are commissioned by the Local Authority for example Health
Visiting, School nursing, Sexual health these will currently be reported to StEIS by the
provider to LLR CCG (LA do not have access to StEIS) and the Head of Patient Safety will
also ensure that they are informed and that the agreed process for sign off is followed.

8 NEVER EVENTS

All Never Events are defined as serious incidents although not all Never Events necessarily
result in serious harm or death. For the national definition and reporting requirements see
the Revised Never Events Policy and Framework 2015 accessible at;

http://www.england.nhs.uk/ourwork/patientsafety/never-events/

In addition to reporting onto StEIS and submitting an initial 72 hour report, providers are
required to telephone and give verbal notification to the Head of Patient Safety within 24
hours of the incident being identified as a Never Event. The Head of Patient Safety has the
responsibility to ensure that the Chief Nurses and responsible Quality Contract Lead are
made immediately aware of the event.

9 LLR CCGs AND PROVIDER ROLES AND RESPONSIBILITIES

9.1 Providers

Providers must comply with the NHSE SI Framework 2015 requirements. Local
requirements in addition to this are that providers must:

e Populate the 72 hour template at Appendix 1 and ensure that equality and diversity
information is included,;

¢ Include a patient information sheet (as indicated in Appendix 5) in all SI
investigation reports (Appendix 10) that contains non-patient identifiable
information, but assists with the context of the patient involved, the staff group
involved, commissioning CCG, if any safeguarding concerns have been identified
(and reported through normal safeguarding routes) through the investigation process
and equality information covering the nine protected characteristics in line with the
Equality Act (2010);

e Provide Duty of Candour compliance information within investigation reports and
details in the action plan covering engagement and support with those affected on
discovery of the incident, throughout the investigation and proposals for sharing
findings with them;

e Have a process in place that reviews reports internally at an appropriately senior
level and by submitting the report to the CCG they confirm that the report is both
robust but also in a suitable format to be shared with the patient/family
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Have a process in place where investigation reports are kept ‘open’ until LLR CCGs
have agreed ‘closure’ in line with the NHSE SI Framework (2015) requirements and
the Terms of Reference of LLR CCGs Sl Review Group;

Report to and agree with the Head of Patient Safety (hosted by ELR CCG)
immediately on identification of an Sl, where information has come to light that the
incident may be downgraded and investigated outside of the NHSE S| Framework
2015.

Verbally report to the Head of Patient Safety, Never Events in addition to normal
reporting routes;

Respond to queries raised by the LLR CCGs Sl Review Group on investigation
reports and action plans within 10 working days;

Amend ‘open’ investigation reports where additional information is required for the Sl
Review Group to be assured that the investigation and learning action plans
demonstrate RCA methodology and appropriate learning;

Meet the reporting and investigation timescales and where timescales cannot be
adhered to, submit an extension request authorised by the organisation’s most
senior manager responsible for patient safety, ensuring that the reasons for the
extension are exceptional in line with the NHSE SI Framework 2015 definitions (see
Appendix 6 for form to be used and Appendix 7 for extension request guidance
criteria)

Regularly review Sl learning actions and identify opportunities for organisation-wide
learning actions and to avoid repeated isolated learning actions;

Link Sl learning actions to existing work programmes ongoing for improvement of
safety and quality;

9.2LLR CCG

Local requirements in addition to the NHSE S| Framework 2015:

Provide a hosted Patient Safety Team lead by a Head of Patient Safety on behalf of
LLR CCGs;

Have an effective reporting mechanism supported by StEIS and DatixWeb;

Produce monthly and quarterly Sl reports which identify themes and learning to
inform commissioning governance;

Consider extension requests from providers with authorisation from the Head of
Patient Safety. Where requests do not meet the ‘exceptional’ criteria, the request
will be refused with clear rationale provided;

Ensure close working between the Head of Patient Safety and other hosted
functions, specifically the Safeguarding and Infection and Prevention and Control
Lead Clinicians;

In line with NHS Protect Anti-crime Standards for Commissioners, the organisation
holds its contracted providers to account for their response to security incidents.
This includes oversight of Investigations into serious untoward incidents which relate
to security, and may, on occasion, require the organisation to carry out its own
investigations

Consider any professional practice issues linked to General Practitioners in line with
local agreed policy and escalate to NHSE Medical Director through CCG agreed
arrangements.
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Ensure effective reporting to specialised/other commissioners on Sls and arrange
for joint review of Sl investigation reports;

Provide specialised advice on patient safety reporting mechanisms for those
providers where a requirement has been identified via the Quality Contracting
processes;

Engage with the Commissioning Support Unit in relation to Nursing, Care and
Residential Homes for NHS funded service users involved in Slis to ensure there is
effective governance systems for patient safety provided;

Engage with Private hospitals/hospices who provide NHS funded care.

Ensure the mechanism for review and closure of Sl investigation reports and actions
plans via the SI Review Group is effective, meeting internal review timescales (see
Appendix 4 for Terms of Reference);

Ensure there is an effective audit trail demonstrating good governance on the
function of the SI Review Group with regular monitoring of attendance of core
members and review of investigations, together with note taking and action logs
leading to feedback to providers;

Identify Sl action plans for a dedicated learning assurance process in line with the
Terms of Reference of the SI Review Group and page 31 of the NHSE Sl
Framework (2015).
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10 SERIOUS INCIDENT MANAGEMENT PROCESS

The following process must be complied with in accordance with the NHSE SI Framework

2015.

Report on LRMS/ NRLS and to other bodies
such as safeguarding lead as applcable

Manage in line with kocal
risk management policy Is it a serous

Within 2 working days

Engage with those

= stakeholders as required e.g.
hedlaffected
e AHE safeguarding, CQC, TDA etc.

Report on STEIS

Complete inifial review and submit to commissioner where possible this
should be the provider's ‘lead commissioner’ who can liaise with others as
required. This should be oullined in the RASCI model.

Confirm level of investigation required

Lead investigator identified. Team established. Terms of
reference set. Management plan established
o

Undertake the investigation

Gatherng and

mapping
information

Submit final report and action plan

Analysing Generating
information sol ution

60 working days o & months
for independent investigation

W

Commissioner (with relevant stakeholders) undertakes a review of
the final report and action plan and ensures it meets requirements
for a robust iInvestigation (see appendix 8). Feedback given to
provider ("calendar days)

Commissioner closes investigation and confirms
timescales/mechanism for monitoring the action plan whers
actionsfimprovements are still being implementad.
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11 INVESTIGATIONS

NHSE recommends use of the national reporting templates, available online:

http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/

Providers should follow this format in addition to the requirements stipulated in this policy.

For further guidance please refer to the NHSE SI Framework 2015, part 3, section 4.

12 INDEPENDENT INVESTIGATIONS

12.13 Types of independent investigations

LLR CCGs recognise that there are two types of independent investigations:

1. LLR CCGs may commission an independent investigation that is provider focused,
either on completion of the provider’s internal investigation, or as a result of
triangulated patient safety information that gives commissioners cause for concern
around aspects of the organisations system/culture.

2. The second type of independent review is a wider independent investigation of the
role of the commissioning system or the configuration of services. The most
appropriate organisation to commission and quality assure the investigation must be
agreed on a case by case basis in line with the NHSE SI Framework 2015.

Providers are required to fully participate with independent reviews.

For further information, see Appendix 3 of the NHSE S| Framework 2015.

12.14 Audit of learning from independent investigations

For LLR CCGs commissioned independent investigations, The Head of Patient Safety will
work closely with the responsible Chief Nurse/Director of Nursing of LLR CCGs to consider
including in the contract held with the investigators, an agreement that the team will
undertake an independent audit to assess how far the recommended actions have been
implemented 6-12 months after the investigation.

The audit should highlight areas where providers need additional support from other areas
of the system to deliver change and improvement.

12.15 Closure and publication of independent investigations

For LLR CCGs commissioned investigations:

e LLR CCGs via the Head of Patient Safety will have the responsibility of sending it to
the relevant stakeholders including the patient/family involved to check for factual
accuracy.
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Providers are expected to review the report and provide an updated action plan
based on the recommendations/findings within 10 working days.

Once the report and action plan is finalised, LLR CCGs via the Head of Patient
Safety will make arrangements for a meeting with the relevant key stakeholders to
approve the draft report and action plan. Once agreed, LLR CCGs via the Head of
Corporate Governance and Head of Patient Safety will liaise if required with legal
advisers, investigators, families, providers and other commissioners/stakeholders to
agree closure of the investigation and publication of the final report.

Providers are required to publish signed-off reports and action plans on their
websites within 21 days.

LLR CCGs will publish signed-off reports and action plans on the websites of each
CCG within LLR within 21 days with support from the Head of Communications of
each CCG.

13 MINIMUM STANDARDS FOR INVESTIGATION REPORTS

Investigation reports have a wide audience and therefore how they are written should take
each of those people into account e.g. patients, family members, board members,
commissioners, HM Coroner etc. It is recommended that the reports are always written on
the basis that they may become public.

The minimum standards of the NHSE SI Framework 2015 should be complied with and
LLR CCGs requires providers to ensure reports:

Demonstrate RCA methodology;

Include an action plan that is SMART;

Contain an executive summary; that as a minimum includes incident description and
consequence, key findings, root cause, conclusion and recommendations.

Be simple and easy to read (jargon free with medical terminology
explained/Glossary to assist with patient/family understanding);

Have a patient information page (see Appendix 5 and section 17 linked to Equality
and Diversity monitoring) ensuring non-identifiable information, but inclusive of
equality and potential safeguarding information;

Include a Terms of Reference unique to each incident and demonstrating that any
individual patient/family/carer has had the opportunity to contribute to the Terms of
Reference.

Provide assurance on the independence of the investigator(s)/panel members to the
area being investigated;

Contain a dedicated safeguarding section prompting the investigator(s)/panel to
consider if any safeguarding concerns have come to light during the course of the
investigation and if so, what reporting has occurred;

Provide robust Duty of Candour information (as detailed in section 4);

Clarify root causes that may have impacted to the incident and quality of care;
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e To include a conclusion providing the view of the investigator(s)/panel and the
learning required (and not a summary of events being investigated).

14 LEARNING

A template action plan is attached at Appendix 9 and must be used to address learning
actions from investigations. This supports a SMART approach (specific, measureable,
attainable, relevant and time-bound).

Action plans must be submitted at the same time as submission of the final investigation
report.

The action plan must contain an overall completion date and timely completion will be
monitored by the Patient Safety Team.

Organisations to submit completed action plans to the patient safety team and where an
action plan is delayed a reason supplied with a revised completion date.

Action plans must confirm that the actions have been discussed with those responsible for
implementing and assuring the required improvements, together with describing how
organisations will assure themselves not only that actions have been implemented, but that
they are improving the quality and safety of care.

Where there have been repeat incidents or there is sufficient concern the LLR CCG Patient
Safety Team will liaise with the quality contracting team who may request evidence of
learning and embedding of actions.

15 OPENNESS AND TRANSPARENCY

LLR CCGs Chief Nurses/Directors of Nursing will engage with the Directors responsible for
Patient Safety at provider organisations to encourage publication of serious incident
investigation reports and action plans. The NHSE S| Framework 2015 promotes this as
best practice.

Where an organisation wishes to publish such information, this The Chief Nurses/Directors
of Nursing via the LLR CCGs Head of Patient Safety will receive assurance from the
provider that their organisation’s Caldicott Guardian, Risk Manager and legal advisor/team
has considered and agreed publication.

16 EQUALITY AND DIVERSITY

LLR CCGs are committed to the ethos and requirements of the Equality Act 2010 to ensure
there are equal, accessible services that meet the needs of the population it serves. In
relation to monitoring equality and diversity of those involved in Sls, providers are required
to include in Sl investigation reports, a patient information sheet that in addition to
explaining the diagnosis of the patient and clinical disciplines involved, it gives an indication
of the protected characteristics that may be relevant to the patient (see Appendix 5 for the
template to be used).
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17 LLR CCGs ANALYSIS AND REPORTING

The Head of Patient Safety is responsible for producing monthly and quarterly reports on
Sls to inform the governance processes within LLR CCGs.

There must be regular dialogue between the Patient Safety Team and Quality Contract
Leads so that emerging trends, risks and any concerning information can be shared to
inform the quality contract monitoring processes.

The patient safety team must maintain a local database (Datix) in order to produce timely
analysis of Sls.

The minimum standard for reports must contain for trend analysis:

Number and types of Sls;

Level of harm experienced,;

Learning outcomes;

Performance management against timescales including extension requests;

Liaison with Quality Contract Leads and interface with providers/CQRG;
Triangulation of information from other sources, including the NRLS, provider patient
safety reports, NHSE, GP Feedback Process and infection prevention and control.
Assurance on the performance of the SI Review Group and its effectiveness;

e Equality and diversity information on patients involved in Sls

18 MONITORING COMPLIANCE WITH THE REQUIREMENTS OF THIS
POLICY

Performance of both the LLR CCGs in complying with commissioner requirements of the
management of SIs and that of provider reporting, management and learning will be
measured through a variety of methodologies. This will include, but not be limited to:

Analysis via monthly and quarterly patient safety reports;

Quality contracting monitoring including monitoring against quality schedules;
The Sl Review Group;

Provider organisation patient safety and quality reports;

Analysis of LLR CCGs internal database and StEIS;

19 RELATED GUIDANCE/DOCUMENTS

The guidance and publications detailed in the NHSE SI Framework 2015 should be
referred to alongside local policies/procedures, namely:

e Provider organisation Sl policies;
e Leicester, Leicestershire and Rutland Safeguarding Procedures and that of the
Local Authority (links available throughout this policy);
e The NHS Complaints Procedure and provider organisation Complaints Procedures;
¢ Information Governance and Code of Conduct Guidelines;
e Major Incident Plan/Event policies;
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Memorandum of Understanding in place between the Care Quality Commission,
Health and Safety Executive and Local Authorities in England 2015 in line with the
Regulated Activities Regulations 2014, accessible at:
http://www.hse.gov.uk/aboutus/howwework/framework/mou/mou-cqgc-hse-la.pdf

Care Quality Commission Regulation 20: Duty of Candour (November, 2014)
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20 APPENDICES

Appendix 1 - 72 Hour Incident Report Form

NHS Leicester, Leicestershire and Rutland Clinical Commissioning Groups

Reporting
organisation

Reporter Details

Reporter name Reporter Job title

Reporter Tel. no Reporter E-mail

Incident Details

Date of incident Date incident

identified
Incident Site (if Incident Location
other than

reporting org)

Who was involved

Type of Patient.
In
patient/outpatient

GP Practice

Gender Male Female

Date of Birth?
(Dd/mml/yyyy or
n/a)

Degree of Harm as | None Low Moderate Severe Death

a result of the
incident

What Happened

Type of Incident

Actual/Near Miss?

Never Event? Yes Expected level of
investigation








Appendix 1 (Continued)

Description of Incident

Safeguarding Information

Is this a Safeguarding Incident? | Yes No

Child Safeguarding Incident — Yes No
Has this incident been reported
to Children’s Social Care?

Adult Safeguarding Incident — Yes No
Has this incident been reported
to Adult Social Care?

Does this incident meet criteria Yes No
for an Adult or Child Serious
Case Review

Not yet determined.......................

Immediate Action Taken to ensure safety of patients/public/staff

Duty of Candour Information

Terms of Reference

Media Interest? Yes No Comms Informed? | Yes No
Externally Yes No Externally reported
reportable? to?

Any Other Comments: e.g. multiagency incident, police and /or HSE investigation,
Coroner’s inquest, CQC involvement, Health Visiting, school nurse, sexual health or
GP








Appendix 2 - Leicestershire Interagency Procedures

Interface between serious incidents reporting in health services, serious case reviews and
child death reviews.

1. Aims and objectives
This procedure seeks to ensure effective interface between child protection
procedures and procedures carried out through the serious incident investigation
process for health services.

An effective interface ensures comprehensive investigation, transparency and
learning across the multi-agency safeguarding children partnership.

2. Context
Health organisations providing NHS care are required to report serious incidents to
their commissioning body. Serious incidents include incidents such as serious harm,
unexpected or avoidable death and abuse (inflicting or failing to act to prevent harm)

In relation to children and young people, It is important to consider whether the
nature of the serious incident has implications for safeguarding children and whether
any lessons learned will be beneficial to share across the multi-agency safeguarding
partnership.

Where a child dies, the death is notified through the child death review process in
order for themes and individual lessons to be identified. In some circumstances, the
child’s death may also be notifiable to health commissioners as a serious incident.

3. Process for serious case review
Where a serious incident is reported to the health commissioner, the patient safety
team will identify whether there are potential implications for safeguarding children in
the broadest sense. The team will seek specialist advice via the Designated
Professionals for Safeguarding Children. The Designated Professionals will identify
whether the case meets the threshold for referral through to the SCR committee in
line with inter-agency procedures.

a. Referral of the serious incident to SCR committee
Where a referral is made to the SCR committee, the committee will determine
whether the criteria for a serious case review are met or whether there may be
learning from an individual management review (IMR)

Where the committee decision is to manage the case as a SCR or IMR, the serious
incident investigation process will be integrated with this process so that the serious
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incident investigation forms the basis of the IMR carried out under the remit of the
SCR committee.

Terms of reference for the SCR/IMR should be shared with the investigating health
organisation and the health commissioners designated professionals & patient
safety team so that they are aware of any additional requirements not currently
covered under the serious incident terms of reference. The patient safety team must
also be made aware of timeframes for the SCR/IMR as this may have an
implications for timeframes required for the serious incident investigation.

. Decision that serious incident should not be referred to SCR committee

Where a serious incident is assessed by the Designated Professionals as not
reaching the threshold for referral to SCR committee, the serious incident will
continue to be investigated as defined by patient safety procedures.

The investigation may identify new information and trigger referral to the SCR
committee as described in 3.1 above.

. Process for child deaths

When a child dies, deaths are notified by the professional confirming the child death
to the LSCB child death coordinator (designated person). The lead paediatrician
carries out a review with the relevant agencies and professionals involved and
present findings to the Child Death Overview Panel.

Health organisations that have provided NHS care must also consider whether the
circumstances of the death constitute a serious incident. Where investigation as a
serious incident is required, this will be reported to their commissioning body.

Where a child’s death is being investigated as a serious incident, the investigation
may also identify learning that the patient safety team and Designated Professionals
identify as beneficial to share across the multi-agency safeguarding partnership.
This will be shared through the CDOP.

The child death coordinator will share information with the patient safety team about

all child deaths in order to triangulate information and provide robust assurance that
deaths are being appropriately reported as serious incidents.
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Health organisation
considers if serious
incident

/

Appendix 3 - Flowchart in Interface between Serious Incidents and Child
Death Review

Commissioners Patient

Professional confirming
child’s death notifies
LSCB child death
coordinator

\4

Liaison between child
death coordinator
and PST for all child
deaths

Safety Team (PST)
advised of serious incident
— confirm notification has
been made

Strategy discussions and
early professionals meeting (if
sudden and unexpected
death)

i. May an SCR be
indicated? —
recommendation via
LSCBN

i. May an Sl be
indicated? — lead
paediatrician makes
recommendation to
heaIFh organisation

\

SI TOR agreed in line with
procedures for child deaths
(including unexpected deaths)
& advice commissioner and
CDOP

Reporting organisation
commences investigation

Professionals review meeting
reconsiders whether SCR or SI

| may be indicated (as above) and

makes recommendation

Reporting organisation submits
investigation report

Sl report informs CDR discussions

outcome

CDOP informed of

Commissioner reviews
investigation report with input
from designated professionals

!

V7

and CDOP process

Implementation of actions and
monitoring outcomes agreed from Sl

If no additional concerns,
actions agreed and serious
incident closed
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Appendix 4 — LLR Serious Incident Review Group Terms of Reference

LEICESTER, LEICESTERSHIRE AND RUTLAND (LLR)
SERIOUS INCIDENT REVIEW GROUP (SIRG)
ACCOUNTABILITY

LLR SIRG is accountable to the three CCGs within LLR and is a function managed by the
hosted Patient Safety Team. It is accountable to each of the CCGs governance structures
to provide assurance on the management, investigation and learning from serious incidents
(Sls).

PURPOSE

To provide robust governance system on commissioner review of Slis reported by provider
organisations, together with assurance on identification and implementation of learning
actions.

RESPONSIBILITIES

e SIRG will receive notification of all reported Sls and receive assurance from the
Head of Patient Safety that each incident meets the criteria for grading as an Sl,
providing SIRG with the opportunity to request additions to the provider
organisation’s terms of reference for investigation;

e To ensure that the LLR Policy for the Management, Investigation and Learning from
Serious Incidents is adhered to by provider organisations in the reporting,
investigation and learning of Sls;

e SIRG will review all Sl investigation reports for assurance that robust Root Cause
Analysis (RCA) Methodology has been applied to Sls and that identification of
learning is appropriate and addressed by SMART (Specific, Measureable,
Achievable, Realistic and Time-bound) action plans;

e To provide feedback to provider organisations on the quality of Sl investigation
reports and learning action plans, closing those that meet LLR policy requirements
and providing constructive feedback for those reports that do not;

e To receive assurance and reports from the Head of Patient Safety that an assurance
mechanism is in place to spot check completed learning actions for assurance that
learning is embedded and improving practice in provider organisations;

e To receive patient safety reports from the Head of Patient Safety with identification
of themes, hotspots and emerging patient safety risks and to contribute to escalation
of concerns to the Chief Nurses and quality contracting process;

e To receive assurance via provider organisation investigation reports that the Duty of
Candour/Being Open duties in accordance with LLR policy are being applied at the
beginning, throughout and at the conclusion of Sl investigations;

e Work in conjunction with NHS England Midlands and East in the review of those Sl
investigations that are reportable and jointly managed by the regional team.
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e To consider emerging themes and identify the requirement for thematic reviews ,
providing the rationale and request to the Head of Patient Safety in order that this
can be relayed to the relevant Chief Nurse CCG within LLR;

e To contribute to the review of update to the LLR Policy on the Reporting,
Management and Learning from Serious Incidents, ensuring that it is compliant with
national guidance and the NHSE S| Framework 2015/16;

MEMBERSHIP

e GP membership from each CCG

e Head of Patient Safety (Chair)

e Chief Nurse from each CCG or nominated deputy
e Patient Safety Officer

¢ Quality Contract Lead from each CCG

e Safeguarding Designated Nurse

To attend by invite as required:

e NHSE AT representative

e Public Health Local Authority (City/County)

e Specialist CCG leads ( Infection Prevention and Control, etc)
e Ad-hoc attendees where specialist knowledge is required

QUORUM

In addition to the Chair, a minimum of one representative from each CCG together with a
minimum of one GP within LLR is required for the group to be quorate.

REPORTING ARRANGEMENTS

A summary of the Group’s work will be provided by the Head of Patient Safety and themes
escalated to the Chief Nurses and to the quality forums of each CCG, together with a
progress and assurance report as part of the quarterly Patient Safety Report.

Version: Final
Date: December 2015
Review date: December 2016
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Appendix 5 - Patient & Equality Act 2010 Information

Age

Gender Male Female Other
Marital/Civil Married

Partnership Status C/P Single Divorced Widowed
Disability Yes No

If Yes

Sensory Physical Mental Health  Learning Disability

Race

Religion/Belief

Sexual Orientation

Heterosexual Homosexual Bi Sexual other

Language

English Fluent English Limited No English

Level of Harm

No Harm Low Harm Moderate Harm Severe Harm

Death

GP Location

Clinical Speciality
Involved

Clinical Management

Group or Division

Safeguarding
Incident

Yes No

This information must be included as an information sheet in all Sl investigation reports.
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Appendix 6 - Serious Incident Final Report: Extension Request Form

Name of person completing this form:
Trust/Provider name

StEIS NUMBER:

Reason for request (on grounds of exceptional circumstances):

Length of extension requested:

Signed off by Director/Governing Body:

CCG Patient Safety Team Use Only

Date requeSt reCeIVEd .........oivinii i
Date response sent to Trust/Provider .............ccoooiiiiiiiiiiiiiiieien,
Extension granted: YES/NO

Name of decision maker ........ ...

Revised submisSion date .......oooiiiiiiiiii e,
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Appendix 7 - Serious Incident Extension Request Guidance

Providers are given timeframes in accordance with the NHSE SI Framework 2015/16 to
complete a full RCA and produce a final report and action plan following a Serious Incident.
If a provider organisation is unable to meet deadlines an extension can be requested. Such
requests will be granted under the following circumstances: -

= Sickness/availability/absence of a Key individual

If short-term sickness/absence — LLR CCGs to consider length of absence and extend
accordingly.

o Negotiation of extension to a maximum of 20 working days.
If long-term sickness/absence (exceeds 20 working days) — a contingency plan must
be in place to ensure that the report is investigated within the agreed time frame.

= Multi-agency involvement — if a serious incident investigation involves multi-
agencies and a delay is encountered.

o Negotiation of extension to a maximum of 20 working days.
= Ad hoc requests outside the categories above will be considered on a case by case
basis.

o Extension may be granted to a maximum of 20 working days.

Failure by the provider to co-ordinate internal discussions is not a sufficient reason and no
extension will be granted.

Please ensure that extension requests are made as soon as it is apparent a deadline will
not be met.

Please email the request to: Icrsi@nhs.net
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Appendix 8 — Investigation Types

Resources to support systems-based investigation in the NHS are available online from:
http://www.england.nhs.uk/ourwork/patientsafety/root-cause/

Level Application Product/ Owner Timescale for
outcome completion
Level 1 Suited to less Concise/ compact Provider organisation
Concise internal complex incidents investigation (Trust Chief
Investigation which can be report which Executive/relevant
managed by includes the deputy) in which the
Lo . L Internal
individuals or a essentials of a incident occurred, ) o
small group at a credible providing principles nvestigations,

local level

investigation

for objectivity are
upheld

Level 2
Comprehensive
internal
investigation
(this includes those
with an
independent
element or full
independent
investigations
commissioned by
the provider)

Suited to complex
issues which
should be managed
by a
multidisciplinary
team involving
experts and/or
specialist
investigators where
applicable

Comprehensive
investigation
report including
all elements of a
credible
investigation

Provider organisation
(Trust Chief
Executive/relevant
deputy) in which the
incident occurred,
providing principles
for objectivity are
upheld. Providers may
wish to commission
an independent
investigation or
involve independent
members as part of
the investigation team
to add a level of
external
scrutiny/objectivity

whether concise or

comprehensive

must be completed
within 60 working
days of the incident
being reported to

the relevant
commissioner
All internal
investigation
should be
supported by a

clear investigation
management plan

Level 3

Independent
Investigation

Required where the
integrity of the
investigation is
likely to be
challenged or
where it will be
difficult for an
organisation to
conduct an
objective
investigation
internally due to the
size of organisation
or the capacity/
capability of the
available
individuals

and/or number of
organisations
involved (see
Appendix 1 and 3
for further details)

Comprehensive
investigation
report including
all elements of a
credible
investigation

The investigator and
all members of the
investigation team
must be independent
of the provider. To
fulfil independency the
investigation must be
commissioned and
undertaken entirely
independently of the
organisation whose
actions and
processes

are being
investigated.

6 months from the

date the
investigation is
commissioned

National reporting templates should be used unless agreed that adaptions are required. National templates will be
reviewed on a continuous basis. Recommendations to inform changes to be sent to england.RCAinvestigation@nhs.net
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Appendix 9 - Example SMART (Specific, Measurable, Achievable, Realistic, Time bound) ACTION PLAN

group or committee

ACTION PLAN

STEIS NUMBER: CATEGORY:
ACTION PLAN DEVELOPED BY: TITLE:
EXPECTED OVERALL COMPLETION DATE: ACTUAL COMPLETION DATE:
ACTION PLAN SIGNED OFF BY: TITLE:

Recommendation Agreed By Whom Expected Evidence Actual Ongoing

Action Completion Date | Required for Completed Monitoring
Include job title or Completion Date Method
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Appendix 10 — Serious Incident Investigation Report Template

ORGANISATION LOGO

Serious Incident Investigation Report

Date of incident:
Incident Title:

Incident Number:
STEIS Incident Number:

Report Author (s):
Designation:

Version:

Local Sign Off By:
Date:

Divisional Sign Off by:

Date:

Date of Commissioner Sign Off:








CONTENTS

Executive Summary

Summary Incident description and consequences
Terms of reference

Investigation Team

Information and evidence gathered

Being Open/Duty of Candour Involvement and support of the patient
Involvement and support provided for staff
Background and context of incident

Chronology

Good practice points

Care delivery/service delivery problems

Root cause

Lessons to be learned

Recommendations

Action plan

Implementation

Sharing and Learning

Appendix 1 -

Appendix 2 —

Page No's
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EXECUTIVE SUMMARY

Need to include:

Incident description and consequences
Care and Service Delivery Problems
Contributory Factors

Conclusion

Root Cause

Recommendations

Actions already taken

SUMMARY INCIDENT DESCRIPTION AND CONSEQUENCES

Need to include:

Brief description of incident

Then specify:

Incident type:

Specialty:

Effect on patient:

Severity level:

TERMS OF REFERENCE (must be in and specific to incident)

Example:
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e To establish the facts

e To identify system failures

e To form recommendations and action plans
e Scope and level of investigation

INVESTIGATION TEAM

Need to specify names, roles, qualifications, depts. Consideration of inclusion of
Patient/Relative.

INFORMATION AND EVIDENCE GATHERED (a few suggestions have been inserted
below)

e Interviews with key staff involved, conducted by ..... (job title only)

e Statements obtained and reviewed from the nursing and medical staff involved in
the incident, dated and signed.

e Review of the Incident Report Form

e Review of medical and nursing records

e Site visit carried out

e Review of current situation in relation to procedures and protocols National
guidelines in place

e Interview or written comments of Patient/Relative

BEING OPEN DUTY of CANDOUR - INVOLVEMENT AND SUPPORT OF PATIENT
AND RELATIVES

e Has the patient/relative been advised of the incident.

¢ Has the patient/relative been informed that an investigation is taking place

e Has a meeting taken place with the patient / family and do they wish any specific
areas relating to the incident to be included in the investigation.

e How does the patient/relative wish to receive feedback

e Detail in the action plan how and when the patient/family received a written

apology
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INVOLVEMENT AND SUPPORT PROVIDED FOR STAFF INVOLVED
Include support offered to staff during and after the incident

BACKGROUND AND CONTEXT TO THE INCIDENT

A brief description of the service type, size, clinical team, care type, treatment provided.
Outline of relevant local and national policy/guidance in place at the time.

On (date) the incident was formally reported to East Leicestershire and Rutland Clinical
Commissioning Group in accordance with the Policy for the Reporting and Management

of Serious Incidents in the East Midlands December 2015

CHRONOLOGY OF EVENTS (may be attached as an appendix if lengthy)

GOOD PRACTICE POINTS IDENTIFIED (e.g. management of the incident was
excellent; good documentation, etc)

CARE DELIVERY/SERVICE DELIVERY PROBLEMS to be identified, and for each
one, the Contributory Factors to be highlighted and discussed. (Refer to the National

Patient Safety Agency Contributory Factor Classification Framework)

Identify what it was about the factor that contributed to the incident and then identify

why that happened

¢ Individual Factors (member of staff, Individual Circumstance)

e Team including culture, behaviour and dynamics

e Communication Factors (written, verbal, electronic, documentation)

e Task Factors (policy. procedures, SOP, guidance)

e Education and Training Factors (Have staff received appropriate training)
e Equipment and Resource Factors (including staffing)

e Working conditions / Environment

¢ Organisational Factors
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e Patient Factors (e.g. compliance, condition — this would not be a root cause as

this should have been identified and actions put in place)

ROOT CAUSE

These are the most fundamental underlying factors contributing to the incident that can
be addressed and if they hadn’t occurred would have meant the incident would not have
happened.

KEY CONTRIBUTORY FACTORS

CONCLUSION
Should answer the critical questions in the ToR and links back to analysis and findings

LESSONS TO BE LEARNED
These are the key things that went well and things that went badly (either in terms of the
investigation or the incident) from which others can learn.

RECOMMENDATIONS

Recommendations should be directly linked to root cause and key contributory factors
and need to be clear but not detailed (bullet points).

ARRANGEMENTS FOR SHARED LEARNING

Describe how lessons to be learned have been or will be shared with staff and other
organisations.

IMPLEMENTATION, MONITORING AND EVALUATION ARRANGEMENTS

The action plan identifies the recommended actions to minimise future risk, who should
action them and the time frames for the actions. The action plan will be reviewed by the
Governance Leads for the Division with the to ensure compliance in relation to their
application and lessons learnt.
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ACTION PLAN

STEIS NUMBER:

ACTION PLAN DEVELOPED BY:

EXPECTED OVERALL COMPLETION DATE:

CATEGORY:

TITLE:

ACTUAL COMPLETION DATE:

ACTION PLAN SIGNED OFF BY: TITLE:
Recommendation Agreed By Whom Expected Evidence Actual Ongoing
Action o Completion Date | Required for Completed Monitoring
Include job title or Completion Date Method

group or committee
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APPENDICES
(As appropriate, perhaps the chronology if documented as a tabular timeline or if lengthy, etc)
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Care Planning Audit Tool


Audit Details: 


			Auditor(s) Name(s)


			


			Date of Audit


			





			


			


			Auditor(s) 


Title (s)


			





			Service User Identifier 



(Initials)


			1. 






			2. 


			3. 





			


			4. 






			5. 


			6.








Methodology: 
Record Y for Yes, if the item is found in the service users’ care records. 






Record N for No, the item is not present or N/A for Not applicable


Section A: General Care Plan Content



			


			Is there evidence that:


			Audit Number





			


			


			1


			2


			3


			4


			5


			6





			A1


			The individual has a care plan that is specific to his/her needs


			


			


			


			


			


			





			A2


			The care plan has been developed with the service user and/or significant other  


			


			


			


			


			


			





			A3


			The service user’s name is on every page of the record


			


			


			


			


			


			





			A4


			The service user’s has assessment  completed


			


			


			


			


			


			





			


			The individual’s Assessment contains current: 


			


			


			


			


			


			





			A5


			                                                                Biographical information


			


			


			


			


			


			





			A6


			Communication assessment


			


			


			


			


			


			





			A7


			Mental Capacity / Cognition Assessment


			


			


			


			


			


			





			A8


			Skin Condition / Pressure Ulcer Prevention and Wounds Assessment


			


			


			


			


			


			





			A9


			Nutrition & Hydration Assessment


			


			


			


			


			


			





			A10


			Falls Risk Assessment/ Mobility & Safety


			


			


			


			


			


			





			A11


			Manual Handling Assessment


			


			


			


			


			


			





			A12


			Psychological/ Emotional needs


			


			


			


			


			


			





			A13


			Personal Care


			


			


			


			


			


			





			A14


			Continence Assessment


			


			


			


			


			


			





			A15


			Personal Calendar of Important Dates


			


			


			


			


			


			





			


			Where a needs has been identified in the assessment the care plan reflect service user’s needs:


			


			


			


			


			


			





			A16


			                                                                Water-low pressure ulcer risk assessment chart


			


			


			


			


			


			





			A17


			Hydration & Nutritional assessment


			


			


			


			


			


			





			A18


			BMI and Weight are recorded


			


			


			


			


			


			





			A19


			Falls Risk Assessment


			


			


			


			


			


			





			A20


			Manual Handling Assessment


			


			


			


			


			


			





			A21


			Mobility and Safety


			


			


			


			


			


			





			A22


			Mental Capacity Assessment 


			


			


			


			


			


			





			A23


			Continence assessment


			


			


			


			


			


			





			A24


			Mental health/ cognitive ability 


			


			


			


			


			


			





			A25


			Other assessments that has been identified as a healthcare need


			


			


			


			


			


			





			


			Where Nutrition & Hydration Needs Identified the following are present:


			


			


			


			


			


			





			A26


			The Monthly weight chart is being completed and is current. 


			


			


			


			


			


			





			A27


			The Monthly weight chart is updated regularly.


			


			


			


			


			


			





			A28


			The Fluid Balance Chart is being completed in real time detailing quantity of fluid taken and is current 


			


			


			


			


			


			





			A29


			A care plan is written when a need/ risk is indicated by the assessment 


			


			


			


			


			


			





			A30


			The Care Plan contains current information on the following Problem Identification:


			


			


			


			


			


			





			A31


			Goal specification


			


			


			


			


			


			





			A32


			Specific Interventions


			


			


			


			


			


			





			A33


			Evaluations of Care


			


			


			


			


			


			





			A34


			Narrative notes are completed appropriately and adequately.  Regular progress notes written


			


			


			


			


			


			





			


			Service users with an infection:


			


			


			


			


			


			





			A35


			An infection care plan is initiated once the infection is noted


			


			


			


			


			


			





			A36


			Interventions to address the infection are being implemented 


			


			


			


			


			


			





			


			Person Centred Care:


			


			


			


			


			


			





			A37


			The care plan informs how to care for the service user


			


			


			


			


			


			





			A38


			The problems are specific to the service user


			


			


			


			


			


			





			A39


			The health needs are addressed


			


			


			


			


			


			





			A40


			The personal needs are addressed


			


			


			


			


			


			





			A41


			The social care needs are addressed


			


			


			


			


			


			





			


			Total Scores for Yes


			


			


			


			


			


			





			


			                                                                                                                                  Total Scores for No


			


			


			


			


			


			





			


			Total Scores for N/A


			


			


			


			


			


			





			


			Total = 41 (minus N/A)




% Total = Total Scores for Yes       X 100











                41


			


			


			


			


			


			








Comment:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Section B: Correct completion of the care plan


			


			Is there evidence that:


			Audit Number





			


			


			1


			2


			3


			4


			5


			6





			B1


			Writing is legible


			


			


			


			


			


			





			B2


			Black ink is used at all times 


			


			


			


			


			


			





			B3


			Entries are signed, dated and timed


			


			


			


			


			


			





			B4


			The 24 hour clock is used 


			


			


			


			


			


			





			B5


			Signatures are legible 


			


			


			


			


			


			





			B6


			A Signature sheet is available at the front of the care plan and is <6 months old


			


			


			


			


			


			





			B7


			Appropriate abbreviations are used (in line with HSE guidance)


			


			


			


			


			


			





			B8


			Any errors are bracketed, have a single line drawn through it and are signed and dated


			


			


			


			


			


			





			B9


			Entries have not been altered


			


			


			


			


			


			





			B10


			Language is clear and not subject to misinterpretation


			


			


			


			


			


			





			B11


			Accepted grading systems are used 


			


			


			


			


			


			





			B12


			Any entries by students or other care professionals are countersigned by the relevant qualified professional  


			


			


			


			


			


			





			B13


			A Care Plan reassessment takes place every  month or as needs change 


			


			


			


			


			


			





			B14


			The Care Plan reassessment is documented in three monthly review form


			


			


			


			


			


			





			


			Total Scores for Yes


			


			


			


			


			


			





			


			                                                                                                                                  Total Scores for No


			


			


			


			


			


			





			


			Total Scores for N/A


			


			


			


			


			


			





			


			Total = 14






% Total = Total Scores for Yes       X 100











                          14 - N/A


			


			


			


			


			


			








Comment:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Section C: Audit Outcomes and Recommendations 


Unit:______________________________________ Date:_______________________________


			Audit Results


			1


			2


			3


			4


			5


			6





			


			% Total Compliance


			% Total Compliance


			% Total Compliance


			% Total Compliance


			% Total Compliance


			% Total Compliance





			Section A


			


			


			


			


			


			





			Section B  


			


			


			


			


			


			








			Audit Outcomes


			1


			2


			3


			4


			5


			6





			


			Yes


			No


			Yes


			No


			Yes


			No


			Yes


			No


			Yes


			No


			Yes


			No





			Care Plan processes were appropriately applied at all times  


			


			


			


			


			


			


			


			


			


			


			


			





			There were deviations from the correct Care Plan processes  


			


			


			


			


			


			


			


			


			


			


			


			





			Recommendations for improvement are required 


			


			


			


			


			


			


			


			


			


			


			


			








			Recommendations arising from the audit:



			Date for completion


			Responsibility





			


			


			





			


			


			





			


			


			





			


			


			





			


			


			





			


			


			








Signature of Auditor: ___________________________________________________________

Date:___________________



CNM Signature:________________________________________________________________

Date:___________________


Director of Nursing Signature: ____________________________________________________
           Date: ___________________
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Import file.xlsx


Import file.xlsx
Sheet1

		Service		ServiceLevel		SSRef		Date		IsTimetabled		TimetabledQuantity		TimetabledEntryTime		TimetabledExitTime		TimetabledIsFrustrated		WeeklyActualQuantity		WeeklyFrustratedQuantity		WeeklyMissedQuantity		WeeklyExtraQuantity		WeeklyNumberOfVisits		Comments		CarePackageLineItemID

		J12345		Domiciliary Care - Generic		A123456		20160104		1				7:14		8:18		0

		J12345		Domiciliary Care - Generic		A123456		20160105		1				8:12		9:16		0

		J12345		Domiciliary Care - Generic		A123456		20160106		1				7:34		8:45		0

		J12345		Domiciliary Care - Generic		A123456		20160107		1				8:52		10:04		0

		J12345		Domiciliary Care - Generic		A123456		20160108		1				7:28		8:33		0

		J12345		Domiciliary Care - Generic		A123456		20160109		1				7:06		8:09		0

		J12345		Domiciliary Care - Generic		A123456		20160110		1				8:06		9:20		0

		J12345		Domiciliary Care - Generic		A123456		20160111		1				8:54		10:07		0

		J12345		Domiciliary Care - Generic		A123456		20160112		1				8:24		9:27		0

		J12345		Domiciliary Care - Generic		A123456		20160114		1				8:30		9:37		0

		J12345		Domiciliary Care - Generic		A123456		20160115		1				8:31		9:22		0

		J12345		Domiciliary Care - Generic		A123456		20160116		1				8:04		9:13		0

		J12345		Domiciliary Care - Generic		A123456		20160117		1				7:59		8:53		0

		J12345		Domiciliary Care - Generic		A123456		20160118		1				8:34		9:35		0

		J12345		Domiciliary Care - Generic		A123456		20160119		1				7:58		8:52		0

		J12345		Domiciliary Care - Generic		A123456		20160120		1				8:41		9:53		1

		J12345		Domiciliary Care - Generic		A123456		20160121		1				7:07		8:03		0

		J12345		Domiciliary Care - Generic		A123456		20160122		1				8:38		9:34		0

		J12345		Domiciliary Care - Generic		A123456		20160123		1				8:12		9:04		0

		J12345		Domiciliary Care - Generic		A123456		20160124		1				7:31		8:35		0

		J12345		Domiciliary Care - Generic		A123456		20160125		1				7:58		8:56		0

		J12345		Domiciliary Care - Generic		A123456		20160127		1				8:15		9:19		0

		J12345		Domiciliary Care - Generic		A123456		20160128		1				7:51		8:58		0

		J12345		Domiciliary Care - Generic		A123456		20160129		1				7:45		8:43		0

		J12345		Domiciliary Care - Generic		A123456		20160130		1				7:29		8:39		0

		J12345		Domiciliary Care - Generic		A123456		20160131		1				7:14		8:13		0

		J12345		Domiciliary Care - Generic		A654321		20160125		1				7:33		8:16		0

		J12345		Domiciliary Care - Generic		A654321		20160126		1				7:19		8:14		0

		J12345		Domiciliary Care - Generic		A654321		20160127		1				6:18		7:06		0

		J12345		Domiciliary Care - Generic		A654321		20160129		1				7:02		7:49		0

		J12345		Domiciliary Care - Generic		A654321		20160130		1				6:18		7:10		0

		J12345		Domiciliary Care - Generic		A654321		20160131		1				7:22		8:07		0

		J12345		Domiciliary Care - Generic		A654321		20160125		1				6:54		7:42		0

		J12345		Domiciliary Care - Generic		A654321		20160126		1				6:30		7:23		0

		J12345		Domiciliary Care - Generic		A654321		20160127		1				7:53		8:45		0

		J12345		Domiciliary Care - Generic		A654321		20160129		1				6:23		7:16		0

		J12345		Domiciliary Care - Generic		A654321		20160130		1				6:45		7:36		0

		J12345		Domiciliary Care - Generic		A654321		20160131		1				7:55		8:38		0





Sheet2





Sheet3






image6.emf
J123456_20160131_ MASTER.csv


J123456_20160131_MASTER.csv
J123456_20160131_MASTER

		ServiceID		Service		Weekending_Date		SSRef		Visit_Date		Visit_Code 		Visit_Frustrated_Code 		Visit_Frustrated_Comment 		Double_Visit 		Critical_Visit		CarerID		Planned_Arrival_Time		Actual_Arrival_Time		Minutes_Early_Late		Actual_Departure		Planned_ Duration		Actual_Duration		Banded_Duration		Hourly_Rate		Banded_Visit_Charges		Manually_Adjusted _Code		Manual_Adjustment_Reason		Comments

		J12345		Domiciliary Care - Generic		1/10/16		A123456		1/4/16		0						0		No		100123		8:00		7:14		-46		8:18		60		64		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/10/16		A123456		1/5/16		0						0		No		100123		8:00		8:12		12		9:16		60		64		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/10/16		A123456		1/6/16		0						0		No		100124		8:00		7:34		-26		8:45		60		71		90		13.07		16.34

		J12345		Domiciliary Care - Generic		1/10/16		A123456		1/7/16		0						0		No		100123		8:00		8:52		52		10:04		60		72		90		13.07		16.34

		J12345		Domiciliary Care - Generic		1/10/16		A123456		1/8/16		0						0		No		100123		8:00		7:28		-32		8:33		60		65		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/10/16		A123456		1/9/16		0						0		No		100123		8:00		7:06		-54		8:09		60		63		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/10/16		A123456		1/10/16		0						0		No		100123		8:00		8:06		6		9:20		60		74		90		13.07		16.34

		J12345		Domiciliary Care - Generic		1/17/16		A123456		1/11/16		0						0		No		100124		8:00		8:54		54		10:07		60		73		90		13.07		16.34

		J12345		Domiciliary Care - Generic		1/17/16		A123456		1/12/16		0						0		No		100123		8:00		8:24		24		9:27		60		63		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/17/16		A123456		1/13/16		1		1				0		No		100123		8:00								60

		J12345		Domiciliary Care - Generic		1/17/16		A123456		1/14/16		0						0		No		100124		8:00		8:30		30		9:37		60		67		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/17/16		A123456		1/15/16		0						0		No		100123		8:00		8:31		31		9:22		60		51		45		13.07		9.8

		J12345		Domiciliary Care - Generic		1/17/16		A123456		1/16/16		0						0		No		100123		8:00		8:04		4		9:13		60		69		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/17/16		A123456		1/17/16		0						0		No		100123		8:00		7:59		-1		8:53		60		54		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/24/16		A123456		1/18/16		0						0		No		100123		8:00		8:34		34		9:35		60		61		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/24/16		A123456		1/19/16		0						0		No		100124		8:00		7:58		-2		8:52		60		54		45		13.07		9.8

		J12345		Domiciliary Care - Generic		1/24/16		A123456		1/20/16		1		2				0		No		100123		8:00		8:41		41				60				60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/24/16		A123456		1/21/16		0						0		No		100124		8:00		7:07		-53		8:03		60		56		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/24/16		A123456		1/22/16		0						0		No		100123		8:00		8:38		38		9:34		60		56		60		13.07		13.07		6		System Error

		J12345		Domiciliary Care - Generic		1/24/16		A123456		1/23/16		0						0		No		100123		8:00		8:12		12		9:04		60		52		45		13.07		9.8

		J12345		Domiciliary Care - Generic		1/24/16		A123456		1/24/16		0						0		No		100123		8:00		7:31		-29		8:35		60		64		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A123456		1/25/16		0						0		No		100123		8:00		7:58		-2		8:56		60		58		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A123456		1/26/16		1		8		Visit to family		0		No

		J12345		Domiciliary Care - Generic		1/31/16		A123456		1/27/16		0						0		No		100124		8:00		8:15		15		9:19		60		64		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A123456		1/28/16		0						0		No		100124		8:00		7:51		-9		8:58		60		67		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A123456		1/29/16		0						0		No		100123		8:00		7:45		-15		8:43		60		58		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A123456		1/30/16		0						0		No		100123		8:00		7:29		-31		8:39		60		70		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A123456		1/31/16		0						0		No		100123		8:00		7:14		-46		8:13		60		59		60		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A654321		1/25/16		0						1		Yes		100123		7:00		7:33		33		8:16		45		43		45		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A654321		1/26/16		0						1		Yes		100123		7:00		7:19		19		8:14		45		55		45		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A654321		1/27/16		0						1		Yes		100123		7:00		6:18		-42		7:06		45		48		45		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A654321		1/28/16		1		6				1		Yes

		J12345		Domiciliary Care - Generic		1/31/16		A654321		1/29/16		0						1		Yes		100123		7:00		7:02		2		7:49		45		47		45		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A654321		1/30/16		0						1		Yes		100123		7:00		6:18		-42		7:10		45		52		45		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A654321		1/31/16		0						1		Yes		100123		7:00		7:22		22		8:07		45		45		45		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A654321		1/25/16		0						1		Yes		100124		7:00		6:54		-6		7:42		45		48		45		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A654321		1/26/16		0						1		Yes		100124		7:00		6:30		-30		7:23		45		53		45		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A654321		1/27/16		0						1		Yes		100124		7:00		7:53		53		8:45		45		52		45		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A654321		1/28/16		1		6				1		Yes

		J12345		Domiciliary Care - Generic		1/31/16		A654321		1/29/16		0						1		Yes		100124		7:00		6:23		-37		7:16		45		53		45		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A654321		1/30/16		0						1		Yes		100124		7:00		6:45		-15		7:36		45		51		45		13.07		13.07

		J12345		Domiciliary Care - Generic		1/31/16		A654321		1/31/16		0						1		Yes		100124		7:00		7:55		55		8:38		45		43		45		13.07		13.07
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AnyHomeCare

AnyHomeCare
Welford Place
Leicester

LE1 62G
Contact details

Invoice No 12345
Invoice Date  01/02/2016
Account No 789

To:

Leicester City Council

Payments Section, Adults & Housing
5th Floor B Block

New Walk Centre

Welford Place

Leicester

LE1 6ZG

Period Invoiced: From
04/01/2016

Amount £499.93

To
31/01/2016
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