Severn School of Primary Care OOH QM process
Version 1
30th December 2009 
Rationale
· It is a requirement that GP STs must successfully complete training in OOH care as part of their overall training to become a fully qualified GP.
· PCTs commission OOH provision, but there is little or no liaison between the PCTs and the School of Primary Care on the training aspects.

· The SoPC provides courses for OOH educational supervision (run by Paul & Martyn Hughes), but has no QM role with the OOH providers.
· A recent DoH "gateway" letter to PCTs (17th December 2009) states the requirements for DPGPEs, Trainers and PCTs with regard to OOH provision. 
· This gives us the opportunity and obligation to liaise with PCTs on OOH training provision, and with the providers for OOH QM. 

· It passes the responsibility for arranging OOH placements for their GP STs back to the GP Trainers.

Drivers for change
The Gateway letter states that – 

DPGPEs should:
· identify the training opportunities required in their area and discuss with PCTs how those opportunities can be made available; 

· fund and support training for clinical supervisors [we already do this]; 

· quality assure the provision of GPR training in OOH providers. 

GP Trainers should: 

· help DPGPEs and PCTs identify the training opportunities required; 

· arrange placements for their GPRs with approved OOH providers. While training in the OOH provider, GPRs will work under their normal contract of employment with their GP Trainer.   They will not be entitled to any remuneration from the OOH provider itself. 

PCTs should: 

· discuss with DPGPEs and GP Trainers  what training opportunities are required; 
· discuss and agree with their OOH providers how those training opportunities can be provided; 
· or (where providing OOH services themselves) make arrangements for offering training under the supervision of appropriately  trained clinical supervisors.  
Proposal
"DPGPEs should identify the training opportunities required in their area and discuss with PCTs how those opportunities can be made available; DPGPEs should quality assure the provision of GPR training in OOH providers." To achieve these requirements – 

· the School needs to:

· draft the minimum ST-related OOH content and processes that PCTs should commission;

· involve PCTs and providers in finalising the QM document;

· with due consultation, pass the responsibility for arranging OOH placements for their GP STs back to Trainers.
· patches need to: 
· calculate the quantity of OOH work that each PCT needs to commission;
· work with PCTs to ensure that those quantities are commissioned;

· jointly with PCTs, set up QM assessments of providers, using the same model that we use for Trainer re-approval visits 

· send providers a document giving the QM criteria and asking for self-appraisal (see appendix);
· ask GP STs for feedback;

· QM visit with a rep each from PCT, GPEs/ADs, GP STs, trainers, lay person;
· produce report for PCT & School Board consideration, quality grading, and timescale for next visit;

· have subsequent visits over a 2-3 year cycle.

Potential problems

· Opportunity costs relating to implementation time.
· This model won't work without active input from PCTs. Success depends on depends on PCT commitment to work with SoPC, including joint visits and performance management.

· There may be resentment from some Trainers at having to take back responsibility for arranging OOH placements for their GP STs.

As Bill wisely put it, "the key is to engage the commissioner, provider and local educational teams into any new process, and we need to think carefully how to keep them all on board, whilst not ruffling any feathers".
Michael Harris, 30th December 2009



Refs: 
COGPEd OOH paper_2007 revision 2009 v4
GP OOH training Chapman letter Dec09
Appendix

Out-of-hours Training for GP Specialty Registrars: Draft Quality Assurance Monitoring Form 

OOH Provider:

Date of planned review:
· In accordance with national agreement, Deaneries have a responsibility to quality manage the training received by GP Registrars in out-of-hours care.

· The headings are those of the published PMETB domains.
· The form can be used as the basis of an annual review meeting between a Deanery representative, usually a local GP Associate Dean or GP Educator, the PCT, and the out-of-hours care provider.

· Feedback relating to training in out-of-hours care from GP Specialist Trainees will also be used in this quality management process.

· Out-of-hours care providers are asked to comment on each of the quality criteria and present supporting evidence at review.

	Standard
	Comment
	Evidence to be presented


1. Patient Safety

	1.1 Written protocols on record keeping.
	· We have a written policy on medical notation.

· We perform a regular 1% audit of record keeping in all areas and now have an experienced GP trainer employed sessionally, as a medical audit officer, to assess the records from a clinical perspective.
· Feedback is given to individual doctors via the clinical leads.
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	1.2 A system of critical incident, reporting, analysis and feedback.
	· Issues can be fed back using our Feedback Forms located in all visiting cars and Primary Care Centres, or accident and incident reporting forms.

· These are monitored and reviewed through the Clinical Governance Committee or local sub groups.We have started a newsletter, “Reflect - lessons from complaints” which is circulated quarterly to all clinical staff 
Visitors Report/Comments:

No Significant incidents or complaints involving trainees to date.

National newsletter allows anonymous sharing of Significant incidents as well as examples of good practice.
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	1.3 An appropriate method of responding to patient comments and complaints and evidence that patients are involved in the organisation and development of the service (desirable).
	· We have a complaints process that mirrors the NHS complaints procedure 2004

· All complaints and compliments are monitored and reviewed through the clinical governance committee and the Senior Management Team.

· All GP surgeries and PCTs have received copies of our patient leaflets which requests feedback from users of the service.

· We also complete patient satisfaction surveys; any issues raised via this method are investigated and responded to.

· General Managers attends Patient and Public Information Forums

Visitors Report/Comments:

Harmoni has below the national average number of complaints despite covering 13-15% of the population of England for OOH care. 
An independent organisation now carries out patient satisfaction surveys.
	· We have a Patient Services Department that work hard to keep our complaints procedure and meet the national standards.

· Compliments are also reviewed and feedback accordingly.

· An external independent organisation now undertakes the patient satisfaction survey, we are currently awaiting

	1.4 No trainee is expected to undertake an Out-of-hours session without appropriate supervision.
	· No GPR is booked without an approved supervisor for their entire session
Visitors Report/Comments:

Trainees progress from direct supervision (red), through indirect supervision (amber) to remote supervision (green).

The trainer is responsible for assessing and documenting progression from red to amber to green.

When a trainee is graded green, the supervisor is available by telephone. There are also always contacts at base in the unlikely event that phone contact is lost.

The supervisor will be a trainer, other doctor from a training practice or a Deanery approved OOH CS.The trainee will be matched to one or two supervisors to maximise the continuity of  the training  experience.
	· The green shifts are with remote trainer supervision and we are currently working on a system where the trainers will be remote and will be the triage doctors while the registrars will be doing the PCC / visits




2. Quality Assurance, Review and Evaluation

	2.1 A system of audit of workload and practice that enables quality of care to be monitored and practice reviewed, as part of clinical governance.
	· Complaints are regularly reviewed at clinical governance meetings and the learning from them put into action e.g. with new policies, educational sessions etc

· Each GPR has a Clinical Supervisor / Trainer monitoring every session, there is feedback / reflection at the end and the OOH paperwork is completed
· We also audit all clinicians with the RCGP 1% audit tool kit and the results are feedback to them on a quarterly basis
Visitors Report/Comments:
1% audit of notes carried out of all OOH clinicians including trainees and there is equal sampling across red,amber and green grades. 

In depth data about workload is kept eg consultation type and length, referrals.
	

	2.2 A system of information that enables the members of the OOH team to keep up to date with clinical and administrative matters relevant to OOH work.
	· Harmoni North Somerset has begun to circulate a monthly newletter which contains information relevant to OOH working.
· Meetings are planned for 2010/11 to cover significant changes to OOH working. 
· Other important issues are circulated by emails to OOH staff.
Visitors Report/Comments:

BMJ Educational Modules including Palliative Care, Safeguarding children are available to staff including trainees.
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	2.3 A process for regular communication and review with the Deanery 
	· Increased communication between Harmoni Clinical and Management team and Severn Deanery Team. Steps have been taken to liaise with local GP Trainer Groups (eg Nigel Lakin in Weston Super Mare) and consider attending local Trainers meetings.
Visitors Report/Comments:

PD has met with convenor of local Trainer’s Workshop and plans to attend a meeting annually to build links with local Trainers.

Regular Deanery QA visits are welcomed by Harmoni.
	We would like actually a Named Programme Director / Patch associate dean who will be the liaison between Harmoni 


3.Equality, Diversity and Opportunity

	3.1 A robust E&D policy for all employed staff
	· Harmoni maintain the highest standards for E+D, which are incorporated into a central policy for all Harmoni staff nationwide.
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	3.2 Equity of access to available training sessions for all GP trainees
	· There are no shifts which GP Trainees cannot access. They are provided with access to an online shift booking session which, once they are ‘GREEN’, they can use to book shifts (providing their supervisor is available simultaneously by phone.)
· Harmoni are attempting to increase the number of Deanery Approved Non-GP Trainer Clincal supervisors in order to allow greater choice to GP Trainees in finding a supervisor and / or sessions that suit them. Harmoni have provided financial incentives for OOG GPs to attend the Approved OOH Supervisor course.

Visitors Report/Comments:

All shifts are available to Trainers/Supervisors and trainees. Trainees graded red/amber attend shifts booked by their Trainer/Supervisor and when green trainees may book their own shifts.
A mix of weekday/weekend/base/triage and visits is encouraged to ensure adequate experience is gained.

Harmoni has six OOH CSs who are not trainers who have recently completed the Deanery approved course. This increased capacity gives greater availability to local trainees. Any spare capacity can be offered to trainees out of area.
	*We had 6 GP attended the recent Clinical Supervisors course.

*we would also seek the deanery’s support in letting us know the List of trainers and the training practices.


4. Recruitment, Selection and Appointment

	4.1 A robust E&D policy for all employed clinicians
	The Harmoni E+D policy (above, 3.1) apply equally to clinicians as to non-clinical staff.
	· The Registrar’s will need to sign an Honorary contract with Harmoni

[image: image10.emf]Honorary Contract




5. Delivery of Curriculum including assessment

	5.1 A reliable method of transferring records of education to the trainee’s GP trainer.  Normally this will entail completion of a “Record of Out-of-hours” document.
	· GP Trainees and their supervisors are expected to complete an OOH session log after each session which should be shared with their supervisor and Trainer and added to their ePortfolio.
Visitors Report/Comments:

Trainees use an adapted COGPED OOH records sheet with an additional section for recording competencies demonstrated. 
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	5.2 Opportunities for trainees to learn from and about management and administration systems.
	· All OOH staff and GP Trainees will be expected to undertake a local site induction before commencing OOH sessions. This includes a Harmoni Corporate Induction which explains the management structures behind the OOH set up.
· Registrars are welcome to spend time with the local Management and administrative teams.

Harmoni is a national organisation covering 13-15% of OOH for England. There is opportunity for trainees to gain understanding of local management systems as well as the wider perspective if desired.
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	5.3 Opportunities for trainees to appreciate how computerisation can contribute to clinical and organisational work in OOH (desirable).
	· Harmoni OOH operates on an entirely paperless system, using Adastra clinical systems. This contains direct links to many of the commonly used reference websites (eg GP Notebook, eBNF, Toxbase etc). 

· GP Trainees will be included in the monthly 1% audit of clinical records and monthly prescribing audits – this will highlight the use of the reporting features of the clinical software.

	· We also have a robust  induction and the red shifts and helpful for the trainees to familiarise with the computers

	5.4 Where non-GPs are involved as educational supervisors, they will only supervise red sessions i.e. where the trainee takes no clinical responsibility.
	North Somerset do not currently have any non-GP clinical supervisors. Any supervision provided outside the OOH scenario (eg District Nursing) will have been arranged directly with the GP Trainer.
	


6. Support and development of trainees, trainers and the local faculty

	6.1 A system of induction for all new staff.
	· All new staff received a corporate induction and local induction programme.

· Induction sessions are run twice a year for GPRs and are well evaluated.
· Until 2010 GP Trainees have received inductions on individual basis but from 2011 group inductions will be held, as demonstrated in other Harmoni areas.
· Induction will include statutory and mandatory online modules, some of which include MCQ tests.
Visitors Report/Comments:
Local induction has been done on an individual basis but with increasing trainee numbers regular group inductions will be run.
Statutory eg health and safety and mandatory eg meningitis awareness modules are included and induction modules eg dealing with violence and aggression in the workplace are available.

Harmoni do not require trainees to submit paperwork eg GMC/Performer’s List certificates or evidence of membership of MDU/MPS.The identity of the trainee and employment by the practice is confirmed.
An honorary contract is signed by the trainee in which paperwork requirements are stated. 
	
[image: image13.emf]New Corporate  Induction - North Somerset[v2].ppt



 EMBED Word.Document.8 \s [image: image14.emf]Induction  Example.doc


[image: image15.emf]Stat + Mand Modules  - GP Registrars.doc



[image: image16.emf]OOH Local Site  Induction form.doc

 
[image: image17.emf]Induction Feedback



	6.2 Evidence of good team working.
	· Harmoni completes a yearly staff survey

· 2010 staff survey outcomes attached as part of Harmoni ‘Snapshot’ Newsletter, which in itself helps to develop team working both locally and nationally.
· Feedback from Induction and Clinical Supervision to become ‘routine’ and encourage team working.
Visitors Report/Comments:
A relatively new local team with general manager in post a few months and a new receptionist with responsibility for GP training. Will need to develop working relationships through meetings and social events.

The national perspective allows wider shared learning. There is opportunity to attend meetings with teams from other areas.

Dr Vijaykumar came from West Sussex for this QA visit. 
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	6.3 An appropriate clinical supervisor for the whole of the trainee’s shift.
	· For Red and Amber sessions GP Trainees cannot book sessions directly and have to attend sessions that their Supervisor has booked. 
· For ‘Green’ sessions, GP Trainees can book sessions directly but must have remote contact with their supervisor or GP Trainer.

Visitors Report/Comments:

Trainer/Supervisor is available in person (red/amber) or by phone (green).

Supervisors who are not trainers have been on Deanery approved OOH CSs course.
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	6.4 Sufficient time within the session for teaching, feedback and completion of paperwork.
	· Most GP Trainee sessions are booked in weekdays when there is less demand on the service. We are currently looking at introducing specially adapted training sessions in 2011 at the busier periods over weekends. 

· Currently there is an issue with availability of rooms due to OOH temporary accommodation – this will be resolved when we move back into our new Urgent Care Centre in April 2011.
Visitors Report/Comments:
Proposed paid 20 min slot at the end of a training shift for feedback and completion of log.
	· We are working closely to find out the best way for the feedback. We are looking to pay the supervisors 20 mins at the end of each session to get the feedback and also for the registrars to have the OOH Log filled and signed by the Supervisors.


7. Management of Education and Training

	7.1 Effective and efficient management and administration systems.
	· Harmoni has a large and effective management team. 

· Harmoni has been awarded the ISO 9001:2000 certificate for effective management systems.
Visitors Report/Comments;

The hub and spoke model operated by Harmoni   is efficient. There are national processes eg training modules, formulary ,newsletter and local  eg booking systems ,induction
	

	7.2 Methods of monitoring prescribing as an important part of the audit process and a formulary or prescribing policy including a statement on how the formulary is reviewed and implemented.
	· The formulary is regularly reviewed by the formulary group.

· Ian Goodman is the responsible Director and Riaz Esmail our Pharmacist.
· Monthly prescribing audits are performed centrally by Riaz, and ‘anomalies’ are fed back to individuals where appropriate. (see attached edited version – actual version includes pivot table to access individual clinician and Adastra case number.
Visitors Report/Comments:
A national formulary is used allied to PCT guidance.

Harmoni has a clinical lead and pharmacist. Regular prescribing audits are carried out with feedback to clinicians.
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	7.3 Sufficient consulting rooms so that the GP trainee and clinical supervisor can consult during the same session.
	· 2009-10 has been difficult due to temporary (reduced) space for OOH whilst new Urgent Care Centre being built, combining A+E Department and Primary Care Centre.
· New purpose built facilities should provide ample availability of rooms for GP Training.

Visitors Report/Comments:

Current premises are able to accommodate trainees across two sites: Weston and Clevedon.

The new Urgent Care Centre in Weston will open in April 2011 allowing more space for training. There is limited space in Clevedon.

	

	7.4 All clinical supervisors must be qualified to teach although they will not necessarily require the educational expertise required of GP trainers.  (Suitability is defined in governance referred to above).
	· Deanery Approved OOH Clinical Supervisors Courses currently being organised. In October, 6 local OOH GPs attended the first of 2 sessions enabling them to be OOH Supervisors.
· Further Courses being organised by the Deanery, Harmoni may be willing to provide financial incentive for OOH GPs to attend.

Visitors Report/Comments:

Six OOH doctors have attended the Deanery approved CSs course.

There has also been attendance at a Deanery run telephone triage course.
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	7.5 There is an administrative system that ensures that all GP trainees are allotted appropriate sessions with clinical responsibility commensurate with their experience and competence.
	· Most GP Trainee sessions are booked in weekdays when there is less demand on the service. We are currently looking at introducing specially adapted training sessions in 2011 at the busier periods over weekends.

· OOH Supervisors and GP Trainers should liaise and decide when a GPT is ready to step up to the next level (eg red to amber) – OOH should then be notified using the appropriate form. 
Visitors report/Comments:

Trainers are responsible for assessing competence of trainees and completing form confirming progression from red through amber to green.

Red and amber trainees attend sessions booked by Trainer/Supervisor who can choose shifts appropriate for stage of training.

Green stage trainees can book their own shifts and are encouraged to choose a mix of weekday/weekend/base and car to develop experience.


	 


8. Educational resources and capacity

	8.1 A workload that will enable trainees to acquire adequate clinical experience across the full range of age and disease.
	· Most GP Trainee sessions are booked in weekdays when there is less demand on the service. We are currently looking at introducing specially adapted training sessions in 2011 at the busier periods over weekends. 


	

	8.2 An appropriate range of diagnostic and therapeutic equipment for static and mobile use.
	· Cars and PCCs are well stocked with equipment and checked regularly. 

· We have started asking self employed Doctors to bring their own equipment but we still supply consumables to all doctors and equipment to GP Registrars.
· There are a limited number of clinical ‘kits’ at both Clevedon and Weston PCCs, which can be signed out by non-salaried GPs.
Visitors Report/Comments:
Clinical kits are available at both sites for trainees.


	

	8.3 An appropriate range and quantity of drugs for emergency and OOH use.
	· Harmoni Formulary: Currently we have drug stocks kept in locked cupboards at Clevedon and Weston PCCs, with separate Controlled Drug cupboard at Weston. 

· In early 2011 we will be moving towards cassettes in cars and PCCs in line with the rest of Harmoni sites. This allows stock to be controlled and monitored centrally..(see attached formulary)

· Regular meetings with PCT Pharmacy Advisor (Debbie Campbell) and formulary committee led by Harmoni Pharmacist updates formulary regularly.
Visitors Report/Comments:

There is a small stock of controlled drugs in safe storage at Weston but none in Clevedon.
Routine drugs at both sites.

Use of cassettes in cars and centres will allow central monitoring and efficiency of re-stocking.
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	8.4 Adequate secretarial and support staff to run the OOH system and encompass training.
	· This job is done by the Rota team lead by Rota Supervisor, and this is working reasonably efficiently. 

· The online system for booking sessions – Rota Master – would be used by the GP registrars from next year.

· Communications to the GP registrars is managed by the Administration Team
Visitors Report/Comments:

Recent changes in the admin team has freed up 24 hours /week of admin time.

Two staff are trained in rota management and a receptionist now has responsibility for GP trainee support.
	

	8.5 Sufficient transport so that the GP trainee and clinical supervisor can travel together as required on home visits.
	· We have a fleet of Specially adapted Estate cars with integral clinical IT systems and full range of emergency medications and equipment.
· There is sufficient room for both registrar and supervisor
· A driver is provided for all mobile visit

	

	8.6 An environment that encourages multi-professional learning.
	· Multidisciplinary teamwork is emphasised at the induction sessions and clinical sessions.

· We have Nurse practitioners and Nurse prescribers undertaking PCC shifts.

· Nurses and doctors are deployed for triage in all other areas.

	· Harmoni creates a great multi disciplinary team as we have nurses triaging doctors both salaried and self employed, GP registrars etc

· We have many nurse practitioner and prescribers working regular shifts.

· We have a very hard working supervisors and admin team pulling it all together.




9. Outcomes
	9.1 Registers and indices that can be used for teaching, research and audit (desirable).
	· We daily analysis call rates, response times and other measures of performance.

· We have a clinical audit coordinator – Julie Richards - who holds a regular Audit review meeting

· Operational performance is reviewed regularly by the clinical leads.
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	9.2 There is a system of review, the purpose if which is to help clinical supervisors to reflect upon and develop their educational skills (desirable).
	Visitors Report/Comments:

Supervisors are able to attend 3 yearly refresher courses and can attend relevant Deanery lead courses eg telephone triage in the interim.
	


	A meeting is held annually with deanery representative to review the above quality standards.
	· Hopefully from 2010-11 this will become an annual event!
Visitors  Report/Comments:

Regular QA visits are welcomed by Harmoni as an opportunity to reflect on practice and develop.
	


Development and Excellence

	How has your educational provision for GP STs developed the past year?
	We have developed the process of induction and monitoring in line with other Harmoni areas and in keeping with Deanery requirements. New pathways for communication between OOH, GP Trainers and Clinical Supervisors have added a new level of security and patient safety which may have been lacking before.
Visitors Report/Comments:

Twice yearly local induction is to be introduced instead of individual ad hoc introductions.

Links with local Trainer’s Workshop Convenor have been made with plans for PD to attend a meeting at least annually.

Six OOH doctors have recently attended the Deanery lead OOH CSs course creating increased capacity for GP training.

	What have been your biggest problems in relation to GP STs educational provision over the past year, and how have you addressed them?
	The lack of understanding of recommended procedures and processes among all involved locally – OOH providers, local GP Trainers and those OOH GPs providing supervision without approval from Deanery.

	What are you particularly proud of in your educational provision for GP STs? 
	Starting largely from Scratch – we have relatively few GP Trainees compared to other larger OOH areas / providers, so are able to offer a very friendly ‘local’ approach to OOH induction and training.

	What are your plans for development of your educational provision for GP STs over the next year?
	To further formalise the induction program, liaise more closely with local GP Trainers and Deanery staff to coordinate  the process in a more uniform and beneficial way.

	How would you like the Deanery and PCT to help you in providing educational provision for GP STs over the next year?
	Establish a better understanding among local GPs and GP Trainers about the new requirements for OOH supervision and training.


Report from the patch’s ST Representative(s)

To be completed independently by one or more of the patch’s ST reps before the QM visit
	Please give your views on the quality and quantity of the OOH provider's educational provision, its highlights, and areas that need to be developed or addressed. You may wish to use the same headings as we have used above.
	Overall my experience with Harmoni has been good. My supervisor for OOH has been doing training for a while so I'm gaining good experience without feeling unsupported. 

My one quibble would be the induction process which I know has had a few teething problems, but trying to get passwords and so on has been a challenge.




Lead Visitor’s Summary and Recommendations

	Date of visit:
	17/11/10

	Lead visitor:
	Dr Holly Hardy(HH) APD Bristol

	Other visitors and status:
	Chris Morton PCT Contracts Manager OOH,Jen Hepworth Lay Representative, Fiona Swan GP Trainee

	OOH provider members seen:
	Paul Davies (PD) Clinical lead OOH N.Somerset, Elango Vijaykumar Educational lead Harmoni/Clinical lead W.Sussex, Bev Dickens General Manager N. Somerset, Juliet Davies Receptionist with responsibility for GP Training.

	

	Highlights:
	Harmoni is a large national OOH provider covering 13-15% OOH in England.
Harmoni North Somerset benefits from being part of this large organisation eg sharing Significant Incidents in a national newsletter, statutory/mandatory/educational on-line modules available to trainees, independent patient surveys, availability of a pharmacist to audit prescribing, a central formulary, cassettes in centres and cars for stock control of drugs.
At a local level there are good links with PCT and Trainers which are being built on. There are plans to involve trainers in regular OOH induction sessions.

In anticipation of increased trainee demand for OOH sessions, six N.Somerset doctors have recently attended the Deanery approved OOH CSs course.

A traffic light system is used to grade trainees competence with appropriate supervision at all levels. Trainees are encouraged towards independent practice and are supervised remotely when graded green by their trainer.

New premises which will be finished in April 2011 will allow more space for training.

Changes in administration team have allowed development of roles including a receptionist with responsibility for trainee support and two staff managing the rota.   



	Items that must be addressed before next visit:
	Harmoni to check with PCT and the Deanery re need for own checking of trainee paperwork. Visiting trainee suggested use of a tick box form to be completed by training practice and brought to induction.

	Development recommendations:
	Improve links with local GP Education team: Pippa Stables is GPE with responsibility for Weston-joint visit to local Trainer’s Workshop or the like to be arranged; GPE administrator Mandy Price to provide a list of trainees in N.Somerset so that early contact can be made.
HH suggests audit greater percentage of notes for red and amber doctors than green.

Build on new roles of administrators and clinical supervisors especially on moving to new premises in 2011.

Review need for training of more OOH CSs based on trainee numbers.

PD commented that there are possibilities for overlap between daytime and OOH services in new setting.

	Educational (re)approval recommended for (number of years):
	1 year in first instance as initial approval.
Anticipate 3 yearly thereafter.



	Recommended grading:

A: Excellent (awarded for one year for excellent continued                                                                                 development since last re-approval visit)
B: Satisfactory
C1: Action and feedback (significant problems have been identified)
C2: Action soon (major problems have been identified which have resulted in recommending a shortened re-approval time)
D: Unsatisfactory and immediate action needed
	B satisfactory.
As experience of GP training grows in N.Somerset and with the move to the new Urgent Care Centre, there will be opportunity for development and innovation. An A grade would be anticipated in this instance. 

	If C2 or D, please give detailed reasons:
	

	Date submitted to School Board & PCT:
	28/11/10


_1351339847.ppt
We treat patients as family



Local Overview 
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Who Do We Work With?

		District Nurses

		Palliative Care – Weston Hospice, St Peters Hospice, Community Palliative Care Team, Children’s Hospice.

		Weston General Hospital

		Clevedon Community Hospital

		Integrated Community Response Team (‘Rapid Response’)

		Community Matrons

		Crisis (emergency psychiatric) Team

		Emergency Duty Social Worker

		Great Western Ambulance Service (GWAS)

		South West Ambulance Service Trust (SWAST)

		A&E and Collaborative Care Team (hospital based rapid response team)

		Neighbouring PCT services including OOH, Acute Trusts and Community Hospitals.
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Local Overview 



locations

NS













Deprivation

		Although North Somerset is a generally prosperous area around 17,500 people in the district or almost 1 in 10 of the population live in areas categorised as amongst the most deprived 20% of the country



		All of these people live in Weston-super-Mare. Of the 353 local authorities in England, North Somerset has the 11th largest range of inequality, meaning that there are areas of extreme deprivation and very prosperous areas in close proximity



		The most deprived areas of North Somerset fall within the most deprived 2% of areas nationally and the least deprived within the most prosperous 1% in the country



		Weston and Clevedon have a large number of residential and nursing homes, in common with many other seaside (retirement) towns.
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Summary North Somerset - PCT

		The Primary Care Trust shares the same boundaries as North Somerset Council, covering approximately 145 square miles

		North Somerset’s current population is:



Approximately 201,400

It has an increasingly older population with people aged 

	over 60 making up almost 26% of its total, 

	compared with 21% nationally.

Young people up to the age of 18 make 

	up 20% of the population.

Unemployment is less than 3%, 

	compared to 4% across the region

		North Somerset is bordered by  



	Bristol PCT’s to the north 

	and Somerset PCT to 

	the south.
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Summary North Somerset - Harmoni



		In 2006, NHS North Somerset awarded Harmoni HS Ltd the contract to provide the Out of Hours GP Service for North Somerset.

		Prior to this the service had been provided by local GP cooperatives, in Weston and Clevedon.



		In early 2009, NHS North Somerset awarded Gryphon Health the contract to provide the GP led Health Centre for Weston-Super-Mare

		Gryphon Health is a joint venture between local North Somerset GPs and Harmoni HS Ltd
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Summary North Somerset

		EAC and GP in Urgent Care



Weston General Hospital

Registered patients, walk in and GP in Urgent Care in A+E Department

The Boulevard, Weston-super-Mare 

12-14 The Boulevard GP Health Centre (aims to cover services to patients who are not currently registered with a GP and who may have complex or challenging healthcare needs and feel excluded from other healthcare services



		OOH



2 Base (Primary Care Centres – PCCs) Locations

Weston General Hospital

Clevedon Community Hospital

		Cars



2 visiting Cars on the road at peak times 

Contd…
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Summary North Somerset (Contd…)

		Employees



OOH 49

GPHC 15

		GP Practices



North Somerset has 24 General Practices in both the urban and rural areas of the county and has 109 GPs

Dental Practices: 31

Pharmacies 36
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What Services Do We Provide?



		EAC 



Registered Patients

Walk in’s

GP in Urgent Care based in A+E Department



		OOH



Telephone Advice and Triage

Primary Care Centres (PCCs)

Home Visits

GP Registrar OOH training

Weekend visits to local Children’s Hospice

Assists Weston General Hospital, with primary care problems presenting to A+E.
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We treat patients as family



Primary Care Clinics
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Primary Care Clinic Details





		Weston General Hospital – Week day evening, weekends and overnight

		In operation 6.30pm to 8am Monday to Friday and all day Saturday and Sunday





		Clevedon Community Hospital – Week day evening and weekends but not overnight

		In operation 6.30pm to 10.30pm Monday to Friday and 8am to 10.30pm Saturday and Sunday.
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Primary Care Clinic Details



The room is fully equipped 



Patients given an appointment slot and are usually seen quickly 10 minute appointments



Defibrilliators AEDs. – we have defibs in all our bases



Ensure you know how to issue FP10PRECS and Full Pack Supply when pharmacies are closed

NS













Drugs (a)

NS

		Category		Drug		Case Qty		Module

		Infections		Aciclovir 800mg Tablets 35		1		1

		 		Amoxicillin 250mg Capsules 21		2		1

		 		Amoxicillin 125mg/5ml Suspension 100ml		2		3

		 		Cefalexin 250mg Capsules 28		1		1

		 		Clotrimazole Cream 20g		1		5

		 		Co-Amoxiclav 250+125mg Tablets 21		1		1

		 		Co-Amoxiclav 125+31.25mg Suspension 100ml		1		6

		 		Erythromycin 125mg/5ml Suspension 100ml		2		6

		 		Erythromycin 250mg Tablets 28		2		1

		 		Flucloxacillin 250mg Capsules 28		2		1

		 		Fusidic Acid Eye Drops 5ml		1		1

		 		Metronidazole 200mg Tablets 21		1		1

		 		Penicillin V 125mg/5ml Suspension 100ml		2		6

		 		Penicillin V 250mg Tablets 28		2		1

		 		Trimethoprim 200mg Tablets 14		2		1

		 		Trimethoprim 50mg/5ml Suspension 100ml		1		6





























































Drugs (b)

NS

		Category		Drug		Case Qty		Module

		Asthma		Ipratropium20mcg/puff inhaler		1		2

		 		Prednisolone 5mg Soluble Tablets 30		1		4

		 		Salbutamol CFC-Free Inhaler 1		1		2

		Analgesia		Aspirin 300mg Dispersible Tablets 32		1		7

		 		Dihydrocodeine 30mg Tablets 28		1		7

		 		Diclofenac 100mg Suppositories 10		1		7

		 		Ibuprofen 400mg Tablets 24		2		7

		 		Ibuprofen 100mg/5ml Suspension 100ml		2		3

		 		Paracetamol 500mg Tablets 16		4		7

		 		Paracetamol 120mg/5ml Suspension 100ml		2		3

		 		Tramadol 50mg Soluble Tablets 20		1		7

		Cardiac Emergencies		Furosemide 40mg Tablets 28		1		4

		 		Glyceryl Trinitrate Sublingual Spray 1		1		4

		Allergy / Dermatology		Chlorphenamine 4mg Tablets 28		1		4

		 		Loratidine 10mg Tablets 30		1		4

		 		Hydrocortisone 1% Ointment 15g		1		5





























































Drugs (c)

NS

		Category		Drug		Case Qty		Module

		Gastrointestinal		Buscopan 10mg Tablets 20		1		5

		 		Dioralyte Sachets 6		2		5

		 		Domperidone 10mg Tablets 30		1		5

		 		Glycerin Suppositories Adult 4g 12		1		5

		 		Loperamide 2mg Capsules 30		1		5

		 		Micralax Enema		2		5

		 		Omeprazole 10mg capsules 28		1		5

		CNS		Diazepam 2mg Tablets 28		1		4

		 		Haloperidol 5mg Tablets 28		1		4

		 		Prochlorperazine 5mg Tablets 28		1		5















































We treat patients as family



Contact Details

Dr Paul Davies

Clinical Lead
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Some Useful Contact Telephone Numbers

Weston PCC				01934 647007

Weston PCC Fax				01934 620607

Clevedon PCC				01275 879282		

Boulevard GPHC				01934 724009

Weston GPHC				01934 724010

Croxley Green – Head Office		0203 402 1000

Clevedon Hospital				01275 879282

Weston General Hospital 			01934 636363

OOH Emergency Dental Service		0845 120 6680

Ambulance Service 			0845 120 6342

Crisis Team 				01934 836467

Bristol Children’s Hospital 			0117 927 6998

St Michael’s Hospital (Maternity) Bristol	0117 921 5411
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Contact Details: Managerial 

NS

















Ann Smith

Regional Director

Beverly Dickinson

General Manager

Paul Davies

Clinical Lead

Shannon Marsh

Nurse Lead

Jo Smith

AGM and OOH

Chris Perks

Practice Manager

Joseph D’Cruze

Rota Administrator

Claire Jones

Call Centre Supervisor

Stephen James

Visiting Services 

Supervisor













Contact Details: Managerial 

		Ann Smith



Regional Director



		Clinical





Dr Paul Davies - Clinical Lead, Harmoni North Somerset

Shannon Marsh - Nurse Lead



		Operational





Beverly Dickinson - General Manager



Jo Smith - Assistant General Manager and OOH Manager



Christine Perks - Practice Manager 
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Contact Details: Operational Staff

		Joseph D’Cruze



Rota Administrator

		Claire Jones



Call Centre Supervisor

		Stephen James



Visiting Services Supervisor



		HOW TO CONTACT US

		Switchboard telephone number:		 01934 647007



	or

		Email: firstname.surname@harmoni.co.uk
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Got a Question?

		Contact me directly

		Paul.Davies@harmoni.co.uk 



NS
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Harmoni Educational Meeting


Evaluation Sheet


Date:


VTS OOH Induction


Please indicate on the scale, by circling one number, your opinion of the value of this session.


Clinical Content


 Appropriate to my learning needs in relation to Out of Hours


0          1          2          3          4          5          6          7          8          9          10


Little Value                                                                                                   Great Value


Helpful in understand how Harmoni works


0          1          2          3          4          5          6          7          8          9          10


Little Value                                                                                                   Great Value


Helpful in understanding how Nurse Triage works


0          1          2          3          4          5          6          7          8          9          10


Little Value                                                                                                   Great Value


I now feel more confident in approaching OOH training with Harmoni


0          1          2          3          4          5          6          7          8          9          10


Little Value                                                                                                   Great Value

The Venue


Comfort & Convenience


0          1          2          3          4          5          6          7          8          9          10


Poor                                                                                                                   Excellent


What, if anything, would you change about this training session?


Please, feel free to comment further if you wish:


Thank you for completing this evaluation form
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INS IDE  TH IS  
I SSUE:  


Issue 3 :  October 2010 


Introduction 


reflect@harmoni.co.uk 


This is Harmoni’s October edition of Reflect, as agreed by 
the Harmoni Clinical Leads and Governance Team.  
   
 Reflect contains learning from incidents as well as complaints, 
audits, compliments and good practices and aims to disseminate 
this learning throughout Harmoni. The incidents and complaints 
cited are real, but with identifiable details removed to protect  
anonymity. We have not only tried to make this interesting  


reading, but also have highlighted valuable lessons that can be 
learned. We hope that you will find these cases and the lessons 


derived from them helpful and instructive. 
  


Harmoni's vision is 'We treat patients as family’ and ‘We treat staff 
as we would wish to be treated ourselves'. There is a lot in this 
edition of Reflect to show how simple things like a little bit of  


empathy and 
respect for others could have resulted in a better outcome. 


  


Frontline staff are the face of Harmoni and we would like to  
remind you that you represent Harmoni for its high quality of  


service. 
   


If there are any good practices or any valuable lessons that you 
would like to share, please feel free to contribute. 


 
Jemma Andrews is the new Education and Training Coordinator 
and works very closely with the Educational Leads in collating all 


of the information for the Reflect Newsletter. 


Dr Elango Vijaykumar 
Educational Lead for Harmoni OOH & 
Clinical Lead for Harmoni West Sussex  


& 
Dr Kate Bowyer 


Educational Lead for Harmoni EAC 


If there is a particular case that you would like more details on, to use for case     
review or root cause analysis within your team, please contact us at the address     


below. We would be happy to share the anonymous details for learning. 
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 SUI’s 


         SUI WL5534   
Palliative Care Patient died after possibly being given a medication overdose (medication prescribed 
by Harmoni but not administered by). District Nurses contacted OOH’s on several occasions over the 
weekend, several triage and home visits made, regarding dose of Midazolam and Morphine Sulphate. 
District Nurse contacted Harmoni and the doctor obliged and prescribed Midazolam that was more 
than 5 times the quantity that was the current regime at the request. The patient was peaceful but it 
was noted to have rather an unusual quantity and an incident was raised.  
 
Several issues surrounding clinical note taking have been highlighted in the investigation. It was 
noted that one of the triaging GP’s didn’t follow Harmoni’s Palliative Care Policy. Harmoni              
experienced a telecoms fault on that day preventing the DN team from contacting the service for 25        
minutes. This has been raised as a separate incident and is being addressed by Harmoni Telecoms.  
 
Even though the post-mortem concluded a natural death, there are still Lessons to be learned 


• When working with other health care professionals it is important to establish and document full 
patient history and current medication. It is essential to ensure that communication is clear so 
that all parties are of the same understanding, also to follow guidelines and document clearly 


• If other health care professional requests for rather higher doses of medication, it is better to 
assess the patient further before making such decisions. 


• When dealing with syringe drivers it’s better to give exact amounts rather than a titration dose 
 


SUI WS4083 
 


Palliative Care Patient died after being given an overdose of medication by care home nurses who 
then contacted Harmoni – pending post mortem. Error with the syringe driver set up for a palliative 
care patient who had been receiving medication in the last 24 hours. The patient had been incorrectly 
administered medication via a syringe driver by the care home nurses. However, it is likely that the 
patient would have needed a syringe driver during the course of that day. The Harmoni doctor worked 
with the Palliative Care Nurse at the home to resolve the issue in an appropriate manor. 
 
Lessons to be learned from this SUI 


• Controlled drug forms are currently being re-developed by community teams. Once this has 
been completed the community teams will forward the updated forms to Harmoni West Sussex  


• It has been recommended by the Clinical Leads, that all palliative care patients who contact the 
service should receive a home visit unless very simple advice is required. 


 
SUI Wor 1320192 


 
42 year old male patient called in with chest pains, should have been a 999 referral but call Handler 
used manual ACPP incorrectly, triage nurse advise to attend A&E urgently but did not call ambulance. 
 
The patient had become sweaty whilst watching football with arms heavy like lead weights over his 
biceps and niggly discomfort in his central chest. Patient taken by his mother to A&E on advice but 
had a heart attack on the way to the hospital and died.  
 
In both calls experienced members of staff were presented with an array of symptoms and history 
which at least two significant illnesses may be responsible – acute pneumonia and acute cardiac  
disease. Red flag symptoms were elicited in both calls but these did not lead to the escalation of the 
call to emergency services. 
 
Lessons to be learned from this SUI 


• The call centre staff in Worcestershire have a paper-based Adastra Call Prioritisation Protocol 
tool, which does allow for human error. It is important to follow the ACPP tool. 


• Clinicians are recommended to take the BMJ module - Chest Pain (Do I need to exclude a    
cardiac cause) 
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Complaint/SUI WA1142 


 
A 24 year old male patient received permanent harm caused from a misdiagnosis of a brain abscess  
secondary to otitis media, which led to him later undergoing two craniotomies and titanium plate  
insertion. The patient’s GP has confirmed that the patient now has mild hearing loss in his right ear 
and is on medication for epilepsy.  
 
The consultation was delayed to over an hour due to the very high call volume largely due to swine 
flu. The clinician’s records for this consultation lacked accurate documentation of a thorough  
examination.  
 
The Doctor could have arranged the ENT assessment themselves rather than leaving it for the  
patients own GP, they should also have made the referral call to the ambulance when the patient 
could not wait for his own GP rather than letting the patients family do this, as per the Harmoni  
policy.  
 
Lessons to be learned from this complaint 


• British Medical Journal Learning has a module - Ear Discharge – diagnosis and treatment, 
available on Harmoni’s corporate intranet sharepoint “Connect” it is very good to have an      
update if not had a recent ENT update 


• All clinicians will be advised, via the local newsletter, to arrange any necessary urgent follow up 
rather than leaving this to patients own GP. 


• All clinicians are to be reminded about the serious potential complications of an ear infection. 
 
 
 
 


Complaint NWL0847 
Complaint regarding a 15 year old female patient who was seen at the base and issued with a hand 
written prescription. However the local pharmacy refused to dispense the medication as they were 
unable to read the frequency of dosage. 
 
The patients father was unhappy after travelling 15 miles to alternative chemists with no succession. 
The following day he tried to obtain the prescription again, however was unable due to the medication 
that had been prescribed. 
 
As a result the patient was unable to attend to school as she was in pain, and had to wait to be seen 
by her own GP. 
 
Lessons to be learned from this complaint 


• We should ensure that printers and IT systems are in working order and any issues should be 
reported to the IT helpdesk as soon as possible. 


• Clinicians should also be reminded to ensure that handwritten prescriptions are legible, this 
message will be conveyed through the local newsletter and in a memo sheet which will be   
included with the handwritten prescription packs. 


• Harmoni etho’s  is ‘We treat patients as family’. Clinicians need to be extra  careful when     
issuing scripts as they pharmacist may not be the usual person and the chemist is not the    
patients usual chemist either. 


 
 
 
 
 


 
 


Complaints 
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Complaint NEE1095 


 
Complaint regarding a patient presenting at the Harmoni clinic with an eye infection, being prescribed 
the correct medication but for the wrong dosage. There have been a couple of complaints recently 
where GP’s have prescribed chloramphenicol but have selected the wrong dosage and issued a pre-
scription. 
 
The doctor prescribed chloramphenicol for an eye infection, usually in 1% strength as ointment or 
drops. Unfortunately, the doctor clicked on a different strength of chloramphenicol. When issuing the 
prescription on the SystemOne computer, and choosing from the chloramphenicol options, he clicked 
on the 5% ear drops rather than the 1% eye drops. 
 
Lessons to be learned from this complaint 


• Please can all clinicians be reminded to check the dosage of the medication they are           
prescribing before issuing the prescription to the patient. 


 


 
 


 
 


Complaint SUF1134 
 


Complaint received regarding a 77 year old patient who was seen at base, they showed the base 
doctor their card listing their current medications and were issued with a prescription for  
trimethoprim. 
 
When the patient got home after collecting the medication from the pharmacy, they checked their card 
and found that as they were taking methotrexate, trimethoprim was not a suitable drug for them to 
take.  
 
The patient did return to base and the GP did understand their mistake and prescribed the patient an 
alternative which was compatible with the other medications they were taking. 
 
Lessons to be learned from this complaint 


• Clinicians should be reminded of the need to prescribe according to current guidelines and 
these should be checked if there is any doubt. 


• All doctors will shortly receive a reminder warning from the PCT concerning the prescription of 
trimethoprim. 


• An arrangement will be made for our software to be modified so that it prompts any doctor   
prescribing trimethoprim to double-check that their patient is not taking methotrexate. 


• This is avoided as per the BNF statement "there is an increased risk of haematalogical toxicity 
when trimethorpim is given with methotrexate (and azathioprine)"  


 
 
 
 
 
 


Complaints 
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 Incidents 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
 


Severe trauma walk in patient—Stoke EAC 
A well done job - Well done everyone 


 
This is an interesting case which has been highlighted. It is regarding an 18 year old girl who was 
brought in by caretakers who had found her at the base of a 60ft shaft into which she was either 
pushed or fell the previous night.  She had been exposed to the cold for at least 12 hours, had 
marked facial injuries involving a completely fractured mandible and loss of upper and lower teeth, 
she had a large skin flap on her lower face, an apparently superficial head injury and very unusual leg 
injuries with marked loss of skin over both heels as if she had been dragged.  She was covered in 
mud and bird excrement. She was conscious throughout our assessment. 
 
The nurses and doctor did an excellent triage assessment with appropriate early management, an 
urgent ambulance and the police were called immediately and they spoke to the A+E team and the 
patients father later in the day.  The patient had arrived safely in A+E and was having an assessment. 
Fortunately, she had sustained no injury to the brain. The father was very appreciative of our early 
help. The police are currently working on the basis of a possible assault. 
 
Lessons to be learned from this incident 


• The importance of teamwork, in this case the whole team worked well together in treating the 
patient and following up the case. 


• EAC’s are not equipped to deal with such severe trauma’s but this team has dealt with an    
unexpected patient extremely well and worked with the Ambulance crew and the local A+E.  


• How going the extra mile for a patients care will be appreciated by the patients and their family. 


• The importance of de-briefing/reflecting on an unexpected and challenging encounter such as 
this as  a valuable team-building exercise as well as a significant event analysis. 


 


100ml Trimethoprim 50mg/5ml Susp 
  


___ 5ml spoonful(s) to be taken ___times 


a day 
Shake Well. Complete the prescribed course unless 


otherwise directed. Take at regular intervals 


NEVER TAKE TRIMETHOPRIM IF TAKING 


METHOTREXATE 
  


Patient:                                                  Date: 
KEEP OUT OF CHILDREN’S REACH 


Harmoni Ltd c/o 1, Croxley Green Business Park 


WD18 8YA 020 3402 1000 
  


  100ml Trimethoprim 50mg/5ml Susp 
  


___ 5ml spoonful(s) to be taken ___times 


a day 
Shake Well. Complete the prescribed course unless 
otherwise directed. Take at regular intervals NEVER 


TAKE TRIMETHOPRIM IF TAKING METH-


OTREXATE 
  


Patient:                                                  Date: 
KEEP OUT OF CHILDREN’S REACH 


Harmoni Ltd c/o 1, Croxley Green Business Park 


WD18 8YA 020 3402 1000 
  


14 Trimethoprim 200mg Tablets 


___to be taken ___times a day for ___ 


days. 
Return any remainder to a pharmacy for disposal 
Complete the prescribed course. Take at regular 
intervals NEVER TAKE TRIMETHOPRIM IF 


TAKING METHOTREXATE 
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___to be taken ___times a day for ___ 


days. 
Return any remainder to a pharmacy for disposal 
Complete the prescribed course. Take at regular 
intervals NEVER TAKE TRIMETHOPRIM IF 


TAKING METHOTREXATE 
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KEEP OUT OF CHILDREN’S REACH 
Harmoni Ltd c/o 1, Croxley Green Business Park 


WD18 8YA 020 3402 1000 
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A brief outline of recent NICE guidance relevant to primary care; August/September 
2010 
 
Please see the NICE website www.nice.org.uk for guidance in full. 
 
Sept 2010  
Pregnancy & complex social factors 
 
This guidance recommends offering appropriate care, support and information to pregnant women 
with complex social factors so they can make informed choices about their antenatal care. These  
include pregnant women who misuse substances; pregnant women who are recent migrants or have 
difficulty speaking English; pregnant women aged under 20 and pregnant women who experience 
domestic abuse. 
 
August 2010 
Hypertension in pregnancy 
 
This guidance makes recommendations about the care of women with hypertensive disorders during 
pregnancy. Key points relevant to primary care are that women at high risk of  
pre-eclampsia should be on 75mg aspirin from 12 weeks until the birth of the baby. Also women with 
chronic hypertension should be advised of the risks associated with ACEI’s, ARB’s and chlorothiazide 
diuretics during pregnancy. ACEI’s and ARB’s should be stopped within 2 days of notification of preg-
nancy and other anti-hypertensive treatments used. 
 
August 2010  
Chronic Heart Failure 
 
This guidance makes several key points about the diagnosis, investigation and management of heart 
failure.  
Care should be delivered by specialist multidisciplinary heart failure teams.  
Referral to these teams should occur for initial diagnosis, for severe heart failure, for heart failure due 
to valve disease and for heart failure in pregnancy.  
Where heart failure is suspected with known previous MI, they should be referred for echo and  
assessment within 2w.  
If no previous MI they should have bNP measured. Where bNP is > 400 they should be referred for 
echo and assessment within 2w. Where bNP is > 100 they should be referred for within 6w (bNP < 
100 is unlikely to be heart failure). 
Both ACE-inhibitors and beta-blockers(licensed for heart failure) should be offered as first-line 
treatment for heart failure due to LVSD. 
Patients with heart failure should be monitored at least 6-monthly including functional capacity,  
medication review, pulse and u&e’s. 
Cardiac rehab programmes should be offered for patients with heart failure. 
 
August 2010   
Transient loss of consciousness (Blackouts) 
 
The key points in this guidance are; 


To record a careful and comprehensive patient and witness account of events 
To perform a 12-lead ECG 
To refer within 24hrs for specialist cardiovascular assessment if any red flags suggestive of a  
cardiac cause 
To refer within 2w for specialist epilepsy assessment if features suggestive of epilepsy 
To consider a diagnosis of uncomplicated faint where features include the “3 P’s” (posture,  
provoking factors, prodromal symptoms). 


      To advise all patients waiting for specialist assessment not to drive. 


Quality and Audit 







Compliments 


 


 


Please contact reflect@harmoni.co.uk with any comments/feedback 
from this issue or with any suggestions for items to be included in  


future publications 
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West Sussex 
 
Patient with an abscess booked for a base appointment, the patients Mum called in to say thank you 
for a wonderful service from start to finish. 
 
North East Essex 
 
The Colchester Patient Commissioning Forum held a meeting and there was unanimous praise for 
the Out of Hours service and they would like the positive patient and public feedback to be passed 
onward to the staff serving North East Essex. 
 
Bucks 
 
Elderly terminal patient visited at end of life stage, the family wanted to thank the visiting Doctor for 
assisting at the time of the patient passing. 
 
North West London 
 
Child seen at base with croup, the family commented that the PCC Doctor was kind, confident,  
patient and helpful. They said that it was rare to find a Doctor like this one. 


 


• 51% of clinical staff have completed their Statutory training modules compared to 89% of   
operational staff. 


• 23,000 modules have been taken overall so far. 
 
 
Central Alerting System 
MA - Rapid Response Report NPSA/2010/RRR013: Safer administration of insulin  


• Problem - Errors in the administration of insulin by clinical staff are common In certain cases 
they may be severe and can cause death. ACTION. :All regular and single insulin (bolus) 
doses are measured and administered using an insulin syringe or commercial insulin pen de-
vice Intravenous syringes must never be used for insulin administration. The term ‘units’ is 
used in all contexts. Abbreviations, such as ‘U’ or ‘IU’, are never used. All clinical areas and 
community staff treating patients with insulin have adequate supplies of insulin syringes and 
subcutaneous needles. An insulin syringe must always be used to measure and prepare insu-
lin for an intravenous infusion. Insulin infusions are administered in 50ml intravenous syringes 
or larger infusion bags. Consideration should be given to the supply and use of ready to ad-
minister infusion products A training programme should be put in place for all healthcare staff 
expected to prescribe, prepare and administer insulin. Policies and   procedures for the prepa-
ration and administration of insulin and insulin infusions in clinical areas are reviewed to en-
sure compliance with the above. All clinicians will be advised, via the local newsletter, to ar-
range any necessary urgent follow up rather than leaving this to patients own GP. 
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												Riaz Data Search on Specific Drugs

												February 2010 Report

												• Benzodiazipines				• Z Drugs

												Diazepam		226		Zolpidem		2

												Flurazepam				Zopiclone		34

												Loprazolam

												Lormetazepam

												Nitrazepam		4		Dihydrocodeine		72

												Temazepam		4

												• Methadone		2		• Antimalarials

																Chloroquine

												• Quinolone Antibiotics				Clindamycin		3

												Ciprofloxacin		186		Doxycycline		93

												Levofloxacin		1		Fansidar

												Moxifloxacin				Lariam

												Nalidixic acid				Malarone		2

												Norfloxacin				Mefloquine

												Ofloxacin		8		Nivaquine

																Paediatric

												• Famciclovir				Paludrine

												Famciclovir		3		Proguanil

												Famvir				Quinine		7

																Riamet

												• Subutex

												Buprenophine		8

												Suboxone		1

												Subutex		1





Tables

				Total Drugs Prescribed by Area by Specific Drug Name

				DrugName		Total		%				Area		DrugName		Total

				ciprofloxacin tablets 500mg		146		22.2%				Bucks		ciprofloxacin tablets 500mg		34

				diazepam tablets 2mg		134		20.4%						dihydrocodeine tablets 30mg		24

				doxycycline (as hyclate) capsules 100mg		92		14.0%						diazepam tablets 2mg		18

				diazepam tablets 5mg		83		12.6%						diazepam tablets 5mg		12

				dihydrocodeine tablets 30mg		70		10.7%						doxycycline (as hyclate) capsules 100mg		9

				ciprofloxacin tablets 250mg		30		4.6%						ciprofloxacin ophthalmic solution 0.3%		3

				zopiclone tablets 7.5mg		22		3.3%						diazepam injection (emulsion) 10mg/2ml		3

				zopiclone tablets 3.75mg		12		1.8%						zopiclone tablets 7.5mg		3

				ciprofloxacin ophthalmic solution 0.3%		5		0.8%						ciprofloxacin suspension 250mg/5ml		2

				ciprofloxacin suspension 250mg/5ml		5		0.8%						ciprofloxacin tablets 250mg		2

				ofloxacin tablets 400mg		5		0.8%						diazepam sugar free oral solution 2mg/5ml		1

				nitrazepam tablets 5mg		4		0.6%						diazepam tablets 10mg		1

				quinine sulphate tablets 300mg		4		0.6%						temazepam tablets 10mg		1

				temazepam tablets 10mg		4		0.6%						zopiclone tablets 3.75mg		1

				buprenorphine patch 35mcg/hour (thirty five mcg/hour)		3		0.5%				Bucks Total				114

				diazepam injection (emulsion) 10mg/2ml		3		0.5%				N Somerset		diazepam tablets 5mg		14

				diazepam tablets 10mg		3		0.5%						diazepam tablets 2mg		13

				buprenorphine patch 10micrograms/hour (ten micrograms/hour)		2		0.3%						ciprofloxacin tablets 500mg		10

				buprenorphine patch 5micrograms/hour (five micrograms/hour)		2		0.3%						doxycycline (as hyclate) capsules 100mg		6

				clindamycin hydrochloride capsules 150mg		2		0.3%						zopiclone tablets 7.5mg		4

				diazepam sugar free oral solution 2mg/5ml		2		0.3%						zopiclone tablets 3.75mg		3

				dihydrocodeine modified release tablet 60mg		2		0.3%						ciprofloxacin suspension 250mg/5ml		2

				famciclovir tablets 250mg		2		0.3%						ciprofloxacin tablets 250mg		2

				MALARONE tablets 250mg + 100mg [GLAXO]		2		0.3%						methadone sugar free oral solution 1mg/ml (one mg/ml)		2

				ofloxacin eye drops 0.3%		2		0.3%						dihydrocodeine modified release tablet 60mg		1

				quinine sulphate tablets 200mg		2		0.3%						dihydrocodeine tablets 30mg		1

				zolpidem tablets 5mg		2		0.3%						quinine sulphate tablets 200mg		1

				methadone sugar free oral solution 1mg/ml (one mg/ml)		2		0.3%						SUBUTEX sublingual tablets 8mg [SCHERING-P] (eight mg)		1

				buprenorphine patch 20micrograms/hour (twenty micrograms/hour)		1		0.2%						zolpidem tablets 5mg		1

				clindamycin hydrochloride capsules 75mg		1		0.2%				N Somerset Total				61

				diazepam rectal tubes 10mg		1		0.2%				NE Essex		diazepam tablets 2mg		6

				doxycycline monohydrate dispersible tablet 100mg		1		0.2%						ciprofloxacin tablets 500mg		5

				famciclovir tablets 750mg		1		0.2%						dihydrocodeine tablets 30mg		4

				levofloxacin film coated tablets 500mg		1		0.2%						doxycycline (as hyclate) capsules 100mg		4

				ofloxacin tablets 200mg		1		0.2%						zopiclone tablets 7.5mg		3

				quinine bisulphate tablets 300mg		1		0.2%						ciprofloxacin tablets 250mg		2

				SUBOXONE sublingual tablets 2mg + 500micrograms [SCHERING-P] (two mg + five hundred micrograms)		1		0.2%						diazepam tablets 5mg		2

				SUBUTEX sublingual tablets 8mg [SCHERING-P] (eight mg)		1		0.2%						buprenorphine patch 20micrograms/hour (twenty micrograms/hour)		1

														buprenorphine patch 35mcg/hour (thirty five mcg/hour)		1

				Grand Total		657		100.0%						ciprofloxacin ophthalmic solution 0.3%		1

														diazepam sugar free oral solution 2mg/5ml		1

														diazepam tablets 10mg		1

														famciclovir tablets 250mg		1

														famciclovir tablets 750mg		1

														quinine sulphate tablets 300mg		1

														zolpidem tablets 5mg		1

														zopiclone tablets 3.75mg		1

												NE Essex Total				36

												NW London		ciprofloxacin tablets 500mg		31

														diazepam tablets 2mg		25

														doxycycline (as hyclate) capsules 100mg		4

														diazepam tablets 5mg		3

														dihydrocodeine tablets 30mg		3

														zopiclone tablets 7.5mg		3

														ciprofloxacin tablets 250mg		1

														clindamycin hydrochloride capsules 75mg		1

														doxycycline monohydrate dispersible tablet 100mg		1

														famciclovir tablets 250mg		1

														MALARONE tablets 250mg + 100mg [GLAXO]		1

														ofloxacin tablets 400mg		1

														zopiclone tablets 3.75mg		1

												NW London Total				76

												SW London		ciprofloxacin tablets 500mg		6

														diazepam tablets 5mg		3

														doxycycline (as hyclate) capsules 100mg		3

														diazepam tablets 2mg		2

														clindamycin hydrochloride capsules 150mg		1

														dihydrocodeine modified release tablet 60mg		1

														MALARONE tablets 250mg + 100mg [GLAXO]		1

														nitrazepam tablets 5mg		1

												SW London Total				18

												W London		ciprofloxacin tablets 500mg		17

														diazepam tablets 2mg		15

														ciprofloxacin tablets 250mg		4

														doxycycline (as hyclate) capsules 100mg		3

														diazepam tablets 5mg		2

														dihydrocodeine tablets 30mg		2

														ofloxacin eye drops 0.3%		2

														ciprofloxacin suspension 250mg/5ml		1

														SUBOXONE sublingual tablets 2mg + 500micrograms [SCHERING-P] (two mg + five hundred micrograms)		1

														temazepam tablets 10mg		1

														zopiclone tablets 3.75mg		1

														zopiclone tablets 7.5mg		1

												W London Total				50

												Warwickshire		diazepam tablets 2mg		19

														dihydrocodeine tablets 30mg		16

														doxycycline (as hyclate) capsules 100mg		10

														ciprofloxacin tablets 500mg		7

														diazepam tablets 5mg		7

														zopiclone tablets 7.5mg		4

														ciprofloxacin tablets 250mg		3

														ciprofloxacin ophthalmic solution 0.3%		1

														diazepam tablets 10mg		1

														ofloxacin tablets 200mg		1

														quinine bisulphate tablets 300mg		1

														quinine sulphate tablets 300mg		1

														temazepam tablets 10mg		1

														zopiclone tablets 3.75mg		1

												Warwickshire Total				73

												West Hampshire		diazepam tablets 5mg		34

														doxycycline (as hyclate) capsules 100mg		30

														ciprofloxacin tablets 500mg		17

														diazepam tablets 2mg		15

														ciprofloxacin tablets 250mg		12

														dihydrocodeine tablets 30mg		11

														zopiclone tablets 3.75mg		3

														buprenorphine patch 35mcg/hour (thirty five mcg/hour)		2

														buprenorphine patch 5micrograms/hour (five micrograms/hour)		2

														quinine sulphate tablets 300mg		2

														zopiclone tablets 7.5mg		2

														clindamycin hydrochloride capsules 150mg		1

														diazepam rectal tubes 10mg		1

														nitrazepam tablets 5mg		1

														ofloxacin tablets 400mg		1

												West Hampshire Total				134

												West Sussex		doxycycline (as hyclate) capsules 100mg		23

														diazepam tablets 2mg		21

														ciprofloxacin tablets 500mg		19

														dihydrocodeine tablets 30mg		9

														diazepam tablets 5mg		6

														ciprofloxacin tablets 250mg		4

														ofloxacin tablets 400mg		3

														buprenorphine patch 10micrograms/hour (ten micrograms/hour)		2

														nitrazepam tablets 5mg		2

														zopiclone tablets 7.5mg		2

														levofloxacin film coated tablets 500mg		1

														quinine sulphate tablets 200mg		1

														temazepam tablets 10mg		1

														zopiclone tablets 3.75mg		1

												West Sussex Total				95

												Grand Total				657





Riaz's Comments

		DrugName		Qty		Bucks		N Somerset		NE Essex		NW London		SW London		W London		Warwickshire		West Hampshire		West Sussex		Grand Total		Riaz's comment

		ciprofloxacin suspension 250mg/5ml		5		2																		2

				100				2								1								3

		ciprofloxacin suspension 250mg/5ml Total				2		2								1								5

		ciprofloxacin tablets 250mg		10		2		2		1		1				4		2		7		2		21

				14						1										1		1		3

				20														1		3		1		5

				40																1				1		Why Rx 40?

		ciprofloxacin tablets 250mg Total				2		2		2		1				4		3		12		4		30

		ciprofloxacin tablets 500mg		1		2																		2

				4		1														1				2

				10		26		9		3		17		5		13		5		11		12		101

				14		3						2		1		1				4		6		17

				20		2		1		2		8				3				1		1		18

				28								2												2

				30														1						1

				42								2												2

				84														1						1		Why Rx 84?

		ciprofloxacin tablets 500mg Total				34		10		5		31		6		17		7		17		19		146

		clindamycin hydrochloride capsules 150mg		24										1						1				2		Indication?

		clindamycin hydrochloride capsules 150mg Total												1						1				2

		diazepam sugar free oral solution 2mg/5ml		100		1				1														2

		diazepam sugar free oral solution 2mg/5ml Total				1				1														2

		diazepam tablets 10mg		7		1																		1

				9														1						1

				14						1														1

		diazepam tablets 10mg Total				1				1								1						3

		diazepam tablets 2mg		2		1				1														2

				3																1				1

				4				4				2						2						8

				5		1		1				1												3

				6						1		1		1		2				2				7

				7		2										1		1		1		1		6

				8		1																		1

				9								3		1						2				6

				10		3		2		1		1						1				6		14

				12		3																		3

				14		1		3				2				1		2				6		15

				15				1				3				1		2				1		8

				20								1						1				1		3

				21						1										3				4

				28		6		2		2		11				9		9		6		6		51

				30														1						1

				17												1								1

		diazepam tablets 2mg Total				18		13		6		25		2		15		19		15		21		134

		diazepam tablets 5mg		1		1														1				2

				2		3		2												7				12

				3																1		1		2

				4																3				3

				5		1						1								1				3

				6		1		2												5		1		9

				7						2		1				1								4

				8																3				3

				9														2						2

				10		4		2						1				2		3		1		13

				12														1						1

				14		1		2						1				1		4				9

				21										1										1

				28		1		5				1				1		1		5		2		16

				30																		1		1

				56				1																1		Can this qty be justified?

				11																1				1

		diazepam tablets 5mg Total				12		14		2		3		3		2		7		34		6		83

		dihydrocodeine modified release tablet 60mg		42										1										1

				56				1																1

		dihydrocodeine modified release tablet 60mg Total						1						1										2		Why Rx MR preparation?

		dihydrocodeine tablets 30mg		0						2														2

				10				1		1										1				3

				12														1						1

				14																		2		2

				28		22				1						1		12		1		3		40

				30		1										1		1		4		1		8

				60		1						3						2		5		3		14		Need to control quantities

		dihydrocodeine tablets 30mg Total				24		1		4		3				2		16		11		9		70

		doxycycline (as hyclate) capsules 100mg		0										1										1

				5																		1		1

				8		5		6		4		3				1		7		10		19		55

				9																1				1

				10														1						1

				12								1												1

				14		1								1		1				17		3		23

				15														2						2

				16		1																		1

				20																1				1

				28										1		1				1				3

				72		2																		2		Why 72? Antimalarial?

		doxycycline (as hyclate) capsules 100mg Total				9		6		4		4		3		3		10		30		23		92

		doxycycline monohydrate dispersible tablet 100mg		8								1												1

		doxycycline monohydrate dispersible tablet 100mg Total										1												1

		famciclovir tablets 250mg		21						1		1												2

		famciclovir tablets 250mg Total								1		1												2

		famciclovir tablets 750mg		7						1														1

		famciclovir tablets 750mg Total								1														1		Need to stop prescribing - excessively expensive

		methadone sugar free oral solution 1mg/ml (one mg/ml)		10				2																2		CL  Aware

		methadone sugar free oral solution 1mg/ml (one mg/ml) Total						2																2

		nitrazepam tablets 5mg		6																		1		1

				7										1								1		2

				28																1				1

		nitrazepam tablets 5mg Total												1						1		2		4

		ofloxacin tablets 400mg		5																		2		2

				14								1								1				2

				28																		1		1

		ofloxacin tablets 400mg Total										1								1		3		5

		quinine bisulphate tablets 300mg		28														1						1		Need to limit emergency quantities to 7 days

		quinine bisulphate tablets 300mg Total																1						1

		quinine sulphate tablets 200mg		7				1																1

				28																		1		1

		quinine sulphate tablets 200mg Total						1														1		2

		quinine sulphate tablets 300mg		14														1						1

				28						1										2				3		Need to limit emergency quantities to 7 days

		quinine sulphate tablets 300mg Total								1								1		2				4

		temazepam tablets 10mg		1												1								1

				5		1																		1

				7																		1		1

				10														1						1

		temazepam tablets 10mg Total				1										1		1				1		4

		zolpidem tablets 5mg		6				1																1

				7						1														1

		zolpidem tablets 5mg Total						1		1														2

		zopiclone tablets 3.75mg		2																1				1

				6				1												1				2

				7				1		1										1				3

				10												1								1

				14		1		1				1										1		4		Need to limit emergency quantities to 7 days

				28														1						1

		zopiclone tablets 3.75mg Total				1		3		1		1				1		1		3		1		12

		zopiclone tablets 7.5mg		2		1														1				2

				3		1		1																2

				4				1				2												3

				6								1												1

				7				2		2												1		5

				10		1																		1

				14														4						4

				28						1						1				1		1		4		Need to limit emergency quantities to 7 days

		zopiclone tablets 7.5mg Total				3		4		3		3				1		4		2		2		22

		SUBUTEX sublingual tablets 8mg [SCHERING-P] (eight mg)		4				1																1		Needs investigation by CL

		SUBUTEX sublingual tablets 8mg [SCHERING-P] (eight mg) Total						1																1

		clindamycin hydrochloride capsules 75mg		24								1												1

		clindamycin hydrochloride capsules 75mg Total										1												1

		MALARONE tablets 250mg + 100mg [GLAXO]		7										1										1		Needs investigation by CL

				12								1												1

		MALARONE tablets 250mg + 100mg [GLAXO] Total										1		1										2

		SUBOXONE sublingual tablets 2mg + 500mcg		1												1								1		Needs investigation by CL

		SUBOXONE sublingual tablets 2mg + 500mcg														1								1

		ofloxacin tablets 200mg		20														1						1

		ofloxacin tablets 200mg Total																1						1

		levofloxacin film coated tablets 500mg		10																		1		1

		levofloxacin film coated tablets 500mg Total																				1		1

		Grand Total				111		61		33		76		18		50		72		130		93		644
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Traffic Light Table


			


						West Sussex			Target			Apr-08			May-08			Jun-08			Jul-08			Aug-08			Sep-08			Oct-08			Nov-08			Dec-08			Jan-09			Feb-09			Mar-09


						Call Volumes						10570			13165			11016			10706			12220			8496			10618			12274


						Quality Standards


			1			Reporting on QRs for PCT			100%			100%			100%			100%			100%			100%			100%			100%			100%


			2			% call information to practices by 8AM			100%			93%			99%			99%			97%			99%			100%			100%			100%


			3			Special patient notes available			100%			100%			100%			100%			100%			100%			100%			100%			100%


			4			Clinical Audit of patient contacts			100%			100%			100%			100%			100%			100%			100%			100%			100%


			5			Patient experience audited			100%			100%			100%			100%			100%			100%			100%			100%			100%


			6			Complaints handling			100%			100%			100%			100%			100%			100%			100%			100%			100%


			7			Matching capacity to demand & contingency			100%			100%			100%			100%			100%			100%			100%			100%			100%


			8a			% calls rang engaged			0.10%			N/A			100%			100%			100%			100%			100%						Unable to report


			8b			% calls not abandoned			95%			N/A			97%			97%			97%			96%			95%			96%


			8c			% answered in 60 seconds			95%			N/A												92%			90%			95%


			9a			% calls passed to 999 within 3 minutes			95%			100%			100%			100%			100%			100%			100%			100%			100%


			9b			% calls triaged within 20 mins (urgent)			100%			94%			93%			96%			97%			97%			97%			95%			95%


			9c			% calls triaged within 60 mins (routine)			95%			96%			95%			96%			98%			97%			96%			94%			91%


			10a			% walk-ins passed to 999 in 3 minutes			95%			100%			100%			100%			100%			100%			100%			100%			100%


			10b			% walk-ins triage complete within 20 mins			95%			100%			100%			100%			100%			100%			100%			100%			100%


			10c			% walk-ins triage complete within 60 mins			95%			100%			100%			100%			100%			100%			100%			100%			100%


			11			GP cons available at all times & all places			100%			100%			100%			100%			100%			100%			100%			100%			100%


			12a			% emergencies consulted within 1 hour			95%			100%			100%			100%			100%			100%			100%			100%			100%


			12b			% urgents consulted within 2 hours			95%			90%			100%			100%			99%			98%			100%			97%			95%


			12c			% routines consulted within 6 hours			95%			99%			100%			100%			100%			100%			100%			100%			100%


			12d			% emergencies visited within 1 hour			95%			98%			92%			90%			100%			100%			100%			100%			100%


			12e			% urgents visited within 2 hours			95%			91%			90%			90%			96%			97%			100%			93%			90%


			12f			% routines visited within 6 hour			95%			99%			95%			100%			99%			99%			97%			100%			99%


			13			Patient communication - special needs met			100%			100%			100%			100%			100%			100%			100%			100%			100%


						Colour Codes


						QR 8, 9, 10 & 12												OCT			Pre move still awaiting Data for post move


						95% - 100%


						90% - 95%


						< 90%												NOV			12e - 50 breaches, 6 PC entry error, 11 remained Urgent upon completion. Therefore old reporting = 97.5% compliance


						Engaged Calls


						0% - 0.1%


						0.1% - 0.15%


						> 0.15%


						Abandoned Calls


						0% - 5 %


						5% - 10%


						> 10%








Standard Graphs


			








Standard Graphs


			39539


			39569


			39600


			39630


			39661


			39692


			39722


			39753


			39783


			39814


			39845


			39873





Month


%


% calls Faxed to surgeries By 8am


0.93


0.99


0.99


0.97


0.99


1


1


1





Summary Data


			39539


			39569


			39600


			39630


			39661


			39692


			39722


			39753


			39783


			39814


			39845


			39873





% Calls Answered in 60 seconds


0


0.9205


0.9


0.9504





Adv v Visit v PCC


			1


			1


			1


			1


			1


			1


			1


			1





Percentage walk in pts seen within the hour





Summary Graphs


			39539


			39569


			39600


			39630


			39661


			39692


			39722


			39753


			39783


			39814


			39845


			39873





Percentage complete within 60 minutes (routine)


0.96


0.95


0.96


0.98


0.97


0.96


0.94


0.91





Apr 08


			39539


			39569


			39600


			39630


			39661


			39692


			39722


			39753


			39783


			39814


			39845


			39873





Total Number of Patients per month


10570


13165


11016


10706


12220


8496


10618


12274





May 08


			39539


			39569


			39600


			39630


			39661


			39692


			39722


			39753


			39783


			39814


			39845


			39873





% Emergency PCC within I Hour


1


1


1


1


1


1


1


1





Jun 08


			39539


			39569


			39600


			39630


			39661


			39692


			39722


			39753


			39783


			39814


			39845


			39873





% Urgent PCC within 2 Hours


0.9


1


1


0.99


0.98


1


0.97


0.95





Jul 08


			39539


			39569


			39600


			39630


			39661


			39692


			39722


			39753


			39783


			39814


			39845


			39873





% Routine PCC within 6 Hours


0.99


1


1


1


1


1


1


1





Aug 08


			39539


			39569


			39600


			39630


			39661


			39692


			39722


			39753


			39783


			39814


			39845


			39873





% Urgent Visits within 2 Hours


0.91


0.9


0.9


0.96


0.97


1


0.93


0.9





Sep 08


			39539


			39569


			39600


			39630


			39661


			39692


			39722


			39753


			39783


			39814


			39845


			39873





% Routine Visits within 6 Hours


0.99


0.95


1


0.99


0.99


0.97


1


0.99





Oct 08


			39539


			39569


			39600


			39630


			39661


			39692


			39722


			39753


			39783


			39814


			39845


			39873





COMMENTS


COMMENTS


COMMENTS


COMMENTS


COMMENTS


COMMENTS

k


COMMENTS


COMMENTS


COMMENTS


COMMENTS


COMMENTS


COMMENTS


COMMENTS


Month


%


% Calls Engaged


0


1


1


1


1


1


0


Month


%


% Calls Abandoned


0


0.97


0.9739


0.97


0.96


0.95


0.96





Nov 08


			39539


			39569


			39600


			39630


			39661


			39692


			39722


			39753


			39783


			39814


			39845


			39873





% Emergency Visits within I Hour


0.98


0.92


0.9


1


1


1


1


1





Dec 08


			Adastra Dispositions			Apr-08			May-08			Jun-08			Jul-08						Aug-08						Sep-08						Oct-08						Nov-08						Dec-08						Jan-09						Feb-09						Mar-09


			GP visit			1539			1847			1633			1529						1744						1418						1509						1694						0						0						0						0


			PCC			3463			4397			3461			3187						3903						2978						2972						4094						0						0						0						0


			GP/nurse advice			3373			4092			3485			3412						3789						3156						3469						4053						0						0						0						0


			999			122			104			95			125						150						112						117						94						0						0						0						0


			Community Nursing			415			655			654			684						824						635						619						676						0						0						0						0


			Other referral			1658			1525			1205			1281						1304						1044						1100						1207						0						0						0						0


			A&E / Admitted to Hospital			485			545			483			488						506						407						484						456						0						0						0						0


			Walk In Pts			8			14			11			0						14						12						348						303						0						0						0						0


			Totals			11063			13179			11027			10706						12234						9762						10618						12577						0						0						0						0


			Adastra Dispositions			Apr-08			May-08			Jun-08			Jul-08			Adastra Dispositions			Aug-08			Adastra Dispositions			Sep-08			Adastra Dispositions			Oct-08			Adastra Dispositions			Nov-08			Adastra Dispositions			Dec-08			Adastra Dispositions			Jan-09			Adastra Dispositions			Feb-09			Adastra Dispositions			Mar-09


			GP visit			14%			14%			15%			14%			GP visit			14%			GP visit			15%			GP visit			14%			GP visit			13%			GP visit			0%			GP visit			0%			GP visit			0%			GP visit			0%


			PCC			31%			33%			31%			30%			PCC			32%			PCC			31%			PCC			28%			PCC			33%			PCC			0%			PCC			0%			PCC			0%			PCC			0%


			GP/nurse advice			30%			31%			32%			32%			GP/nurse advice			31%			GP/nurse advice			32%			GP/nurse advice			33%			GP/nurse advice			32%			GP/nurse advice			0%			GP/nurse advice			0%			GP/nurse advice			0%			GP/nurse advice			0%


			999			1%			1%			1%			1%			Walk In Pts			1%			Walk In Pts			1%			Walk In Pts			1%			Walk In Pts			1%			Walk In Pts			0%			Walk In Pts			0%			Walk In Pts			0%			Walk In Pts			0%


			Community Nursing			4%			5%			6%			6%			A&E / Admitted to Hospital			7%			A&E / Admitted to Hospital			7%			A&E / Admitted to Hospital			6%			A&E / Admitted to Hospital			5%			A&E / Admitted to Hospital			0%			A&E / Admitted to Hospital			0%			A&E / Admitted to Hospital			0%			A&E / Admitted to Hospital			0%


			Other referral			15%			12%			11%			12%			999			11%			999			11%			999			10%			999			10%			999			0%			999			0%			999			0%			999			0%


			A&E / Admitted to Hospital			4%			4%			4%			5%			Call Handler only (Iain Rennie, Message only)			4%			Call Handler only (Iain Rennie, Message only)			4%			Call Handler only (Iain Rennie, Message only)			5%			Call Handler only (Iain Rennie, Message only)			4%			Call Handler only (Iain Rennie, Message only)			0%			Call Handler only (Iain Rennie, Message only)			0%			Call Handler only (Iain Rennie, Message only)			0%			Call Handler only (Iain Rennie, Message only)			0%


			Walk In Pts			0%			0%			0%			0%			Other referral (Linkline)			0%			Other referral (Linkline)			0%			Other referral (Linkline)			3%			Other referral (Linkline)			2%			Other referral (Linkline)			0%			Other referral (Linkline)			0%			Other referral (Linkline)			0%			Other referral (Linkline)			0%


			Totals			100%			1			1			1			Totals			1						1						1						1						0						0						0						0


			Adastra Priority			Apr-08			May-08			Jun-08			Jul-08						Aug-08						Sep-08						Oct-08						Nov-08						Dec-08						Jan-09						Feb-09						Mar-09


			Emergency			53			39			51			43						59						42						44						0						0						0						0						0


			Urgent			1857			2369			2103			1831						2327						1932						2125						0						0						0						0						0


			Routine			8639			10736			8834			8798						9807						7738						8077						0						0						0						0						0


			Calls of Other Priority			21			21			28			34						27						38						24						0						0						0						0						0


			Totals			10570			13165			11016			10706						12220						9750						10270						0						0						0						0						0








Jan 09


			Adastra Dispositions			Apr-08			May-08			Jun-08			Jul-08						Aug-08						Sep-08			Adastra Dispositions			Oct-08			Adastra Dispositions			Nov-08						Dec-08						Jan-09						Feb-09						Mar-09


			Visit			1539			1847			1633			1529						1744						1418			Visit			1509			Visit			1694						0						0						0						0


			PCC			3463			4397			3461			3187						3903						2978			PCC			2972			PCC			4094						0						0						0						0


			Advice			3373			4092			3485			3412						3789						3156			Advice			3469			Advice			4053						0						0						0						0


			Total			8375			10336			8579			8128			0			9436			0			7552			0			7950			0			9841						0						0						0						0


			Adastra Dispositions			Apr-08			May-08			Jun-08			Jul-08			Adastra Dispositions			Aug-08			Adastra Dispositions			Sep-08			Adastra Dispositions			Oct-08			Adastra Dispositions			Nov-08			Adastra Dispositions			Dec-08			Adastra Dispositions			Jan-09			Adastra Dispositions			Feb-09			Adastra Dispositions			Mar-09


			GP visit			18%			18%			19%			19%			GP visit			18%			GP visit			19%			Visit			19%			Visit			17%			Visit			0%			Visit			0%			Visit			0%			Visit			0%


			PCC			41%			43%			40%			39%			PCC			41%			PCC			39%			PCC			37%			PCC			42%			PCC			0%			PCC			0%			PCC			0%			PCC			0%


			GP/nurse advice			40%			40%			41%			42%			GP/nurse advice			40%			GP/nurse advice			42%			Advice			44%			Advice			41%			Advice			0%			Advice			0%			Advice			0%			Advice			0%








Feb 09


			








Feb 09


			39539			39539			39539			39539			39539			39539			39539			39539


			39569			39569			39569			39569			39569			39569			39569			39569


			39600			39600			39600			39600			39600			39600			39600			39600


			39630			39630			39630			39630			39630			39630			39630			39630


			39661			39661			39661			39661			39661			39661			39661			39661


			39692			39692			39692			39692			39692			39692			39692			39692


			39722			39722			39722			39722			39722			39722			39722			39722


			39753			39753			39753			39753			39753			39753			39753			39753


			39783			39783			39783			39783			39783			39783			39783			39783


			39814			39814			39814			39814			39814			39814			39814			39814


			39845			39845			39845			39845			39845			39845			39845			39845


			39873			39873			39873			39873			39873			39873			39873			39873





GP visit


PCC


GP/nurse advice


999


Community Nursing


Other referral


A&E / Admitted to Hospital


Walk In Pts


Month


Volume


Disposition Data 08 - 09


1539


3463


3373


122


415


1658


485


8


1847


4397


4092


104


655


1525


545


14


1633


3461


3485


95


654


1205


483


11


1529


3187


3412


125


684


1281


488


0


1744


3903


3789


150


824


1304


506


14


1418


2978


3156


112


635


1044


407


12


1509


2972


3469


117


619


1100


484


348


1694


4094


4053


94


676


1207


456


303


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0


0





Mar 09


			GP visit


			PCC


			GP/nurse advice


			999


			Community Nursing


			Other referral


			A&E / Admitted to Hospital


			Walk In Pts





Adastra Dispositions November 2008
 West Sussex


0.1346903077


0.3255148287


0.3222549098


0.0074739604


0.0537489067


0.095968832


0.036256659


0.0240915958





			0.1721369779


			0.4160146327


			0.4118483894





Nov-08


Advice / PCC / Visit. Split Nov 2008
West Sussex


Advice
41%


PCC
42%


Visit
17%





			Monthly Service Report			Apr-08


									Volume			Percentage of total


			Calls Handled - Telephone			Patient Line - West Sussex			10570			100%


						Total Telephone Calls Handled			10570			100%


			Priority on Receipt of Call			Emergency			53			1%


			(Includes NHSD Calls)			Urgent			1857			18%


						Routine			8639			82%


						Calls of Other Priority			21			0%


						Total			10570			100%


			Final Dispositions/Outcomes			GP visit			1539			14.56%


			(Adastra)			PCC			3463			32.76%


						GP/nurse advice			3373			31.91%


						999			122			1.15%


						Community Nursing			415			3.93%


						Other referral			1658			15.69%


						Total			10570			100%


						A&E / Admitted to Hospital			485			4.59%


						Walk In Pts			8			0.08%


			Quality Standards			Faxing						Target			Local report


			QR 2			% call information to practices by 8AM						100%			93%


			Quality Standards			Telephony						Target			Performance


			QR 8a			% calls rang engaged						0.10%			0%


			QR 8b			% calls abandoned						5.00%			0%


			QR 8c			% answered in 60 seconds						90.00%			0%


			QR 9a			% calls passed to 999 within 3 minutes			54			95%			100%


			QR 9b			% calls triaged within 20 mins (urgent)			1557			100%			94%


			QR 9c			% calls triaged within 60 mins (routine)			4828			100%			96%


									No of Pts


			Quality Standards			Walk In Patients


						Total Number of Walk In Pts						NA			8


						No Of Walk In Pts as % of PCC attendees						NA			0.2%


			QR 10a			% walk-ins passed to 999 in 3 minutes			0			95%			100%


			QR 10b			% walk-ins triage complete within 20 mins			0			95%			100%


			QR 10c			% walk-ins triaged complete within 60 mins			0			95%			100%


									No of Pts


			Quality Standards			PCC Consultations


			QR 12a			% emergencies consulted within 1 hour			1			95%			100%


			QR 12b			% urgents consulted within 2 hours			39			95%			90%


			QR 12c			% routines consulted within 6 hours			3340			95%			99%


									No of Pts


			Quality Standards			Visiting


			QR 12d			% emergencies visited within 1 hour			25			95%			98%


			QR 12e			% urgents visited within 2 hours			148			95%			91%


			QR 12f			% routines visited within 6 hour			1351			95%			99%





Without reserves


Without reserves


Without reserves


Without reserves


Without reserves


Without reserves


Without reserves


Without reserves


Without reserves


Without reserves


Without reserves


Without reserves
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Without reserves
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Without reserves


Without reserves
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			Monthly Service Report			May-08


									Volume			Percentage of total


			Calls Handled - Telephone			Patient Line - West Sussex			13165			100%


						Total Telephone Calls Handled			13165			100%


			Priority on Receipt of Call			Emergency			39			0%


			(Includes NHSD Calls)			Urgent			2369			18%


						Routine			10736			82%


						Calls of Other Priority			21			0%


						Total			13165			100%


			Final Dispositions/Outcomes			GP visit			1847			14.03%


			(Adastra)			PCC			4397			33.40%


						GP/nurse advice			4092			31.08%


						999			104			0.79%


						Community Nursing			655			4.98%


						Other referral			1525			11.58%


						A&E / Admitted to Hospital			545			4.14%


						Total			13165			100%


						Walk In Pts			14			0.11%


			Quality Standards			Faxing						Target			Local report


			QR 2			% call information to practices by 8AM						100%			99%


			Quality Standards			Telephony						Target			Performance


			QR 8a			% calls rang engaged						0.10%			0%


			QR 8b			% calls abandoned						5.00%			3%


			QR 8c			% answered in 60 seconds						90.00%			95%


			QR 9a			% calls passed to 999 within 3 minutes			41			95%			100%


			QR 9b			% calls triaged within 20 mins (urgent)			1958			100%			93%


			QR 9c			% calls triaged within 60 mins (routine)			5706			100%			95%


									No of Pts


			Quality Standards			Walk In Patients


						Total Number of Walk In Pts						NA			14


						No Of Walk In Pts as % of PCC attendees						NA			0.3%


			QR 10a			% walk-ins passed to 999 in 3 minutes			0			95%			100%


			QR 10b			% walk-ins triage complete within 20 mins			0			95%			100%


			QR 10c			% walk-ins triaged complete within 60 mins			0			95%			100%


									No of Pts


			Quality Standards			PCC Consultations


			QR 12a			% emergencies consulted within 1 hour			5			95%			100%


			QR 12b			% urgents consulted within 2 hours			25			95%			100%


			QR 12c			% routines consulted within 6 hours			4336			95%			100%


									No of Pts


			Quality Standards			Visiting


			QR 12d			% emergencies visited within 1 hour			25			95%			92%


			QR 12e			% urgents visited within 2 hours			184			95%			90%


			QR 12f			% routines visited within 6 hour			1636			95%			95%
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			Monthly Service Report			Jun-08


									Volume			Percentage of total


			Calls Handled - Telephone			Patient Line - West Sussex			11016			100%


						Total Telephone Calls Handled			11016			100%


			Priority on Receipt of Call			Emergency			51			0%


			(Includes NHSD Calls)			Urgent			2103			19%


						Routine			8834			80%


						Calls of Other Priority			28			0%


						Total			11016			100%


			Final Dispositions/Outcomes			GP visit			1633			14.82%


			(Adastra)			PCC			3461			31.42%


						GP/nurse advice			3485			31.64%


						999			95			0.86%


						Community Nursing			654			5.94%


						Other referral			1205			10.94%


						A&E / Admitted to Hospital			483			4.38%


						Total			11016			100%


						Walk In Pts			11			0.10%


			Quality Standards			Faxing						Target			Local report


			QR 2			% call information to practices by 8AM						100%			99%


			Quality Standards			Telephony						Target			Performance


			QR 8a			% calls rang engaged						0.10%			0%


			QR 8b			% calls abandoned						5.00%			0%


			QR 8c			% answered in 60 seconds						90.00%			0%


			QR 9a			% calls passed to 999 within 3 minutes			51			95%			100%


			QR 9b			% calls triaged within 20 mins (urgent)			1708			100%			96%


			QR 9c			% calls triaged within 60 mins (routine)			4610			100%			96%


									No of Pts


			Quality Standards			Walk In Patients


						Total Number of Walk In Pts						NA			11


						No Of Walk In Pts as % of PCC attendees						NA			0.3%


			QR 10a			% walk-ins passed to 999 in 3 minutes			0			95%			100%


			QR 10b			% walk-ins triage complete within 20 mins			0			95%			100%


			QR 10c			% walk-ins triaged complete within 60 mins			0			95%			100%


									No of Pts


			Quality Standards			PCC Consultations


			QR 12a			% emergencies consulted within 1 hour			2			95%			100%


			QR 12b			% urgents consulted within 2 hours			40			95%			100%


			QR 12c			% routines consulted within 6 hours			3393			95%			100%


									No of Pts


			Quality Standards			Visiting


			QR 12d			% emergencies visited within 1 hour			28			95%			90%


			QR 12e			% urgents visited within 2 hours			194			95%			90%


			QR 12f			% routines visited within 6 hour			1403			95%			100%
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			Monthly Service Report			Jul-08


									Volume			Percentage of total


			Calls Handled - Telephone			Patient Line - West Sussex						0%


						Total Telephone Calls Handled			0			100%


			Priority on Receipt of Call			Emergency			43			0%


			(Includes NHSD Calls)			Urgent			1831			17%


						Routine			8798			82%


						Calls of Other Priority			34			0%


						Total			10706			100%


			Final Dispositions/Outcomes			GP visit			1529			14.28%


			(Adastra)			PCC			3187			29.77%


						GP/nurse advice			3412			31.87%


						999			125			1.17%


						Community Nursing			684			6.39%


						Other referral			1281			11.97%


						A&E / Admitted to Hospital			488			4.56%


						Total			10706			100%


						Walk In Pts			0			0.00%


			Quality Standards			Faxing						Target			Local report


			QR 2			% call information to practices by 8AM						100%			97%


			Quality Standards			Telephony						Target			Performance


			QR 8a			% calls rang engaged						0.10%			0%


			QR 8b			% calls abandoned						5.00%			0%


			QR 8c			% answered in 60 seconds						90.00%			0%


			QR 9a			% calls passed to 999 within 3 minutes			0			95%			100%


			QR 9b			% calls triaged within 20 mins (urgent)			1305			100%			97%


			QR 9c			% calls triaged within 60 mins (routine)			4366			100%			98%


									No of Pts


			Quality Standards			Walk In Patients


						Total Number of Walk In Pts						NA			0


						No Of Walk In Pts as % of PCC attendees						NA			0.0%


			QR 10a			% walk-ins passed to 999 in 3 minutes			0			95%			100%


			QR 10b			% walk-ins triage complete within 20 mins			0			95%			100%


			QR 10c			% walk-ins triaged complete within 60 mins			0			95%			100%


									No of Pts


			Quality Standards			PCC Consultations


			QR 12a			% emergencies consulted within 1 hour			0			95%			100%


			QR 12b			% urgents consulted within 2 hours			255			95%			99%


			QR 12c			% routines consulted within 6 hours			2879			95%			100%


									No of Pts


			Quality Standards			Visiting


			QR 12d			% emergencies visited within 1 hour			1			95%			100%


			QR 12e			% urgents visited within 2 hours			383			95%			96%


			QR 12f			% routines visited within 6 hour			1137			95%			99%
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			Monthly Service Report			Aug-08


									Volume			Percentage of total


			Calls Handled - Telephone			Patient Line - West Sussex						0%


						Total Telephone Calls Handled			0			100%


			Priority on Receipt of Call			Emergency			59			0%


			(Includes NHSD Calls)			Urgent			2327			19%


						Routine			9807			80%


						Calls of Other Priority			27			0%


						Total			12220			100%


			Final Dispositions/Outcomes			GP visit			1744			14.27%


			(Adastra)			PCC			3903			31.94%


						GP/nurse advice			3789			31.01%


						999			150			1.23%


						Community Nursing			824			6.74%


						Other referral			1304			10.67%


						A&E / Admitted to Hospital			506			4.14%


						Total			12220			100%


						Walk In Pts			14			0.11%


			Quality Standards			Faxing						Target			Local report


			QR 2			% call information to practices by 8AM						100%			99%


			Quality Standards			Telephony						Target			Performance


			QR 8a			% calls rang engaged						0.10%			0%


			QR 8b			% calls abandoned						5.00%			0%


			QR 8c			% answered in 60 seconds						90.00%			0%


			QR 9a			% calls passed to 999 within 3 minutes			0			95%			100%


			QR 9b			% calls triaged within 20 mins (urgent)			1699			100%			97%


			QR 9c			% calls triaged within 60 mins (routine)			4832			100%			97%


									No of Pts


			Quality Standards			Walk In Patients


						Total Number of Walk In Pts						NA			14


						No Of Walk In Pts as % of PCC attendees						NA			0.4%


			QR 10a			% walk-ins passed to 999 in 3 minutes			0			95%			100%


			QR 10b			% walk-ins triage complete within 20 mins			0			95%			100%


			QR 10c			% walk-ins triaged complete within 60 mins			0			95%			100%


									No of Pts


			Quality Standards			PCC Consultations


			QR 12a			% emergencies consulted within 1 hour			0			95%			100%


			QR 12b			% urgents consulted within 2 hours			216			95%			98%


			QR 12c			% routines consulted within 6 hours			3645			95%			100%


									No of Pts


			Quality Standards			Visiting


			QR 12d			% emergencies visited within 1 hour			3			95%			100%


			QR 12e			% urgents visited within 2 hours			437			95%			97%


			QR 12f			% routines visited within 6 hour			1298			95%			99%
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			Monthly Service Report			Sep-08


									Volume			Percentage of total


			Calls Handled - Telephone			Patient Line - West Sussex			8496			100%


						Total Telephone Calls Handled			8496			100%


			Priority on Receipt of Call			Emergency			42			0%


			(Includes NHSD Calls)			Urgent			1932			20%


						Routine			7738			79%


						Calls of Other Priority			38			0%


						Total			9750			100%


			Final Dispositions/Outcomes			GP visit			1418			14.54%


			(Adastra)			PCC			2978			30.54%


						GP/nurse advice			3156			32.37%


						999			112			1.15%


						Community Nursing			635			6.51%


						Other referral			1044			10.71%


						A&E / Admitted to Hospital			407			4.17%


						Total			9750			100%


						Walk In Pts			12			0.12%


			Quality Standards			Faxing						Target			Local report


			QR 2			% call information to practices by 8AM						100%			100%


			Quality Standards			Telephony						Target			Performance


			QR 8a			% calls rang engaged						0.10%			0%


			QR 8b			% calls abandoned						5.00%			8%


			QR 8c			% answered in 60 seconds						90.00%			90%


			QR 9a			% calls passed to 999 within 3 minutes			0			95%			100%


			QR 9b			% calls triaged within 20 mins (urgent)			1423			100%			97%


			QR 9c			% calls triaged within 60 mins (routine)			3917			100%			96%


									No of Pts


			Quality Standards			Walk In Patients


						Total Number of Walk In Pts						NA			12


						No Of Walk In Pts as % of PCC attendees						NA			0.4%


			QR 10a			% walk-ins passed to 999 in 3 minutes			0			95%			100%


			QR 10b			% walk-ins triage complete within 20 mins			0			95%			100%


			QR 10c			% walk-ins triaged complete within 60 mins			0			95%			100%


									No of Pts


			Quality Standards			PCC Consultations


			QR 12a			% emergencies consulted within 1 hour			0			95%			100%


			QR 12b			% urgents consulted within 2 hours			199			95%			100%


			QR 12c			% routines consulted within 6 hours			2735			95%			100%


									No of Pts


			Quality Standards			Visiting


			QR 12d			% emergencies visited within 1 hour			0			95%			100%


			QR 12e			% urgents visited within 2 hours			361			95%			97%


			QR 12f			% routines visited within 6 hour			1045			95%			100%
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			Monthly Service Report			Oct-08


									Volume			Percentage of total


			Calls Handled - Telephone			Patient Line - West Sussex						10618%


						Total Telephone Calls Handled			0			100%


			Priority on Receipt of Call			Emergency			44			0%


			(Includes NHSD Calls)			Urgent			2125			21%


						Routine			8077			79%


						Calls of Other Priority			24			0%


						Total			10270			100%


			Final Dispositions/Outcomes			GP visit			1509			14.69%


			(Adastra)			PCC			2972			28.94%


						GP/nurse advice			3469			33.78%


						999			117			1.14%


						Community Nursing			619			6.03%


						Other referral			1100			10.71%


						A&E / Admitted to Hospital			484			4.71%


						Total			10270			100%


						Walk In Pts			348			3.39%


			Quality Standards			Faxing						Target			Local report


			QR 2			% call information to practices by 8AM						100%			100%


			Quality Standards			Telephony						Target			Performance


			QR 8a			% calls rang engaged						0.10%			0%


			QR 8b			% calls abandoned						5.00%			0%


			QR 8c			% answered in 60 seconds						90.00%			0%


			QR 9a			% calls passed to 999 within 3 minutes			0			95%			100%


			QR 9b			% calls triaged within 20 mins (urgent)			1507			100%			95%


			QR 9c			% calls triaged within 60 mins (routine)			4183			100%			94%


									No of Pts


			Quality Standards			Walk In Patients


						Total Number of Walk In Pts						NA			348


						No Of Walk In Pts as % of PCC attendees						NA			11.7%


			QR 10a			% walk-ins passed to 999 in 3 minutes			0			95%			100%


			QR 10b			% walk-ins triage complete within 20 mins			0			95%			100%


			QR 10c			% walk-ins triaged complete within 60 mins			0			95%			100%


									No of Pts


			Quality Standards			PCC Consultations


			QR 12a			% emergencies consulted within 1 hour			1			95%			100%


			QR 12b			% urgents consulted within 2 hours			184			95%			97%


			QR 12c			% routines consulted within 6 hours			2742			95%			100%


									No of Pts


			Quality Standards			Visiting


			QR 12d			% emergencies visited within 1 hour			1			95%			100%


			QR 12e			% urgents visited within 2 hours			375			95%			93%


			QR 12f			% routines visited within 6 hour			1128			95%			100%
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Introduction 


This revised document updates the position paper issued by COGPED in 2007 which provided guidance on the way in which General Practice Specialty Registrars (GP StRs) gain experience in out of hours (OOH) care. This update recognises the consolidation of the delivery of GP training, the greater awareness of the GP curriculum,  and the increasing familiarity with the workplace based assessments, the role of Educational and Clinical Supervisors, and the development of the ePortfolio to record the learning experiences of GP trainees..  The delivery of OOH and unscheduled care continues to develop and change with a variety of models and processes offering patients a number of ways to access immediate medical care in the NHS.  The RCGP has issued guidance that all GP trainees should have experience of 18 months in GP placements during their programme of GP training, and all Deaneries will be working to provide this, which has implications for the provision of OOH experience for GP trainees. 

The Committee of General Practice Education Directors (COGPED) has consulted with the main stakeholders in this process, including the General Practitioners Committee (GPC), Royal College of General Practitioners (RCGP) and their Associates in Training Committee, and provider and commissioning organisations, to seek and incorporate their views throughout the development of this paper. 


This update reflects the commitment by COGPED, expressed in the last version to continue to liaise with representatives from the GPC, the Registrar subcommittee of GPC, RCGP, providers of OOH services, NHS Employers, Primary Care Organisations (PCOs) and others to review and consider issues of importance in the future for OOH training of GP StRs in the light of experience and further development of the OOH services


Background 


Since 31 December 2004 Primary Care Organisations have taken full responsibility for ensuring effective OOH provision, except in very exceptional circumstances. A substantial majority of general practitioners no longer undertake OOH work, though a number of GP Trainers and their colleagues from GP Training Practices continue to provide clinical supervision for GP Trainees undertaking out-of-hours sessions, and GP Deaneries normally provide training for these GPs working for OOH providers to undertake this Clinical Supervision role.


The strong view of all the organisations contributing to this document continues to be that the generalist role of the GP should be maintained and that newly accredited GPs will be expected to have demonstrated their ability to perform competently in OOH primary care. 


It is the responsibility of the Postgraduate Deaneries to ensure that GP Speciality training provides the experience and assessment of generalist competencies, and for the Competent Authority to be satisfied that all generalist competencies have been successfully assessed in order for a Certificate of Completion of Training (CCT) to be issued. 


The way in which general medical services are delivered continues to evolve. The development of urgent care pathways and services for both out-of-hours and unscheduled care provides a variety of learning opportunities and environments for GP StRs to gain experience and competence in the care of acutely ill people.  


The implementation of the Working Time Regulation (WTR) in 2009 requires all doctors (with certain approved exceptions) to work a maximum 48hours in any one week (which can be averaged over a longer time frame)..The working week for GP trainees in GP placements is defined as 10 sessions; a session being normally 4 hours, so there should not normally be a problem including the OOH sessions.

The ideas and competencies presented in this paper were initially espoused by McLean and Houghton and subsequently incorporated into the GP Curriculum. These are fully endorsed by COGPED.  In order to develop the OOH training programme COGPED has facilitated the involvement and agreement of all the appropriate organisations and stakeholders in the provision of OOH primary care. 


Definitions 


Out of Hours service: General Practitioners working under either a GMS or PMS contract, will have a working day defined as 08.00 and 18.30 on all weekdays except public holidays. Thus, for those GPs providing GMS services, OOH is defined as that work undertaken between 18.30-08.00 and all day at weekends and on public holidays. Since the introduction of the last GMS contract in 2003, the Government undertook to increase the amount of time during the day that GPs were available to patients and balloted GPs in March 2008. As a result of this, GPs, through the GPC, agreed to provide ‘extended hours’ under a local enhanced service contract. This allowed GP Practices to provide NHS services in the early morning, in the evening and at weekends. However, in the majority of cases, this provided surgery services for non-urgent pre-booked patient contacts.

Thus,  OOH is continues to be taken to mean the type and style of working that takes place between the hours of 18.30-8.00 am for urgent and unscheduled patient contacts and does not include any experience gained in the GP Training Practice during extended hours. 


In addition, the Department of Health and PCTs have responded to the recommendations of Lord Darzi (High quality care for all: NHS Next Stage Review final report June 2008) by stimulating a number of walk-in centres that are open for up to 15 hours a day,  and for365 days a year. These can all provide opportunities for valuable experience in unscheduled care for GP trainees, though training placements in such organisations are rare. 


This paper recognises that the processes for providing general practice and primary care, both during the normal working day and outside, are continuing to evolve and these processes provide different models of working, requiring different knowledge and competencies by GPs. The ability to undertake efficient yet safe telephone triage is one example.


It is important to make clear that these do not just refer to the management of emergencies, but also to the experience of dealing with patient contacts in a different quantity and context to the normal working day. In other words, emergency care is a feature of both in-hours and out-of-hours work but there are particular features of the out of hours period, such as isolation, the relative lack of supporting services and the need for proper self care,  that require a specific educational focus.


Organisations in which GPStRs undertake OOH experience are part of the local education providers (along with Acute NHS Trusts, Psychiatric and Community Trusts, Hospices, and GP Training Practices and other locations) and such will need to provide an effective learning environment as well as appropriate supervision.  PMETB and the Academy of Medical Royal Colleges has recently defined the roles and duties of supervisors (Workplace based Assessment – A guide for implementation). 

Educational supervision of the GP StR: This is usually undertaken by the GP Trainer who undertakes overall supervision of the individual’s learning experiences, manages the process, commissions learning opportunities and is responsible for the delivery of formative assessment in the workplace and preparing the GP StR for the other elements of the MRCGP examination. Others may provide the educational supervisor with data to inform these processes. 


Clinical supervision: may vary according to the learning situation. At its most basic, clinical supervision is a clinical governance issue ensuring the quality of care and patients’ safety. In this context it is taken to mean this, as well as the supervision of a GP StR’s learning and experience. In some areas the clinical supervisors is termed an associate or assistant trainer (and in secondary care, a consultant trainer).  


It is desirable for the clinical supervisor to have additional skills to that of being a proficient professional and these will include the ability to teach, observe, assess and feedback to learners. The clinical supervisor could be a GP who is beginning the process of becoming a GP Trainer, or one who has recently retired, or a suitable GP who has had appropriate training or suitable GP who has had previous educational experience or who has received specific training as a supervisor. When it comes to the delivery of training in specific skills in particular, nominated clinical supervisors should be GPs, but clinical supervision can be carried out by other healthcare professionals as and when appropriate during an OOH shift.

Clinical Supervisors can be any suitably qualified health professional who has undertaken a Deanery approved Supervisors course and may include Deanery approved 


· Nurse Practitioners, 


· Retained Doctor Educational Supervisors, 


· Undergraduate Medical Student Teachers, 

Currently approved GP Trainers will be able to work as Clinical Supervisors without needing to undertake the Deanery approved OOH Clinical Supervisor’s training course.

The GP Registrar will work under the supervision of a Deanery approved Clinical Supervisor, (CS), and only undertake tasks to a level no greater than that to which the CS is personally responsible.


· If undertaking the roles and responsibilities of a doctor, the CS must be a qualified Medical Practitioner on the Medical Performers List


· If undertaking the role and responsibilities of a Emergency Care Practitioner, the CS may be an appropriately qualified ECP, but any decision that would normally require referral or advice from a doctor must still be referred to the Lead Medical Supervisor and not be a decision made independently by the ST3


However, with the overall context of the GP StR’s training firmly in mind, Postgraduate Deaneries will want to ensure that experienced GPs continue to retain an appropriate and significant input into OOH training for GP StRs. Those doctors already approved as GP Trainers by their Postgraduate Deaneries will be automatically deemed qualified to supervise GP StRs.  


Postgraduate Deaneries and some OOH providers have delivered educational packages or courses to enable GPs to develop the skills required for effective clinical supervision. There will be an ongoing need for such interventions to maintain the pool of clinical supervisors. Deaneries as well as clarifying the requirements of the job for the OOH provider organisation have a quality assurance function and should monitor the competencies of the clinical supervisors for this role, 


Formal lines of communication between GP trainers, OOH clinical supervisors and others involved in clinical skills training are necessary to deliver continuity of information and feedback to ensure the validity of the trainer’s assessment of each GP StR.


Deaneries should ensure that Clinical Supervisors in OOH maintain and update their skills and are subject to a three yearly re-approval of their role, based on the feedback from GP Registrars.


The Assessment System: The formal assessment of the GP StR remains the responsibility of the Trainer, supported by evidence supplied by the GP StR, documented systematically in their ePortfolio as well as feedback from the clinical supervisor. Such evidence should include their own reflections on clinical encounters, professional conversations with their clinical supervisor or other naturally occurring evidence. GP StRs may choose to use an OOH encounter to submit for formal case-based discussion.  It is essential that all records of OOH sessions and learning be recorded in the GP trainee’s ePortfolio and signed off by their Educational Supervisor. 

The GPStR should use a record of experience and learning during their OOH sessions in their logbook/workbook, which should be signed by the OOH Clinical Supervisor at the end of each session, and which can be shared with their GP Trainer, both as a confirmation of the completed session and to support the reflective learning and continuation of the GPStR’s PDP. The Wales Deanery GP Registrar Out of Hours Training Workbook is a good model and is appended in Appendix 6.

To support the GP Trainer in making evaluations and facilitating learning outcomes for their GPStR in OOH competencies (particularly useful when the GP Trainer and Educational Supervisor may not observe their GPStR during any of their OOH placements), a self-evaluation and outcome linked learning workbook could be useful Such a model, as used in the KSS GP School, is attached at Appendix 3.


Royal College of General Practitioners View 


The RCGP continues to hold the opinion that Certificates of Completion of GP Training license the holder to work in any capacity, unsupervised, in UK general practice and that GP training programmes should continue to be designed to equip GP Registrars to deal with all work that currently forms part of UK general practice. The opinion of the College is that GP StRs should continue to be trained in OOH work, as this remains a core part of the GP’s role. 


The GP Trainer should evaluate the e-portfolio evidence and formative feedback from clinical supervisors in the OOH organisation, validating competencies when satisfied that these have been achieved, and confirming that the GP StR has undertaken the required level of exposure commensurate with the length of the GP component of their training programme. 


In some instances the demonstration of some of the skills and competencies needed for OOH care, for example those exhibited in undertaking telephone triage, could also take place during the normal working day, and could be validated by the GP trainer from personal assessment. 


Expectation of GP Postgraduate Deaneries 


The aim of the training is to enable GP StRs to learn, develop, practice and maintain their competencies in OOH working 


The Postgraduate Deaneries will expect all GP registrars to obtain the necessary OOH experience and training to achieve the competencies both as described in the GP curriculum and required for the MRCGP examination. In the rare situation where the Practice has not transferred responsibility for OOH services, responsibility for providing the experience and supervision of OOH training for the GP StR remains with that Practice. However, where GP Training Practices have no longer responsibility for OOH services, delegated arrangements for supervision should be made with the OOH service providers, with locally agreed criteria with the Directors of Postgraduate GP Education for training and the appointment of clinical supervisors. An approved GP Trainer providing services for an OOH provider could supervise his or her own and/or other GPStRs.

The evidence gathered by the GPStR in their e-portfolio and competencies achieved, should be formally reviewed by their Educational Supervisor on a six monthly basis, and form part of the Annual Review of Competence Progression process.  


As an indicative benchmark of the time required to achieve, and maintain the competencies, it is likely that at least one session, at a suitable clinical intensity, per month, over the total period of training in a GP placement will be necessary in an appropriate and negotiated combination of learning environments. In some instances, the GP Trainer, in agreement with the GPStR, may indicate that additional time in this experience is required so that the competencies can be signed off. However, as training becomes increasingly focussed on the acquisition of competencies, arbitrary definitions of time as markers of completion of any part of training will become less reliable and relevant, although it is likely that a defined period of training in OOH will be retained for the foreseeable future, and Deaneries should ensure that they provide appropriate guidelines to the overall period of training in OOH that will be required by GP trainees.  


GPStRs will be responsible for recording in their e-Portfolio the experience and reflection on all sessions that they attend as evidence of their competencies in OOH training. 


The key out-of-hours competencies and their assessment


GPStRs should demonstrate competency in the provision of OOH care. The overall responsibility for assessment of competency is with the GP Trainer but GPStRs have a duty to keep the record of their experience, reflection and feedback in the competency domains. 


The six generic competencies, embedded within the RCGP Curriculum Statement on ‘Care of acutely ill people’, are defined as the: 


1.
Ability to manage common medical, surgical and psychiatric emergencies in the out-of-hours setting. 


2.
Understanding of the organisational aspects of NHS out of hours care. 


3.
Ability to make appropriate referrals to hospitals and other professionals in the out-of-hours setting. 


4.
Demonstration of communication skills required for out-of-hours care. 


5.
Individual personal time and stress management. 


6.
Maintenance of personal security and awareness and management of the security risks to others


Provision of Out-of-Hours Services 


There are a number of organisations involved in the delivery of OOH and unscheduled care services, including GP co-operatives, commercial services, NHS Direct, NHS 24, nurse triage, urgent care centres, and minor injury centres, primary care walk-in centres, GPs embedded within A&E departments and some remaining individual Practices and Practitioners who continue to provide cover for their Practice patients OOH. The model of service provided is of necessity varied; however there is a need for partnership and collaboration between all agencies at the local level. This will continue to be driven and shaped by national quality standards processes. It is expected that services will follow care pathways and patient journey/s, delivered in multi-professional settings, which will include GPs, nurses, paramedics, and A&E staff etc. and will continue to develop models of care that reduce the burden of unscheduled admissions to secondary care.

The various organisations provide a range of learning environments for GP StRs to gain experience and achieve competencies and should be expected and able to offer training for GP StRs. 


The role of Primary Care Organisations 


PCOs are mandated to secure OOH services, either by commissioning from appropriate organisations or consortia of organisations or, (though this is less frequent), by direct provision. The PCOs also have responsibility for the recruitment of competent GPs (as generalists who have adequate experience in the provision of OOH services) to serve in this area, though this responsibility is normally delegated to the OOH providers. Although the consensus opinion at present is that the element of the OOH service best provided by GPs is that derived form their training and experience as clinical generalists it is inevitable that future developments will occur and PCOs might consider the development of practitioners with special interests, including GPwSIs, in the area of OOH provision, not only to enhance the quality of the service and to provide leadership,  but also as part of the overlying strategy for the retention of GPs. 


PCTs will need to discuss with their local GP Postgraduate Deanery the increase in OOH opportunities that are needed for GP Registrars (GPRs) and take measures to ensure they can be delivered through arrangements currently in place to provide OOH services.’ 


The PCOs are encouraged to work closely with the Postgraduate Deaneries in establishing clinical and educational governance standards for training in OOH and assuring the quality of training in the OOH organisations. 


The role of Postgraduate Deaneries 


When commissioning services, PCOs must reassure themselves that the provider will not only deliver high quality OOH care, but also will have the capacity and capability to deliver the required training for GPStRs. They will also need to ensure that the provider complies with the quality assurance processes of the GP training programme delivered by each Deanery.  Appendix 1 to this paper provides guidance on standards for clinical and educational governance for training in OOH.


The Deanery will need to work with PCOs and providers to develop mechanisms to ensure that suitable quality training is available and that incentives are in place to encourage and support the provider in delivering and monitoring the training.


The quality assurance of the GP training programme in OOH will include assessment of: 


· The induction processes for the initial exposure of GP StRs training in the OOH setting 


· The placement’s level of workload, educational facilities and the overall quality of the learning environment. 


· The clinical supervisor’s ability (which must include skills in observation and the ability to give feedback). 


· The capability and capacity of the OOH organisation in delivery of the clinical supervisory process. 


It is mandatory that GP StRs maintain an e-portfolio of evidence of achieved competencies and experience which will include their own reflection on clinical encounters, professional conversations with and feedback from clinical supervisors and any formal or informal comments made by others appropriately involved in the process. 


In order to support the skills of the OOH clinical supervisors Postgraduate Deaneries should provide programmes of training and skills development for them. The Postgraduate Deanery, in consultation with PCOs, may provide on going development programme as part of professional development of clinical supervisors. 


Documenting OOH experience in the e-Portfolio


GPStR’s are asked to record each of their OOH sessions in the e-portfolio.  The portfolio necessitates that each entry must be tagged before filing against, at least, one curriculum statement heading.  Normally, in the case of an OOH session, this would be curriculum statement 7: Care of Acutely Ill People.  The ‘OOH session’ learning log entry in the e-portfolio will prompt the GP StR with a number of set entry fields.


Clinical supervisors in OOH will complete a session feedback sheet (see Appendix 3) which the GPStR must share with the trainer/educational supervisor as evidence of attendance. This will allow the GP Trainer as a Educational Supervisor to validate the session. In cases where the Clinical Supervisor for the OOH session is the GPStR’s own GP Trainer and thus Educational Supervisor, it may not be necessary to complete this feedback sheet, and the Educational Supervisor may choose to comment within the shared entry, as below. 

All OOH sessions entered into the e-portfolio must be shared and discussed with the Educational Supervisor.  In particular circumstances, the Educational Supervisor may choose to ‘validate’ some of these as contributing to workplace-based assessment.  In this case, the entry will also be tagged against one of the 12 professional competency areas.


At the end of the training programme (i.e. towards the end of the ST3 year), the Educational Supervisor will search for all OOH sessions in the ‘shared entries’ in the e-portfolio (there exists a filter facility for this) ensuring that the requisite number have been completed, or will be completed prior to the end of training.   A declaration by the Educational Supervisor is then completed which will appear in the ‘progress to CCT’ section of the e-portfolio.


The Educational Supervisor should take into account any potential failure to complete the requisite number of sessions in the final assessment of the GPStR for their report, particularly if there are concerns about the acquisitions of competencies. An unsatisfactory report may  lead to the ARCP panel issuing an unsatisfactory outcome.  .

The role of GP Trainers 


GP Trainers should ensure that appropriate arrangements are in place, as part of their initial educational planning with the GPStR, for their sessions with the OOH service.  The Trainer should ensure that the GP Registrar understands and is informed of the range of learning environments and opportunities locally that could deliver the required competencies. Examples might include:


· Observation of NHS Direct


· Undertaking a course in telephone triage


· Updating CPR skills 


· Participating in simulated emergency medical situation training


· Participating in a shift with a team of para-medics.

· Working with a GP in A&E


· Working in an OOH / Walk-in Centre


· Undertaking home visits for an OOH service


Sessions should take place at a time agreed by the trainer and GPStR, following a clear evaluation of the GPStR’s level of skill and competency and their learning needs. Normally this evaluation would take a month, during which time the GPStR will have been fully inducted into the GP Practice, and it may be advisable for GPStRs to not undertake any sessions with the OOH provider during this time. 

GP Trainers should ensure that their GPStR undertakes an induction prior to starting. Most OOH providers now provide a formal induction to GP trainees to allow familiarisation with staff, processes and equipment. This is not only good Practice, but is now essential. In addition, the learning set in the local GP Training Programme (‘half-day release’) may also cover important local aspects, and Deanery may run courses for GP trainees, such as OOH communication skills and telephone triage.


GP Trainers should ensure that they debrief their GPR following their OOH session as soon as possible, and assess not only the learning made, and further areas for development, but also the quality of the experience of the OOH session provided to the GPR. 


GP Trainers should regularly re-evaluate the level of supervision required by the GP StR and confirm this with the OOH provider. This will be dependent on the learning environment but the following structure is suggested: 

Direct supervision the GP StR is supervised directly by the clinical supervisor    [red]                            
and takes no clinical responsibility. 

Close supervision the GP StR consults independently but with the clinical
  [amber]                       
supervisor close at hand e.g. in the same building. 


Remote supervision the GP StR consults independently and remotely from the Clinical supervisor, who is available by telephone. An    example   of such a session would include a session ‘in the ‘car’ supervised by another GP ‘at base’.       [green]                       

It is good practice, carried out by a number of OOH providers, to have a process of formal communication between the GP Trainer and the OOH provider organisation to facilitate the move into amber or green shifts for the GP trainee. Trainers should, with the GPStR, review the portfolio on a regular basis and, taking into consideration other feedback from clinical supervisors, validate competencies that have been achieved. The example guidance as described above may be useful for this purpose.

The Responsibilities of GP Specialty Registrars 


GPStRs are responsible for organising their sessions with OOH Providers and should ensure that the required number of hours are achieved commensurate with the duration of the GP component of their training programme. A number of OOH Providers operate an online shift booking system that GP trainees can have access to, normally following their induction and the issuing of a password. This will allow the GPStR to book directly. It is also good practice for Providers to have a nominated member of the administrative team to be the point of contact for GP trainees and to be able to deal with any queries related to shifts.

GPStRs should work in the OOH services, under supervision, in order to gain competence and confidence in the delivery of these services as a necessary part of becoming registered as GPs. The work of GP StRs in acquiring OOH competencies will be as part of their normal contract of employment.    

It is part of any doctor’s professional responsibility to attend any commitment they have organised, and any non-attendance by GPStRs for booked OOH sessions, or premature finishing (unless for appropriate and compelling reasons, and agreed with the clinical supervisor and the OOH provider organisation) will be treated as a severe breach of professional behaviour. 

GP StRs are responsible for maintaining an e-portfolio of evidence. For OOH such evidence should include their own reflections on clinical encounters, professional conversations with their clinical supervisor, relevant courses or reading and other naturally occurring evidence. GP StRs may choose to use an OOH encounter to submit for formal case-based discussion.

The Role of the OOH Service 


OOH providers will continue to require service input from doctors trained in, and certified for general practice work. Each OOH provider is different and faces different challenges which impact on their ability to support and deliver OOH training. One example is the differences between urban and rural settings. It is essential that the Deaneries and PCOs work with the providers to understand the challenges which face them all. The OOH provider is in a good position to provide a range of training opportunities and the deaneries must work with them to develop this resource.


OOH providers should offer appropriate induction to the service including use of the computer system and any specific in-house protocols. Clinical supervisors should be trained and provide the appropriate level of supervision for the GP StRs level of experience, competence and confidence. OOH providers should also ensure that clinical supervisors have adequate time to debrief the GPStR and sign the GPStR’s record of each session. Appropriate documentary and oral feedback should be provided to both GPStR and GP Trainer.  In order to support this, the OOH clinical supervisors will receive appropriate training commissioned or provided by the Postgraduate Deaneries.


A number of OOH providers invite the GPStRs to give feedback on the quality of their induction and supervision, to allow further development of their service, and this can be recommended as a good model.


Whilst it is recognised that there are financial implications to OOH providers in delivering appropriate induction, training and clinical supervision, the more experienced GP StR can make a significant contribution to service at no cost to the provider The OOH provider in delivering a high quality learning experience has an opportunity of promoting participation in OOH work to the future workforce. 


The role of the PCO 


In commissioning and quality assuring OOH services the PCO  needs to ensure that each OOH provider is able to provide the necessary training opportunities, has a sufficient number of trained clinical supervisors in their organisation and that these supervisors are appropriately trained and supported. These provisions should be reflected in the service level agreement with the provider. The PCOs are encouraged to consult with their GP Postgraduate Deaneries on standards for clinical and educational governance in OOH training. 


Sessions in Out of Hours 


The number of sessions worked by a GP StR to acquire the necessary competencies is likely to be directly related to the quantity of individual patient contacts, and thus the level of workload, provided by a routine OOH shift. in an urban setting, this is likely to require an indicative benchmark of a four to six hour session every four weeks adjusted in other settings on a pro rata basis. There are variations in the population numbers and patient demographics served by any one OOH organisation, therefore each GP Trainer and each Postgraduate Deanery should, focussing on the learning needs and acquisition of the required competencies, assess the provision of experience for each individual GP StR. 


The educational value of experience gained in putting acquired competencies into practice is recognised and the purpose of having an indicative number of sessions worked by GP StRs, even if they can demonstrate the competencies, is that these sessions would increase the experience and exposure to different aspects of OOH work, particularly if they are undertaken in a variety of OOH settings. The negotiation of this is an issue for all involved organisations and GP Trainers. GP Trainees who are extending their planned period of GP training for remedial reasons should continue to undertake OOH sessions pro-rata, but in all cases Deaneries should seek to establish guidelines for the number of OOH sessions to be undertaken in order that specific learning objectives and competency achievement can be demonstrated, and to provide the evidence for successful sign-off at ARCP. 

However, allowing for a necessary period of induction into general practice and primary care for GP StRs, the indicative benchmark of twelve sessions is likely to be necessary over a year of training in a GP placement, thus one session per month of training in the last year. GP StRs are now expected to undertake a minimum of 18 months in GP placements and GP Deaneries should ensure that appropriate additional sessions are undertaken pro-rata for placements in GP in the first and second years of training.

As per the guidance of the RCGP, ensuring that competencies that are achieved in the ST1 or ST2 years are maintained throughout training.  It is expected that GP StRs in integrated training posts (ITPs) based in general practice should gain similar OOH experience to those colleagues undertaking traditional general practice placements. Those doctors who undertake training on a less than full-time basis should undertake the same number of sessions as their full-time colleagues but these would be attained over a longer timeframe. 


The number of hours worked in any week should comply with the WTR. The  Regulation states that the maximum length of work (currently 13 hours) and minimum rest periods (currently 11 hours).This is likely to be achievable in any GP placement. In order to experience a broad range of clinical presentations it is desirable that GPStRs have experience of different models and shift times of the OOH service, and GP Trainers should be aware that a GPStR will need to be properly rested both before and after an overnight session. 


Whilst it is preferable that OOH training should be distributed throughout the time as a GP StR in order that competencies acquired can be consistently demonstrated, local Deanery guidelines may provide for ‘block release’ options to deliver the required OOH experience However, there are serious potential disadvantages to this pattern which risks distorting the overall training experience and such an option should be regarded as the exception chosen for compelling reasons.


Exposure to a variety of community based emergency and OOH models, as described earlier, should be provided for GP StRs as part of their training programme. This should be acknowledged and negotiated with the GP Trainer, as part of the GP StR’s PDP.  As GP training will now involve 18 months of GP placements, with the intention of this extending Deaneries may wish to ensure that OOH competencies appropriate to the learning stage of the GPStR (i.e. in their ST1 or ST2 year) may be better addressed at times within OOH contexts and learning environments other than the standard OOH provider session.

Induction to the OOH service delivered within GP trainee learning sets or done at the OOH centre by the provider may count as one of the inclusive sessions, provided this is a formal and structured induction session with learning objectives and outcomes that can be recorded on the Trainee’s ePortfolio.

Medico-Legal 


The GP StRs will be subject to the normal processes of clinical governance, General Medical Council (GMC) regulations and civil law. Their contract of employment may  remain with the GP Training Practice of their GP Trainer, or may be with another organisation such as a PCT. They may be supervised by their own GP Trainer who has approval and makes arrangements with the OOH Provider to work in this way, but more usually they will be supervised by a clinician who may not be known to them.

In the context of OOH training medical indemnity organisations have indicated that a GP StR’s standard membership will provide then with indemnity for the work they undertake as part of OOH training. 


As the situation continues to evolve, particularly with regard to the employment of GPStRs,  and as new models are developed there will be an ongoing need to keep the situation regarding medical indemnity under review and OOH providers will need to ensure that their insurance is adequate to cover their own liabilities in connection with the work done for them by GP StRs. 


Review 

COGPED recognise that the process and structures for delivering OOH care will continue to evolve, thus the processes for delivering training for OOH care for GP StRs will require regular formal review and further consultation. To this end, the steering group of appropriate stakeholders should continue to exist and meet regularly. 
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Appendix 2


Guidance to progression of sessions for trainees


Suggested structure to ST3 training


As a guide, the 12 month year can be broken into ”three stages”: If placements in general practice are contiguous, these stages will occur over that greater period of time. GPStRs who undertake a GP placement in their ST1 and ST2 years would not normally be expected to move beyond the Red or Amber sessions in that time.

RED Session (Direct Supervision) First stage (months 1-2)


GP Trainer (GPT) or Clinical Supervisor works an OOH session with the ST3 but the GPT/CS sees patients and ST3 remains supernumerary.


The ST3 should progressively take personal clinical responsibility for a caseload, initially under direct supervision of the GPT/CS, (as in a Joint Surgery format).


The ST3 may then, with agreement of their GPT/CS, independently see and report back after each consultation to agree a management plan


AMBER session (Close Supervision) Second stage (months 3-5) 


GP Trainer or Clinical Supervisor and ST3 both attend Coho sessions and both see patients. The ST3 should be able to manage most cases without direct reporting to their supervisor.


GREEN sessions (Remote Supervision) Third stage (months 6-18) 

Please note all OOH must be completed by the final ARCP. 


The ST3 trainee works the OoH session with the GPT/CS being directly contactable, elsewhere on-site, at home or in a `roving’ car. 

The GPT/CS must be able to give advice on request, assess the situation and in very rare circumstances be available for joint consultation.  More usually advice on process, necessity for admission or availability of other agencies can be given over the phone. 


Appendix 3

KSS Guide for GP Trainers to assess OOH competencies
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Introduction

The purpose of this document is to provide guidance on how to assess competence in out of hours

clinical practice (OOH Competence) of GP Specialty training Registrars (GPStRs).


This document should be read in conjunction with:


· RCGP Curriculum Section 7: Care of Acutely Ill People;


· COGPED Out of Hours Position Paper.

Background


The assessment of OOH Competence is an essential element of the workplace based assessment component of the nMRCGP examination. Educational Supervisors are therefore required to sign off their GPStR as being competent in OOH as part of the final review. A GPStR cannot therefore apply for their Certificate of Completion of Training (CCT) without this OOH Competence box being ticked.


Rationale


This guide is intended to help with two potential problems:


1. Many Educational Supervisors do not directly supervise their GPStRs in OOH practice. 

Therefore it can be difficult to know what evidence can be used to assess the OOH Competence of their GPStR.

2. To ensure good clinical governance OOH providers need some kind of assessment to 

know when a GPStR is ready to move from closely supervised (Amber) shifts to remotely supervised (Green) shifts. 


The Key Out of Hours Competencies


The six generic competencies, embedded within the RCGP Curriculum Statement on ‘Care of acutely ill people’, are defined as the: 


1.
Ability to manage common medical, surgical and psychiatric emergencies in the out-of-hours setting. 


2.
Understanding of the organisational aspects of NHS out of hours care. 


3.
Ability to make appropriate referrals to hospitals and other professionals in the out-of-hours setting. 


4.
Demonstration of communication skills required for out-of-hours care. 


5.
Individual personal time and stress management. 


6.
Maintenance of personal security and awareness and management of the security risks to others.


Assessment of OOH Competence


GPStRs need to demonstrate competency in the provision of OOH care. The overall responsibility for assessment of competency is with the Educational Supervisor but GPStRs have a duty to keep the record of their experience, reflection and feedback in the competency domains. This record should be kept within the e-Portfolio.

The assessment of OOH Competence should be triangulated from several sources of evidence. This may include:


1. An initial trainee self-assessment against GP Curriculum learning outcomes


2. An assessment of knowledge of common OOH and important emergency


scenarios


3. A declaration by the OOH supervisor


4. An audio-COT assessment


5. An OOH CbD assessment


An Educational Supervisor may also use additional evidence from in-hours practice that may demonstrate competence of learning outcomes from the RCGP Curriculum Statement on ‘Care of acutely ill people’.


1. Trainee self-assessment

GPStRs should be encouraged to complete the OOH Self-Assessment Tool (Appendix A) prior to starting their OOH sessions. This will not only familiarise them with the learning outcomes from the GP Curriculum, but also allow them to set specific learning objectives which they may wish to record on their PDP.


The Self-Assessment Tool may be re-visited at intervals throughout the training programme and prior to the final review to assess progress.


2. Assessment of knowledge of common OOH and important emergency scenarios

GPStRs need to be able to manage both common conditions and recognise important medical emergencies with which they may be faced whilst doing OOH clinical practice. This can be assessed using the OOH Care Short Answer Questionnaire (Appendix B). 


3.  Declaration by OOH Supervisor


Before the GPStR can progress from doing closely supervised (Amber) shifts to remotely supervised (Green) within the OOH organisation it is good practice for the OOH Supervisor 

who has been supervising the GPStR to sign a declaration that they have no concerns with the 

GPStR’s performance. This should then be shared with both the OOH organisation and the GPStR’s Educational Supervisor. Such a declaration will be based on observed practice whilst under close supervision (Appendix C).

4. 4. Audio-COT Assessment

An assessment of the GPStR’s performance can be made using an audio recording of a telephone consultation that the GPStR has performed whilst doing an OOH shift. This should be recorded in the GPStR’s e-Portfolio in the same way as one would record a video-COT, using the same assessment framework.

The OOH provider would need to provide the audio recording for the purpose of this assessment. Alternatively the assessment could be done “live” using a training headset or in a observed OOH surgery if the opportunity arises.


5. 5. OOH CbD Assessment

A CbD assessment can be done using cases from the GPStR’s OOH practice.  The OOH provider would need to provide a print out of the OOH clinical records for the purpose of this assessment. The Educational Supervisor may wish to focus the discussion around relevant learning outcomes from the RCGP Curriculum Statement on ‘Care of acutely ill people’. The assessment would be recorded in the GPStR’s e-Portfolio.


Clinical Settings 


- that can provide evidence to support assessment of OOH Competence

· OOH Provider


· OOH Base Surgery


· OOH Telephone Triage


· OOH Home Visit Car


· Primary Care Walk in Centre


· Primary Care Centre in A&E department


N.B.  In-hours on-call duties can provide some supporting evidence. However, in-hours work does not provide the opportunity to demonstrate the six key OOH competencies (p.3). It is therefore essential that GPStRs work in settings that provide this opportunity as outlined in the COGPED Out of Hours Position Paper.


Palliative Care


palliative care can form a significant part of OOH work. GPStRs should be familiar with the learning outcomes of section 12 of the GP Curriculum:


RCGP Curriculum Section 12: Care of People with Cancer and Palliative Care

They may wish to use the self assessment tool for Palliative Care:


GPStR Self Assessment Tool for Oncology & Palliative Care

Glossary of Abreviations

GPStR

GP Specialist training Registrar


OOH

Out of Hours


CCT

Certificate of Completion of Training


RCGP

Royal College of General Practitioners


COGPED
Committee of General Practice Education Directors

COT

Consultation Observation Tool


CbD

Case-based Discussion


PDP

Personal Development Plan
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OOH        

GPStR Self-Assessment Tool


How to use this tool


To help you identify your learning needs in relation to the GP Curriculum we have attached a list of learning outcomes and the knowledge base taken from section 7 in the form of a confidence rating scale. You will then be able to use it to help you identify areas that require development.


		WHAT learning needs identified? 


( where rated as less confident)




		HOW may this be addressed?


Learning objective




		How will you assess your learning?


e.g. CbD / COT / DOP



		

		

		





		WHAT learning needs identified? 


( where rated as less confident)




		HOW may this be addressed?


Learning objective




		How will you assess your learning?


e.g. CbD / COT / DOP



		

		

		





7 CARE OF THE ACUTELY ILL PATIENT – KNOWLEDGE BASE






OOH        

		Please rate your confidence in your knowledge of the following areas
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Not Confident    Slightly Confident     Confident      Very Confident






		Symptoms

		



		· Cardiovascular – chest pain, haemorrhage, shock.
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The hours worked by the GPStR in the OOH service, and regular periods of
tuition and assessment will comply with the requirements of the New Deal
as set out in the contract of employment, be agreed between the Primary
Care Clinical Supervisor and the GPStR and make provision for any
educational programme organised and advised by ...... Deanery.

The hours of work shall comply with the Working Time Regulations 1998 as
amended from time to time.

The GPStR is supernumerary to the usual work of the OOH Service
Providers.

The GPStR may be offered the opportunity to accompany their Primary
Care Clinical Supervisor or another member of the OOH team on
community/A&E Department and home visits.

The GPStR should not be used as a substitute for a locum GP in the OOH
Service.

Time spent in OOH Service by the GPStR should be based on
timetable/Rota agreed in advance, and should be commensurate with the
terms of the contract of employment and agreement of the GP training
practice.

The GPStR is entitled to approved study leave to attend ...... Deanery
classroom taught sessions and any other educational activity considered
appropriate by the GP Programme Director.

If the GPStR is absent due to sickness, they must inform the OOH Service
as early as possible on the first day of the sickness. Statutory
documentation shall be provided as required for any illness. Any accident or
injury arising out of the GPStR’s working in the OOH Service must be
reported to the OOH Manager, duty doctor in the OOH Service or the GP
Trainer/ GP Programme Director.

The OOH Service/ Primary Care Clinical Supervisor will ensure or organise
any message taking facilities that will be required for the GPStR to fulfil their
duty requirements.

The Primary Care Clinical Supervisor will provide cover or arrange for
uitably qualified cover to advise the GPStR while he/she is working in the
OOH Service at all times.

%)

he GPStR shall undertake to care for, be responsible for and, if necessary,
replace and return any equipment that may have been supplied by the OOH
Service or Primary Care Clinical Supervisor at the end of the training
session/period.

he GPStR will apply himself/herself diligently to the educational
programme and service commitments and other matter as directed by the
Primary Care Clinical Supervisor in accordance with the advice of the
Deanery GP Programme and its Directors.

The GPStR will keep an educational log and records as part of collecting
evidence to be verified by Primary Care Clinical Supervisor such that they
may be able to enter to their ePortfolio as required. These records will
enable them to fulfil any requirements of the Annual Review Competence
Progression Panel (ARCP), for appraisal process, and or for assessment in
their GP Specialty training Programme.











		· Respiratory – wheeze, breathlessness, stridor, choking.




		





		· Central nervous system – convulsions, reduced conscious level, confusion.




		





		· Mental health – threatened self-harm, delusional states, violent patients.




		





		· Severe pain.




		





		Common and/or Important conditions

		



		· Shock (including no cardiac output), acute coronary syndromes, haemorrhage (revealed or concealed), ischaemia, pulmonary embolus, asthma.

		





		· Dangerous diagnoses: e.g. MI, PE, SAH, appendicitis, limb ischaemia, intestinal obstruction, meningitis, AAA, ectopic pregnancy, acute psychosis, visual problems that can lead to blindness.

		





		· Common problems that may be expected with certain practice activities: anaphylaxis after immunisation, local anaesthetic toxicity and vaso-vagal attacks with, for example, minor surgery or intra-uterine contraceptive device insertion.

		





		Please rate your confidence in your knowledge of the following areas



		

Not Confident    Slightly Confident     Confident      Very Confident






		· Parasuicide and suicide attempts.

		





		Treatment

		



		· Pre-hospital management of convulsions and acute dyspnoea.

		





		Investigation

		



		· Blood glucose.

		





		· Other investigations are rare in primary care because acutely ill patients needing investigation are usually referred to secondary care.

		





		Emergency Care

		



		· The ‘ABC’ principles in initial management.

		





		· Appreciate the response time required in order to optimise the outcome.

		





		· Understand the organisational aspects of NHS out-of-hours care.

		





		· Understand the importance of maintaining personal security and awareness and management of the security risks to others.

		





		Please rate your confidence in your knowledge of the following areas



		

Not Confident    Slightly Confident     Confident      Very Confident






		Resources

		



		· Appropriate use of emergency services, including logistics of how to obtain an ambulance/paramedic crew.

		





		· Familiarity with available equipment in own car/bag and that carried by emergency services.

		





		· Selection and maintenance of appropriate equipment and un-expired drugs that should be carried by GPs.

		





		· Being able to organise and lead a response when required, which may include participation by staff, members of the public or qualified responders.

		





		· Knowledge of training required for practice staff and others as a team in the appropriate responses to an acutely ill person.

		





		Prevention

		



		· Advice to patients on prevention, e.g. with a patient with known heart disease, advice on how to manage ischaemic pain including use of glyceryl trinitrate (GTN), aspirin and appropriate first-line use of paramedic ambulance.



		







7 CARE OF THE ACUTELY ILL PATIENT –LEARNING OUTCOMES






OOH

		Please rate your confidence against the following statements taken from learning outcomes of the GP Curriculum




		

Strongly disagree
Disagree
Agree
      Strongly Agree






		Primary Care management

		



		I can recognise and evaluate acutely ill patients

		





		I can describe how the presentation may be changed by age and other factors such as gender, ethnicity, pregnancy and previous health

		





		I can recognise death

		





		I can demonstrate an ability to make complex ethical decisions demonstrating sensitivity to a patient’s wishes in the planning of care

		





		I can provide clear leadership, demonstrating an understanding of the team approach to care of the acutely ill and the roles of the practice staff in managing patients and relatives

		





		I can take responsibility for a decision to admit an acutely ill person and not be unduly influenced by others, such as secondary care doctors who have not assessed the patient

		





		I can coordinate care with other professionals in primary care and with other specialists.

		





		Person-centred care

		



		I can describe ways in which the acute illness itself and the anxiety caused by it can impair communication between doctor and patient, and make the patient’s safety a priority.




		





		Please rate your confidence against the following statements taken from learning outcomes of the GP Curriculum



		

Strongly disagree
Disagree
Agree
      Strongly Agree






		I can demonstrate a person-centred approach, respecting patients’ autonomy whilst recognising that acutely ill patients often have a diminished capacity for autonomy.




		





		I can describe the challenges of maintaining continuity of care in acute illness and taking steps to minimise this by making suitable handover and follow-up arrangements.



		





		I can describe the needs of carers involved at the time of the acutely ill person’s presentation.




		





		I can demonstrate an awareness of any conflict regarding management that may exist between patients and their relatives, and act in the best interests of the patient.




		





		Specific problem-solving skills

		



		I can describe differential diagnoses for each presenting symptom.




		





		I can decide whether urgent action is necessary, thus protecting patients with non-urgent and self-limiting problems from the potentially detrimental consequences of being over-investigated, over-treated or deprived of their liberty.

		





		I can demonstrate an ability to deal sensitively and in line with professional codes of practice with people who may have a serious diagnosis and refuse admission

		





		I can demonstrate an ability to use telephone triage

		





		I can demonstrate the use of time as a tool and to use iterative review and safety-netting as appropriate

		







		Please rate your confidence against the following statements taken from learning outcomes of the GP Curriculum




		

Strongly disagree
Disagree
Agree
      Strongly Agree






		A comprehensive approach

		



		I can recognise that an acute illness may be an acute exacerbation of a chronic disease.

		





		I can describe the increased risk of acute events in patients with chronic and co-morbid disease.

		





		I can identify co-morbid diseases.

		





		I can describe the modifying effect of chronic or co-morbid disease and its treatment on the presentation of acute illness

		





		I can recognise patients who are likely to need acute care and offer them advice on prevention, effective self-management and when and who to call for help

		





		Community orientation

		



		I can demonstrate an ability to use knowledge of patient and family, and the availability of specialist community resources, to decide whether a patient should be referred for acute care or less acute assessment or rehabilitation. Thus using resources appropriately.

		





		I can deal with situational crises and manipulative patients, avoiding the inappropriate use of healthcare resources.

		





		A holistic approach

		



		I can demonstrate an awareness of the important technical and pastoral support that a GP needs to provide to patients and carers at times of crisis or bereavement including certification of illness or death.

		





		Please rate your confidence against the following statements taken from learning outcomes of the GP Curriculum




		

Strongly disagree
Disagree
Agree
      Strongly Agree






		I can demonstrate an awareness of cultural and other factors that might affect management of an acutely ill patient.

		





		Contextual aspects

		



		I can demonstrate an awareness of legal frameworks affecting acute healthcare provision especially regarding compulsory admission and treatment.

		





		I can demonstrate an awareness of the tensions between acute and routine care and impact of workload on the care given to the individual patients.

		





		I can demonstrate an understanding of the local arrangements for the provision of out-of-hours care.

		





		Attitudinal aspects

		



		I can demonstrate an awareness of my personal values and attitudes to ensure that they do not influence my professional decisions or the equality of patients’ access to acute care.

		





		I can identify patients for whom resuscitation or intensive care might be inappropriate and take advice from carers and colleagues.

		





		I can demonstrate a balanced view of benefits and harms of medical treatment.

		





		 I can demonstrate an awareness of the emotional and stressful aspects of providing acute care and an awareness that I need to have strategies for dealing with personal stress to ensure that it does not impair the provision of care to patients.

		







		Please rate your confidence against the following statements taken from learning outcomes of the GP Curriculum




		

Strongly disagree
Disagree
Agree
      Strongly Agree






		Scientific aspects

		



		I can describe how to use decision support to make their emergency interventions evidence-based, e.g. Cochrane, Clinical Knowledge Summaries (PRODIGY), etc..

		





		I can demonstrate an understanding of written protocols that are available from national bodies and how these may be adapted to unusual circumstances.

		





		I can evaluate my performance in regard to the care of the acutely ill person; including an ability to conduct significant event analyses and take appropriate action.

		





		Psychomotor skills

		



		I can perform and interpret an electrocardiogram.

		





		I can perform cardiopulmonary resuscitation of children and adults including use of a defibrillator.

		





		I can control a haemorrhage and suture a wound.

		





		I can pass a urinary catheter.

		





		I can use a nebuliser
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OOH CARE SHORT ANSWER QUESTIONNAIRE


This short answer questionnaire has been adapted from the Canbury Emergencies in General Practice Questionnaire. It can be used to assess knowledge of both common conditions and medical emergencies that may present in OOH clinical practice.


The questionnaire can be conducted either as an oral or written assessment.


For each scenario the following questions should be asked:


1. What is your diagnosis


2. What is your differential diagnosis


3. How would you manage this scenario in an OOH situation


Cardiovascular system

· 78yr man SOB at night in winter

· Middle-aged man, central chest pain and refers to left arm


· 27yr woman with sudden onset of pleuritic pain and haemoptysis


· 58yr sudden onset painful, cold pale leg


· Faintness, abdominal and back pain in 81yr man


· 41 yr woman with sudden onset of occipital headache


· 21 yr woman unilaterally painful swollen lower leg


· 33yr man sudden onset unilateral headache


· 61yr female increasingly severe chest pain and shortness of breath over a few days

· 66yr female palpitations and breathless

Gastrointestinal

· 28 yr old man with haematemesis after stag night


· Worsening abdominal pain in a 46yr old man with history of dyspepsia

· Vomiting in a 6 week baby boy


· Blood stained diarrhoea in 70 year old


· Severe bleeding PR in 51yr old woman

· Abdominal pain after minor RTA in 33yr old


· 44 year old woman with right upper quadrant abdominal pain and fever


· 14 yr old boy with severe abdominal pain and vomiting


· Diarrhoea and vomiting 26yr old woman for 48hrs


· Diarrhoea and vomiting 6yr old boy with fever


Orthopaedics

· 18 month old refusing to walk


· 14 year old with painful hip


· 75 year old lady unable to move one leg


· 49 yr man with back pain and unable to pass urine


· 3yr old girl with painful arm and not moving her elbow


· 22yr old footballer with tender swollen ankle

Ophthalmology

· 30 yr old man with sore eye after changing car exhaust

· Severe painful eye with vomiting in 50yr old woman

Respiratory

· 3yr old feels hot, looks ill, breathing sounds chesty, quiet


· Chest pain in 33yr man, sudden onset of breathlessness


· Hot, sweaty child, sore throat and dribbling, unable to swallow

· 5yr old boy with fever and earache

· Acute shortness of breath in 78yr woman known to have COPD

· 4yr old girl has just woken up struggling to breathe and barking cough

· Cough and chest pain with haemoptysis


Obstetrics and Gynaecology

· 28 week pregnancy with slight pv bleed


· 36 week pregnant with headache & oedema


· 15 year old with heavy and painful blood loss

· 28 week pregnant with chest pain


· IUD fitted today, now has abdominal pains

· 32yrs iliac fossa pain, period late


· 17yr brown PV discharge and pelvic pain


· 21yr foul smelling PV discharge, feeling faint & fever

Neurological


· 39yr woman sudden onset of severe occipital headache


· Unexpectedly confused 80yr lady, more than a week after a fall


· A pyrexial twitching child


· Pyrexial child with mottled rash

· 59 year old woman 1 hr history of weak right arm

Urological

· 39yr man with agonising loin pain


· 28 yr cyclist with pain in left testicle for past hour


· Elderly man has not passed urine for 12 hours


· Child with vomiting and rigors


· 18 yr man swollen penis for 6 hours


Psychological

· Agitated, excited young man talking nonsense


· Withdrawn morose nurse with access to insulin

· 34yr old man who split up with girlfriend, has been drinking & now threatening suicide


· 42yr schizophrenic man increasingly agitated & aggressive

Miscellaneous


· Expected death of a 90 yr old woman in a nursing home


· Unexpected death of 67 yr old man at home, history of angina
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Out-of-hours Training for GP Specialty Registrars:


Quality Assurance Monitoring Form 


OOH Provider:


Date of planned review:


· In accordance with national agreement, Deaneries have a responsibility to quality manage the training received by GP Registrars in out-of-hours care.


· This quality monitoring form has been designed for use with out-of-hours care providers.


· The headings are those of the published PMETB domains.


· The form can be used as the basis of an annual review meeting between a Deanery representative, usually a local GP Associate Dean or GP Training Programme Director, and the out-of-hours care provider.


· Feedback relating to training in out-of-hours care from GP Registrars will also be used in this quality management process.


· Out-of-hours care providers are asked to comment on each of the quality criteria and present supporting evidence at review.


		Standard

		Comment

		Evidence to be presented





1. Patient Safety


		1.1 Written protocols on record keeping.

		

		



		1.2 A system of critical incident, reporting, analysis and feedback.

		

		



		1.3 An appropriate method of responding to patient comments and complaints and evidence that patients are involved in the organisation and development of the service (desirable).

		

		



		1.4 No trainee is expected to undertake an Out-of-hours session without appropriate supervision.

		

		





2. Quality Assurance, Review and Evaluation


		2.1 A system of audit of workload and practice that enables quality of care to be monitored and practice reviewed, as part of clinical governance.

		

		



		2.2 A system of information that enables the members of the OOH team to keep up to date with clinical and administrative matters relevant to OOH work.

		

		



		2.3 A process for regular communication and review with the Deanery 

		

		





3. Equality, Diversity and Opportunity

		3.1 A robust E&D policy for all employed staff

		

		



		3.2 Equity of access to available training sessions for all GP trainees

		

		





4. Recruitment, Selection and Appointment


		4.1 A robust E&D policy for all employed clinicians

		

		





5. Delivery of Curriculum including assessment


		5.1 A reliable method of transferring records of education to the trainee’s GP trainer.  Normally this will entail completion of the “Record of Out-of-hours” session.

		

		



		5.2 Opportunities for trainees to learn from and about management and administration systems.

		

		



		5.3 Opportunities for trainees to appreciate how computerisation can contribute to clinical and organisational work in OOH (desirable).

		

		



		5.4 Where non-GPs are involved as educational supervisors, they will only supervise red sessions i.e. where the trainee takes no clinical responsibility.

		

		





6. Support and development of trainees, trainers and the local faculty


		6.1 A system of induction for all new staff.

		

		



		6.2 Evidence of good team working.

		

		



		6.3 An appropriate clinical supervisor for the whole of the trainee’s shift.

		

		



		6.4 Sufficient time within the session for teaching, feedback and completion of paperwork.

		

		





7. Management of Education and Training


		7.1 Effective and efficient management and administration systems.

		

		



		7.2 Methods of monitoring prescribing as an important part of the audit process and a formulary or prescribing policy including a statement on how the formulary is reviewed and implemented.

		

		



		7.3 Sufficient consulting rooms so that the GP trainee and clinical supervisor can consult during the same session.

		

		



		7.4 All clinical supervisors must be qualified to teach although they will not necessarily require the educational expertise required of GP trainers.  (Suitability is defined in governance referred to above).

		

		



		7.5 There is an administrative system that ensures that all GP trainees are allotted appropriate sessions with clinical responsibility commensurate with their experience and competence.

		

		





8. Educational resources and capacity


		8.1 A workload that will enable trainees to acquire adequate clinical experience across the full range of age and disease.

		

		



		8.2 An appropriate range of diagnostic and therapeutic equipment for static and mobile use.

		

		



		8.3 An appropriate range and quantity of drugs for emergency and OOH use.

		

		



		8.4 Adequate secretarial and support staff to run the OOH system and encompass training.

		

		



		8.5 Sufficient transport so that the GP trainee and clinical supervisor can travel together as required on home visits.

		

		



		8.6 An environment that encourages multi-professional learning.

		

		





9. Outcomes


		9.1 Registers and indices that can be used for teaching, research and audit (desirable).

		

		



		9.2 There is a system of review, the purpose if which is to help clinical supervisors to reflect upon and develop their educational skills (desirable).

		

		





		A meeting is held annually with deanery representative to review the above quality standards.

		

		



		Summary of feedback from GP registrars



		





		Highlights



		





		Recommendations



		





		

		

		





Signed on behalf of the Out-of-hours Provider


Signed on behalf of the Deanery




Date


The deanery representative should ensure that the Out-of-hours care provider receives a copy of this form which should then be returned to:
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GP Registrar Out of Hours Training Workbook

GP Registrar

OOH Registration Form

Clinical Information


To operate effectively, all Out of Hours organisations must have complete and accurate information on any clinician associated with it. This form is designed to record the information required for clinicians who are working for the organisation.


Please help us by completing it promptly, legibly and in full!

		Surname:

		First Name:



		Med Def cover Ref:

		Home Address:



		Expiring:

		



		GMC Reg No:

		



		Home Phone No.

		



		Practice Phone No.



		Mobile Phone No.



		Email address



		LHB



		Training Practice:



		GP Trainer:



		Dates of GP ST2 and ST3





OOH Provider Contact Details


		OOH Provider:



		Contact Name:

		Other Contact Name:



		Address:



		Other Address:



		Contact Tel No:

		Other Contact Tel No:



		Mobile No:

		Other Mobile No:



		Email:

		Other Email:





Please ask your trainer to complete the following:

Postgraduate Education for General Practice

OOH Training for GPSTRs



Trainer statement on Learning Needs of GPR


The following is a list of learning needs we have identified for this GPR, specific to unscheduled care:

		Need

		Date identified

		Trainer’s name



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		





Areas identified as needs in the OOH setting that may be addressed in hours:

		Need

		Date identified

		Trainer’s name



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		





Supervisor statement on Learning Needs of GPR

identified during OOH experience

The following is a list of learning needs we have identified for this GPR, as a result of experience in OOH:


Specific SKILLS that need further development/experience are:


3

Postgraduate Education for General Practice

OOH Training for GPSTRs

Self statement on Learning Needs of GPR

identified during OOH experience

The following is a list of learning needs I have identified for myself, as a result of experience in OOH:


Specific SKILLS that need further development/experience are:



OOH Training for GPSTRs

Wales Guidance


GP Registrar Out of Hours Training Workbook

◗ You must NOT do any OOH work during your first month of experience in General


Practice – you should receive an induction prior to commencing OOH


◗ You will be required to fill out a ‘ Record of OOH session' page for each session, your OOH supervisor will also comment on this form at the end of each shift.

◗ The sheets are contained within this workbook and should be retained for inspection by your trainer.

◗ All shifts should ALSO be recorded within the LEARNING LOG section of the ePortfolio, under OOH sessions.


◗ These OOH sessions should be shared with your trainer, who will be able to see your progress towards your minimum of 72 hours throughout the year.

◗ Each entry for OOH should normally be linked to section 7 of the curriculum, Care of acutely ill people, and of course anywhere else that is appropriate

◗ This section of the curriculum also acts as the new focus for the learning outcomes you should attempt to achieve during your OOH experience. Below you will find the salient parts of this aspect of the curriculum, with the full link here:


http://www.rcgp-curriculum.org.uk/PDF/curr_7_Acutely_ill_people.pdf

Postgraduate Education for General Practice

Learning Outcomes

Primary care management
◗Recognise and evaluate acutely ill patients.


◗Describe how the presentation may be changed by age and other factors such as gender, ethnicity, pregnancy and previous health.


 ◗Recognise death.


◗Demonstrate an ability to make complex ethical decisions demonstrating sensitivity to a patient’s wishes in the planning of care.


◗Provide clear leadership, demonstrating an understanding of the team approach to care of the acutely ill and the roles of the practice staff in managing patients and relatives.


◗Coordinate care with other professionals in primary care and with other specialists.


◗Take responsibility for a decision to admit an acutely ill person and not be unduly influenced by others, such as secondary care doctors who have not assessed the patient. 

The GP must be competent to provide out of hours care by demonstrating:

◗ Ability to manage common medical, surgical and psychiatric emergencies in the out-of-hours setting


◗ Understanding of the organisational aspects of NHS out-of-hours care


◗ Ability to make appropriate referrals to hospitals and other professionals in the out-of-hours setting


◗ Appropriate communication skills required for out-of-hours care


◗ Individual personal time and stress management


◗ Maintenance of personal security and awareness and management of the security risks to others.


Person-centred care

◗Describe ways in which the acute illness itself and the anxiety caused by it can impair communication between doctor and patient, and make the patient’s safety a priority.


◗ Demonstrate a person-centred approach, respecting patients’ autonomy whilst recognising that acutely ill patients often have a diminished capacity for autonomy.


◗ Describe the challenges of maintaining continuity of care in acute illness and taking steps to minimise this by making suitable handover and follow-up arrangements.


◗ Describe the needs of carers involved at the time of the acutely ill person’s presentation.


◗ Demonstrate an awareness of any conflict regarding management that may exist between patients and their relatives, and act in the best interests of the patient.


GP Registrar Out of Hours Training Workbook


Specific problem-solving skills


◗ Describe differential diagnoses for each presenting symptom.


◗ Decide whether urgent action is necessary, thus protecting patients with non-urgent and self-limiting problems from the potentially detrimental consequences of being over-investigated, over-treated or deprived of their liberty.


◗ Demonstrate an ability to deal sensitively and in line with professional codes of practice with people who may have a serious diagnosis and refuse admission.


◗ Demonstrate an ability to use telephone triage:


• to decide to use ambulance where speed of referral to secondary care or paramedic intervention 

   is paramount


• to make appropriate arrangements to see the patient


• to give advice where appropriate.


◗ Demonstrate the use of time as a tool and to use iterative review and safety-netting as appropriate.


A comprehensive approach


◗ Recognise that an acute illness may be an acute exacerbation of a chronic disease.


◗ Describe the increased risk of acute events in patients with chronic and co-morbid disease.


◗ Identify co-morbid diseases.


◗ Describe the modifying effect of chronic or co-morbid disease and its treatment on the presentation of acute illness.


◗ Recognise patients who are likely to need acute care and offer them advice on prevention, effective self-management and when and who to call for help.


Community orientation

◗ Demonstrate an ability to use knowledge of patient and family, and the availability of specialist community resources, to decide whether a patient should be referred for acute care or less acute assessment or rehabilitation, thus using resources appropriately.


◗ Deal with situational crises and manipulative patients, avoiding the inappropriate use of healthcare resources.

A holistic approach

◗ Demonstrate an awareness of the important technical and pastoral support that a GP needs to provide to patients and carers at times of crisis or bereavement including certification of illness or death.


◗ Demonstrate an awareness of cultural and other factors that might affect patient management.


GP Registrar Out of Hours Training Workbook


Contextual aspects

◗ Demonstrate an awareness of legal frameworks affecting acute healthcare provision especially regarding compulsory admission and treatment.


◗ Demonstrate an awareness of the tensions between acute and routine care and impact of workload on the care given to the individual patients.


◗ Demonstrate an awareness of the impact of the doctor’s working environment and resources on the care provided.


◗ Demonstrate an understanding of the local arrangements for the provision of out-of-hours care.

Attitudinal aspects

◗ Demonstrate an awareness of their personal values and attitudes to ensure that they do not influence their professional decisions or the equality of patients’ access to acute care.


◗ Identify patients for whom resuscitation or intensive care might be inappropriate and take advice from carers and colleagues.


◗ Demonstrate a balanced view of benefits and harms of medical treatment.


◗ Demonstrate an awareness of the emotional and stressful aspects of providing acute care and an awareness that they need to have strategies for dealing with personal stress to ensure that it does not impair the provision of care to patients.


Scientific aspects

◗ Describe how to use decision support to make their interventions evidence-based, e.g. Cochrane, PRODIGY, etc.


◗ Demonstrate an understanding of written protocols that are available from national bodies and how these may be adapted to unusual circumstances.


◗ Evaluate their performance in regard to the care of the acutely ill person; including an ability to conduct significant event analyses and take appropriate action.


Psychomotor skills

◗ Performing and interpreting an electrocardiogram.


◗ Cardiopulmonary resuscitation of children and adults including use of a defibrillator.


◗ Controlling a haemorrhage and suturing a wound.


◗ Passing a urinary catheter.


◗ Using a nebuliser.


The knowledge base

Symptoms

◗ Cardiovascular – chest pain, haemorrhage, shock.


◗ Respiratory – wheeze, breathlessness, stridor, choking.

◗ Central nervous system – convulsions, reduced conscious level, confusion.

◗ Mental health – threatened self-harm, delusional states, violent patients.


◗ Severe pain.


Common and/or important  conditions

◗ Shock (including no cardiac output), acute coronary syndromes, haemorrhage (revealed or concealed), ischaemia, pulmonary embolus, asthma.


◗ Dangerous diagnoses (see Appendix 3).


◗ Common problems that may be expected with certain practice activities: anaphylaxis after immunisation, local anaesthetic toxicity and vaso-vagal attacks with, for example, minor surgery or intra-uterine contraceptive device insertion.


◗ Parasuicide and suicide attempts.


Investigation

◗ Blood glucose.


◗ Other investigations are rare in primary care because acutely ill patients needing investigation are usually referred to secondary care.


Treatment

◗ Pre-hospital management of convulsions and acute dyspnoea.

Emergency care

◗ The ‘ABC’ principles in initial management.


◗ Appreciate the response time required in order to optimise the outcome.


◗ Understand the organisational aspects of NHS out-of-hours care.


◗ Understand the importance of maintaining personal security and awareness and management of the security risks to others.


Resources

◗ Appropriate use of emergency services, including logistics of how to obtain an ambulance/paramedic crew.


◗ Familiarity with available equipment in own car/bag and that carried by emergency services.


◗ Selection and maintenance of appropriate equipment and un-expired drugs that should be carried by GPs.


◗ Being able to organise and lead a response when required, which may include participation by staff, members of the public or qualified responders.


◗ Knowledge of training required for practice staff and others as a team in the appropriate responses to an acutely ill person.


Prevention

◗ Advice to patients on prevention, e.g. with a patient with known heart disease, advice on how to manage ischaemic pain including use of glyceryl trinitrate (GTN), aspirin and appropriate first-line use of paramedic ambulance.

GP Registrar Out of Hours Training Workbook

Record of OOH session 

		Type of session (e.g. base doctor (including walk-in centre), visiting doctor, telephone triage, minor injuries centre):



		Date of session:



		Time of session and length (hours):



		Type of cases  seen and significant events



		Learning  areas  and needs  identified (to be discussed with GP Trainer)



		Debriefing notes  from Clinical  Supervisor





		Name of OOH Supervisor:



		Signature of OOH Supervisor:



		Signature of GP Registrar:
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Harmoni Education Evaluation Sheet


GPR OOH Supervision


Please indicate on the scale, by circling one number, your opinion of the value of this session.


Clinical Content


 I enjoyed my OOH Training with Harmoni


0          1          2          3          4          5          6          7          8          9          10


Little Value                                                                                                   Great Value


I fulfilled my learning needs in OOH Care


0          1          2          3          4          5          6          7          8          9          10


Little Value                                                                                                   Great Value


I received the clinical supervision I needed


0          1          2          3          4          5          6          7          8          9          10


Little Value                                                                                                   Great Value


I now feel more confident in approaching future OOH work


0          1          2          3          4          5          6          7          8          9          10


Little Value                                                                                                   Great Value

Supervisor Name:                                                         (optional)

Operational Details


The Primary Care Centre had all the equipment I needed


0          1          2          3          4          5          6          7          8          9          10


Poor                                                                                                                   Excellent


The Visiting Car had all the equipment I needed (if visiting)

0          1          2          3          4          5          6          7          8          9          10


Poor                                                                                                                   Excellent


What, if anything, would you change about this training session?


Please, feel free to comment further if you wish:


Thank you for completing this evaluation form


Please Fax to Beverly Dickinson @ 01934 724010
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I N S I D E  T H I S  
I S S U E :  


Issue 11 :  August  2010 


Introduction 


reflect@harmoni.co.uk 


 
This is Harmoni’s 2nd edition of Reflect, as agreed by 
the Harmoni Clinical Leads and Governance Team.  
   
Reflect contains learning from incidents as well as complaints, 
audits, compliments and good practices and aims to disseminate 
this learning throughout Harmoni. The incidents and complaints 
cited are real, but with identifiable details removed to protect ano-
nymity. We have not only tried to make this interesting reading, 
but also have highlighted valuable lessons that can be learned. 
We hope that you will find these cases and the lessons derived 
from them helpful and instructive. 
  
Harmoni's vision is 'We treat patients as family’ and ‘We treat staff 
as we would wish to be treated ourselves'. There is a lot in this 
edition of Reflect to show how simple things like a little bit of  
empathy and respect for others could have resulted in a better 
outcome. 
  
Frontline staff are the face of Harmoni and we would like to re-
mind you that you represent Harmoni for its high quality of ser-
vice. 
   
If there are any good practices or any valuable lessons that you 
would like to share, please feel free to contribute. 
  


Dr Elango Vijaykumar 
Educational Lead for Harmoni OOH & 


Clinical Lead for Harmoni West Sussex  
& 


Dr Kate Bowyer 
Educational Lead for Harmoni EAC 


If there is a particular case that you would like more details on, to use for case re-
view or root cause analysis within your team, please contact us at the address     


below. We would be happy to share the anonymous details for learning. 
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 SUI’s 
       
 


SUI SUF035 
 
A 3 yr old child was seen with non-specific features of abdominal bloating and history of a fever. The 
working diagnosis was that of gastroenteritis. She was subsequently admitted to hospital a few days 
later and found to have leukaemia.  
 
The history and examination findings recorded during the consultation were of a minimum acceptable 
standard. It is extremely unlikely that the doctor would have been able to make a diagnosis of leukae-
mia in the OOH setting given such non-specific features. However: 
 
The lessons to be learned from this SUI are: 
 
 To record history and examination features (including negative signs) as thoroughly as possible 


in order to justify your working diagnosis and management plan in the event of a more serious 
diagnosis being made subsequently 


 To explore parental ideas and concerns at the time of the consultation and document the same 
especially when treating a child even if it is parents seems happy with the management plan 


 To be familiar with NICE guidance on management of feverish illness in young children 
 
 
 
 
 


SUI NEE321 
 
This issue was raised because the case was highlighted in the Clacton Gazette by the patient’s fam-
ily.  
 
Call regarding a 27 month old baby with symptoms of a high temperature and appearing floppy. A 
doctor attempted to make contact 27 minutes after the initial call on the home number. The patient’s 
father called back to give a mobile number and the doctor was successful at making contact and 
booked a base appointment for the child 
 
The receptionist had picked up that a patient was booked into base, however the doctor was out on a 
visit and not at base, which was relayed to the co-ordinator. Unfortunately the child arrived with the 
parents whilst this call was made. To avoid any further delay, the receptionist explained the situation 
to the parents, apologised and arranged for them to have a home visit. The doctor visited the patient 
and diagnosed tonsillitis. 
 
The lessons to be learned from this SUI are: 
 
 Call handlers are reminded that they should clearly document all contact details for a patient on 


the call sheet 
 All clinicians are reminded that they should try all of the contact numbers available for the pa-


tient 
 If a doctor who is the base and visiting doctor is out on a visit, the base must be blocked out so 


appointments are not booked in when the doctor is not there 
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OXF SUI185 


 
SUI regarding a 48 year old patient with symptoms of severe head pain and vomiting, the patient was 
seen and treated at the base and sent home, the patient actually suffered an aneurysm and later that 
day suffered a second bleed which caused severe brain damage and is now in a coma. 


 
The doctor carried out an extensive and appropriate neurological examination, remarkably all the find-
ings were normal. With the current diagnosis of an aneurysm, and the related but not exclusive pre-
senting symptoms of a headache and vomiting, some overt clinical abnormalities would be expected 
even if the initial bleeding had settled, but this wasn’t the case. Therefore given all the normal findings 
it was felt the doctor came up with an appropriate diagnosis and management plan. However it has 
been noted that the doctor did not document blood pressure or pulse rate, and the both should always 
be done, but it is not believed that this would have altered the outcome. 
 
The lessons to be learned from this SUI are: 
 
 Clinicians are reminded of the importance of documenting all relevant information including 


blood pressure and heart rate and exact safety netting conversations 
 Patient’s health can deteriorate very rapidly soon after they have been seen, although unusual 


it can happen. If the patient presents early on in the illness, all findings could be normal but 
thorough documentation and safety netting is crucial as it was in this case. The documentation 
should have positive findings but also to have the absence of sinister findings such as ‘no rash 
or neck stiffness’ 


 
 
 
 
 


SUI WS0882 
 


Patient with a rattly chest and query chest infection. TAS suggested urgent, meaning visit within 6 
hours, and the call was passed as routine meaning within 6 hours. After a visit and a thorough as-
sessment, sepsis was diagnosed indicating a severe infection. The doctor soon realised that the pa-
tient was very ill and called an emergency ambulance.  
 
Unfortunately the patient passed away 9 days later and was diagnosed to have meningitis.  
 
The daughter complained about the casual manner of the doctor, which did not match the serious-
ness of her mothers condition. Although the doctor appeared to be ‘casual’ to the patients daughter 
she stated that it is in her nature even in a stressful situation to ‘remain calm and not to panic’.  
 
Both the Lead nurse and clinical lead agreed, the call was triaged with appropriate priority for the visit 
after listening to the call. The Clinical Lead in his report the doctor had handled the case appropriately 
based on the documentation in the clinical notes. 
 
The lessons to be learned from this SUI are: 
 
 Communication is key to a satisfactory consultation. Patients / relatives in distress will need to 


be fully aware of reasons for your actions and need involvement. Despite adequate and appro-
priate management, we still do receive complaints 


 RCGP stresses on concordance and involvement of patient in their management plan (in this 
case the daughter) 


SUI’s 
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Complaint WOR009 
 


Female patient was seen after reporting bleeding for 2 weeks and having had a Mirena coil removed 
in December 09. The GP identified a tender abdomen with guarding and mild rebound on the left side. 
Urine test was obtained and tested with a multi-test strip which revealed blood only. The GP diag-
nosed a possible ruptured ovarian cyst and referred urgently to gynecology. The patient had enquired 
if she may be pregnant; the GP thought this unlikely in view of the prolonged history of bleeding but 
assumed that this would be checked by the gynecology team. 
 
A complaint arose later as the patient was found to have an Ectopic pregnancy. The Gynecology 
team did not initiate pregnancy testing until the next day and diagnosis was delayed. 
 
The lessons to be learned from this complaint are: 
 
 Always consider pregnancy as a diagnostic possibility in any female with unexplained symp-


toms.  
 Don’t assume a test that can easily be done in primary care will be carried out by colleagues. In 


this case the GP acknowledged that with hindsight it would have been better practice to have 
performed a pregnancy test on the urine specimen obtained 


 
 


Complaint SUF0877 
 
Notified via media; BBC Radio Suffolk – 62 yr old female contacted OOH’s service; post hip op with 
8days constipation, in pain, current meds not helping, triaged and offered routine home visit – (3 Hour 
Delay).  
 
A call was received and was set as routine, the complaint was that the patient had been discharged 
from hospital 2 days earlier following a hip operation and was suffering from constipation. The patient 
was triaged by a nurse and booked as a routine home visit. 2 further calls were received by the pa-
tient and they were advised on the second call that the GP would be arriving shortly. 
  
The doctor arrived approximately 9.25 hours after the initial call was received, examined the patient, 
issued a prescription and arranged for a District nurse to visit the next day.  
 
The lesson to be learned from this complaint is: 
 
 The importance of comfort calling especially if a delay is expected 
 


Complaint SUF0795 
 


There was a delay in contacting this patient as an incorrect telephone number has been recorded. A  
doctor the visited the patient and gave the impression that he was not pleased to be attending, and 
had a non-caring attitude as evidenced by his general tone of voice .The doctor also failed to record 
any clinical notes following his visit. This doctor does not work for Harmoni any more. 


The lessons to be learned from this complaint are: 


 
 To reconfirm telephone number with the patient or caller and use all avenues to find a contact 


number for patient’s, including contacting care line if a call came through from a care line 
 To ensure consultation notes are completed for each patient 


 
It is easy and humane to apologise to the patient and relatives if there’s a delay or a perceived delay. 
Harmoni’s vision is ‘We treat Patients as family’. We work as a team and should support and acknowl-
edge that errors/mistakes can be made but apologise for the distress to the family.  


Complaints 
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 Complaints 
 


Complaint Bucks B0755 
 


Family of a 22 year old man with mental health issues called over 2 nights. The first call was set as 
routine then upgraded to urgent after approximately 4 hours due to the symptoms becoming worse. 
The doctor called back and visited the patient as the family were not happy with the plan to contact 
the mental health team. The doctor visited approximately 7 hours after the initial call, issued some 
medication and arranged for the crisis team to visit later that day. 
 
The following night another call was received on behalf of the patient for a further visit and medica-
tion; unfortunately the notes were not linked to the previous case. The doctor discussed the case with 
the crisis team who had visited the patient earlier and advised them that no further medication could 
be issued. The family called the ambulance service who contacted Harmoni and were advised of what 
the earlier doctor had discussed, the patient was taken to A&E for further psychiatric assessment. 
 
The lessons to be learned from this complaint are: 
 
 The Special Patient Notes were not linked for this patient from an earlier call, Call Centre  
 Supervisors to discuss with Call Centre staff regarding linkage of Special Patient Notes 


 
 


Complaint NEE0887 
 
Complaint received as a call was received from Harmoni asking to speak to the gentleman’s late wife. 
The gentleman would like to know why he received a call as his wife sadly passed away in December 
2009, and Harmoni were called out at the time to confirm this. 
 
Unfortunately the call handler accidently logged a patient's call under his wife's previous contact de-
tails. They realised within minutes that they had made a mistake, however before they had the oppor-
tunity to access and change the patient records, the doctor had already made contact. 
 
The lesson to be learned from this complaint is: 
 
 Call Centre Supervisors should ensure that call handlers understand how important it is that all 


patient demographics are checked before placing calls in the doctor's triage queue 
 
This incident highlights the effects and distress such errors can cause. An apology has been passed 
to the gentleman by the call handler and the doctor concerned. 
 


 
Complaint SUF0759 


 
Confirmation of death was received, however it was not despatched to the car immediately and there 
was a delay in the doctor visiting. When he did arrive, the patient’s family found the doctor’s bedside 
manner to be unacceptable and were concerned that the doctor had no knowledge of the medication 
which had been prescribed earlier by another Harmoni GP. 
 
The lessons to be learned from this complaint are: 
 
 The importance of passing calls to visiting doctors and not leaving on the despatch screen  
 To remind clinicians regarding checking previous history 
 
Death is distressing for everyone especially the family. Our duty for the living precedes the duty to the 
dead but showing compassion to the bereaved even in late hours of the night or early hours of the 
morning is humane. Harmoni would like to remind you of the European working time directive.  
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At the recent Call Handler Audit Meeting held in June, three specific areas for improvement were 
identified.  These were:  
 
Patients D.O.B taken correctly and D.O.B and/or age repeated and used to search the Adastra 
system: 
 
A number of issues have arisen with this recently where the date of birth or age was not confirmed. If 
this information is not correct and is then used as part of the patient search on Adastra, it creates in-
accurate and duplicate records causing difficulty in searching for correct patient notes.  The patient’s 
age is also an important part of how the call is prioritised so it is essential that it is correct. 
 
Contact number is repeated by caller: 
 
A number of issues have arisen whereby patients can not be contacted for triage and comfort calling 
 
Caller told to call back if condition deteriorates: 
 
This could have potentially serious consequences and we must ensure that everyone is given this 
information 
 
Continuous audits will be carried out over the forthcoming months and we are looking for ALL  
AREAS to be hitting a target of 100% by October 2010 in these three categories. 
 


 
West Sussex 


 
Patient presented with severe abdominal pain following a recent operation. Was admitted to hospital 
following a visit and underwent another operation. Compliment sent in to thank the doctor who proba-
bly saved her life. 


 
Suffolk 


 
Patient received urgent dental treatment at the Riverside Clinic. The dentist was the most profes-
sional, pleasant and caring dentist she had ever used. For all the criticisms out of hours services re-
ceive, huge praise is deserved by this dentist. 


 
Warwickshire 


 
Patient called in as he had missed his call back, praised the call handler he spoke to initially, as he 
was very helpful. 


 
 


Worcester 
 
Patient suffering with abdominal pain and blood loss was seen at the PCC. Patient praised the effi-
ciency of the call staff and felt the advice given was excellent. Patient found the GP extremely profes-
sional, and was impressed with the time and effort that was spent looking after him. As a result he felt 
the GP had his best interests at heart and was not looking to just get onto the next patient. 


Quality and Audit 


Compliments 







Education & Training 


 


 


Please contact reflect@harmoni.co.uk with any comments/feedback 
from this issue or with any suggestions for items to be included in  


future publications 
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Training practice status 


 
We are pleased to announce that North Colchester Health Centre (Colchester EAC) has been 
awarded Training Practice Status by the East of England Deanery.  
 
Alongside this Dr Min Thaung has been awarded GP Trainer status and Dr Marjorie Gillespie Associ-
ate Trainer status.  
 
The visiting team were “highly impressed” with the service offered and have awarded the maximum 2 
year approval status possible on a first time approval visit. The first GP trainee starts this August. 
 
We would like to take this opportunity to both thank and congratulate the team for their hard work in 
arriving at this point. We look forward to continuing to work with them in delivering an excellent stan-
dard of medical education as well as high quality healthcare. 
 


 
 
 


Standard of training within Harmoni 
 


In a recent interview a GP Registrar trained with Harmoni, answered ‘I am the face of Harmoni’ and 
my attitude and manners when seeing patients will be reflected on the satisfaction surveys.  
 
This verse should be borne in mind by all Clinicians and staff and in fact everyone who comes into 
contact with patients, that you are not an just individual but a representative and face of Harmoni. 
 
Another Registrar trained in Wandsworth reported what an excellent idea was to circulate the  
lessons learned from complaints to everyone, this helps continuous learning and helps awareness.  
. 


 
 
 


NICE Guidelines 
 
NICE clinical guidelines relevant to primary care were recently published and are accessible to read 
or download at: http://guidance.nice.org.uk/Date  
  
 June 2010: 
 


  Alcohol-use Disorder 
  Bacterial meningitis and meningococcal septicaemia 
  COPD (update) 


 
 July 2010: 
 


  Delirium 
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Harmoni HS 


HONORARY CONTRACT for GPStR Doctors


Clinical Supervisor - Honorary Contract 

Honorary contract between GP Specialty trainee (GPStR) and their Primary Care Out Of Hours  Service Clinical Supervisors on behalf of the Out of Hours Service Providers ( Primary Care Clinical Supervisor). 

		This Agreement is made on

		2nd September 2010



		between 

		DR Paul Davies



		

		(Primary Care Clinical Supervisor/OOH Medical Directors / OOH Clinical Lead) 



		and 




		



		

		(GP Speciality trainee (GPStR)





The terms and conditions of this honorary contract are as follows: 


A.
All medical practitioners covered by this contract will be fully registered with the General Medical Council (GMC) 


B.
Primary Care Clinical Supervisors will be so recognised by the Severn Deanery, Department of General Practice 


C.
This contract will cover the OOH training experience component of GP Specialty training programme. It will form part of the supplementary regulations enabling that training period. 


D.
This document will act as a supplementary / honorary contract between the above parties. A host GP Training Practice within the deanery will hold their principal contract for the duration of the OOH training experience. 


General 


1
The Primary Care Clinical Supervisor will supervise the period of OOH training experience within General Practice for the purpose of teaching and advising on all matters relating to OOH service for a period from __________________ [date placement commences] unless this agreement is previously terminated under the provision of clause 2. 


2
This agreement is subject to the contract of employment for the GPStR which will be held by the employing GP training practice. 


3
GPStR’s salary will be paid by the host GP Training Practice at the agreed rates as determined by the contract of employment. 


4
Both parties will become and remain members of a recognised medical defence body at their own expense for the period of this agreement. The GPStR must ensure that they take out the cover for the time they are working in general practice. 


5
a)
The GPStR will not be required to perform duties which will result in the receipt by the practice of private income. 


b)
Any specific or pecuniary legacy or gift of a specific chattel, if appropriately given, shall be the personal property of the GPStR. 


6 
a)
The hours worked by the GPStR in the OOH service, and regular periods of tuition and assessment will comply with the requirements of the New Deal as set out in the contract of employment, be agreed between the Primary Care Clinical Supervisor and the GPStR and make provision for any educational programme organised and advised by Severn Deanery. 


b)
The hours of work shall comply with the Working Time Regulations 1998 as amended from time to time. 


c) 
GPStRs are supernumerary to the running of the OOH organisation but when undertaking “green” shifts will be formally regarded as part of the Rota


d)
The GPStR may be offered the opportunity to accompany their Primary Care Clinical Supervisor or another member of the OOH team on community/A&E Department and home visits.


e)
The GPStR should not be used as a substitute for a locum GP in the OOH Service. 


f)
Time spent in OOH Service by the GPStR should be based on timetable/Rota agreed in advance, and should be commensurate with the terms of the contract of employment and agreement of the GP training practice. 


7
a)
The GPStR is entitled to approved study leave to attend Severn Deanery classroom taught sessions and any other educational activity considered appropriate by the GP Programme Director. 


b)
If the GPStR is absent due to sickness, they must inform the OOH Service as early as possible on the first day of the sickness. Statutory documentation shall be provided as required for any illness. Any accident or injury arising out of the GPStR’s working in the OOH Service must be reported to the OOH Manager, duty doctor in the OOH Service or the GP Trainer/ GP Programme Director. 


8
a)
The OOH Service/ Primary Care Clinical Supervisor will ensure or organise any message taking facilities that will be required for the GPStR to fulfil their duty requirements. 


b)
The Primary Care Clinical Supervisor will provide cover or arrange for suitably qualified cover to advise the GPStR while he / she is working in the OOH Service at all times. 


c)
The GPStR shall undertake to care for, be responsible for and, if necessary, replace and return any equipment that may have been supplied by the OOH Service or Primary Care Clinical Supervisor at the end of the training session / period. 


d)
The GPStR will apply himself / herself diligently to the educational programme and service commitments and other matter as directed by the Primary Care Clinical Supervisor in accordance with the advice of the Deanery GP Programme and its Directors. 


e)
The GPStR will keep an educational log and records as part of collecting evidence to be verified by Primary Care Clinical Supervisor such that they may be able to enter to their ePortfolio as required. These records will enable them to fulfil any requirements of the Annual Review Competence Progression Panel (ARCP), for appraisal process, and or for assessment in their GP Specialty training Programme.


f)
The GPStR shall keep proper records of attendances or visits by and to any patients in handwritten or electronic format as advised by their Primary Care Clinical Supervisor. 


g)
The GPStR shall preserve the confidentiality of the affairs of the Primary Care Clinical Supervisor, of the other workforce members in OOH service, of the patients and all matters connected with the OOH Service. The exception shall be where the Director of GP Education of the Severn Deanery or their nominated officer may require information. 


h)
The GPStR will make suitable provision for transporting themselves in order to arrive on time to carry out the above duties satisfactorily. Any expenses necessary for transport within the working time at the OOH Service, if appropriately incurred nd negotiated, can be submitted to the GP Training Practice through the normal channels for reimbursement. 


9
Any dispute between the GPStR and the Primary Care Clinical Supervisor should be brought to the attention of the GP Educational Supervisor/GP Trainer in the first instance, and then the GP Programme Director. If the matter cannot be resolved at this level it will then proceed through the appropriate Deanery channels. 


10
The terms of this contract will be subject to the terms of service for doctors as set out from time to time in the National Health Service (General Medical and Pharmaceutical Services) Regulations. 


I have read and understand the terms of this honorary contract 


		Name

		[GPStR]



		Signature

		



		Date

		



		In the presence of

		[Witness Name]



		Signature

		



		Date

		



		Name

		Dr P Davies

Clinical Director



		Signature

		



		Date

		



		In the presence of

		[Witness Name]



		Signature

		



		Date 
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Please can all General Managers ensure that their staff see a copy of this snapshot. Thank 
you 
  


  
  
 
 
“Have your Say staff survey – further analysis”  
Once again, we would like to thank staff who took 
the time and interest to participate in our Survey this 
year.  An analysis of the general closed answer 
questions has already been published on Connect 
but further detail is now available below based on 
your free text comments.  
 


 


What does Harmoni do well? 
1. 84% of staff informed us that the environment in which they work is safe and 


secure. Staff fed back that they were very satisfied with the new or improved 
offices in which they now work. 


 
2. 85% of staff confirmed they have an open and honest relationship with their line 


manager.  
 


3. 88% of GPs said they find it easy to book shifts using the current system. 
 


4. Many staff stated they enjoyed the Staff Conference in September. As a result of 
this feedback we have committed to hold an annual Staff Conference and also to 
hold quarterly company wide managers’ meetings. 


 
What were the main issues and what have we done to show we have listened and 
acted? 
 
Issue 1: Some staff raised concerns around the attitude and behaviour of colleagues. 
Action: We have distributed a cultural guidance card setting out the “8 small behavioural 
things” that we should all commit to on a daily basis. 


 
Issue 2: Staff felt that there was a blame culture within the organisation.  
Action: The Senior Management Team have developed a Staff Charter that gives clarity 
about the relationship between you and Harmoni. They have all signed this to 
demonstrate their long term commitment.  


  







Issue 3: Staff felt there should be more forward planning and formal communication 
around changes that affect them.  
Action: We are in the process of surveying staff in more detail to assess their 
communication needs. We will then roll out an internal communications project to help 
improve formal communications within local teams. 
 
Issue 4: Staff fed back that we need to better understand the needs of our GP 
workforce. 
Action: We have set up GP Management Boards in Suffolk and Worcestershire. These 
should help us to improve engagement with local GPs and ensure that the services meet 
the needs of the local population. Plans to set up GP Management Boards in other areas 
will be reviewed with local Management teams and the PCT’s.  
 
Issue 5: Staff felt they were unable to treat patients as family due to an insufficient 
number of clinicians.   
Action: In May 2010 we launched a newly designed GP Recruitment advert with 
national adverts in the BMJ, GP Magazine, Pulse and local papers. So far there has 
been an excellent response.  We have also launched a new patient survey card to 
measure whether we are treating patients as family.  
 
Issue 6: Many staff felt they were not valued. 
Action: On July 1st we are going to launch a staff recognition award scheme. You will be 
able to nominate colleagues who have gone that extra mile so that their contribution to 
the organisation can be recognised and rewarded. Further details will be released 
shortly. We also hope the “8 small things” and Staff Charter will contribute to staff feeling 
valued.  
 
Issue 7: Staff felt there was a need for stronger leadership from the management team 
as they should be leading by example.  
Action: We have run two management forums where we have been building up a 
stronger communication between managers and making clear what we want managers 
to do and what support managers need to do their job. The key focus for us all is treat 
patients as family.  Andrew is planning a session with his team to see what obstacles 
they see to making this happen. 
 
Issue 8: Staff felt that local operational and IT processes could be improved to help 
them to do their job more efficiently.  
Action: The Business Information team is currently reviewing and mapping all business 
processes with a view to increasing productivity and improving the quality of data 
available to the business.  
 
Next Steps 
 
We are in the process of arranging the next Staff Survey which is planned to take place 
at the end of the Summer.  
 
We would like to thank again those who took the time to complete our 2010 Survey. We 
have endeavoured to capture all the feedback you have given and have already taken 







some positive steps that we hope will address some of the issues you have raised. If 
there are any further comments you wish to make please send them to 
changingface@harmoni.co.uk. 
 
Many thanks,  
 
Becky Fountain  
 
On Behalf of the Changing Face of Harmoni Steering Group 
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Statutory and Mandatory Training Personal Record 

New OOH GP Registrars

(This form may be subject to change due to clinical and legislative reviews)

		Name: please print:



		Location: please print:





		Induction Modules 

		Location

		Test

		Date of Completion



		Corporate Induction

Must be completed on first day of employment

		Connect

		Read Only

		



		Local Site Induction


Must be completed on first day of employment

		Face to Face

		

		



		IT Clinical and Non-Clinical Computer Software Systems

		Face to Face

		

		



		Policies and Procedures ( * see list of essential policies below)

		Face to Face

		

		



		Full Course Prescribing

		Connect

		Read Only

		



		Dealing with Violence and Aggression in the workplace 

		Connect

		Read Only

		



		Palliative Care (an up to date guide in association with Harmoni) (BMJ)

		BMJ

		MCQ

		



		Safeguarding Children (in association with Harmoni) (BMJ) 

		BMJ

		MCQ

		



		NQR

		BMJ

		MCQ

		



		Chest pain (do I need to exclude a cardiac cause) (BMJ) 

		BMJ

		MCQ

		



		Stroke and Transient Ischaemic Attacks (a guide to management for out of hours and urgent care GPs) (BMJ) 

		BMJ

		MCQ

		



		Feverish Illness in Young Children (in association with NICE) (BMJ)**

		BMJ

		MCQ

		



		Anaphylaxis (an update on management) (BMJ)** 



		BMJ

		MCQ

		



		

		

		

		



		Statutory and Mandatory Modules 

		Location

		Test

		Date of Completion



		Fire Awareness*

		Connect

		MCQ

		



		Health & Safety*

		Connect

		MCQ

		



		Manual Handling*

		Connect

		MCQ

		



		Understanding the Theory Relating to Patient Handling

		Connect

		MCQ

		



		Basic Life Support/AED (please provide valid certificate of training with due date)

		External

		

		



		Safeguarding Vulnerable Groups/Learning Disabilities 

		Connect

		Read Only

		



		Infection Control 

		Connect

		MCQ

		



		Meningitis Awareness – Clinicians

		Connect

		MCQ

		



		Mental Health – Clinicians

		Connect

		MCQ

		



		Information Governance

		Connect

		MCQ

		





*statutory – to be completed before first session

**optional


I can confirm that this staff member is marked as 100% complete on the Training Database


Signature of Line Manager ………………………………….
Date ………………………….


Please print name ……………………………………………


· Please copy for your personal portfolio for Harmoni and NHS appraisal

Do not send to the Education and Training Team

* Essential Policies to be read:


B02 –basic life support


C01 challenging calls


CG Dental policy


CG PV bleeding


CG Mental Health Act Assessment


D08 death policy and procedure


E6 Expectations of Harmoni Doctors


M05 medical equipment


M08 methadone


M10 medical emergencies


P04 prescription policy


R05 referral to hospital


T2 patient disposition through telephone triage


Statutory and Mandatory Personal Training Record
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OOH Local Site Induction

The Local Site Induction must be completed and signed off on the first day of employment

		Induction / Information Given

		Staff Initial

		Line Manager Initial



		Local site tour; kitchen,toilets,folders etc

		

		



		Fire exits/ Assembly points

		

		



		Signing in & out form

		

		



		Local site procedures to include Fire procedure, emergency/security procedures

		

		



		Contact details for Line Manager

		

		



		Relevant local contacts: Call Centre, Coordinator, On-Call Rota

		

		



		Timesheets

		

		



		Rota’s/shifts

		

		



		Return to work forms

		

		



		Annual Leave requests

		

		



		Team meetings

		

		



		Logging compliments, complaints & Incidents

		

		



		Telephone system

		

		



		Language Line

		

		



		Type Talk

		

		



		Voice Recorder

		

		



		Log View

		

		



		ITS contact details

		

		



		IT Connect/Outlook

		

		



		Policies & Procedures  job role specific

		

		



		Palliative Care/Special Patient notes folder 

		

		



		Waste Management

		

		





Employee name: 

Line Manager Name: 

Site:




Date: 

Please send date of completion to education@harmoni.co.uk and completed form to HR for staff employee’s personal file


Education & Training April 2010
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N Somerset Case A

				INSTRUCTIONS

		The contents of this case expire on:-

				CASE TYPE		A

		Please return the case to base on expiry or for replenishment as necessary.

		DO NOT swap drugs between cases as all batch numbers and expiry dates are logged.

		REMEMBER to complete Prescription Form FP10 SSREC for the supply and place

		it in the envelope provided.

		RECONSTITUTE paediatric antibiotics with water as directed before issue.

				FULL COURSE CASE A

		Category		North Somerset Case A		Case Qty		Module

		Infections		Aciclovir 800mg Tablets 35		1		1

				Amoxicillin S/F 250mg/5ml Suspension 100ml		4		8

				Amoxicillin 250mg Capsules 21		2		2

				Amoxicillin 500mg capsules 21		2		2

				Cefalexin S/F 250mg/5ml Suspension 100ml		1		7

				Cefalexin 250mg Capsules 28		4		4

				Ciprofloxacin 500mg tablets 10		2		5

				Clotrimazole Cream 20g		1		6

				Co-Amoxiclav S/F 125+31.25mg Suspension 100ml		1		7

				Co-Amoxiclav 250+125mg Tablets 21		1		1

				Co-Amoxiclav 500+125mg Tablets 21		2		3

				Doxycycline 100mg Capsules 8		2

				Erythromycin S/F 250mg/5ml Suspension 100ml		2		6

				Erythromycin 250mg Tablets 28		4		4

				Flucloxacillin 250mg Capsules 28		2		5

				Flucloxacillin 500mg Capsules 28		2		4

				Chloramphenicol 1% Eye Ointment 4g		2		3

				Metronidazole 400mg Tablets 21		2		2

				Nitrofurantoin 50mg Capsules 30		2

				Penicillin V 250mg Tablets 28		4		6

				Penicillin V S/F 250mg/5ml Suspension		4		7

				Trimethoprim 50mg/5ml Suspension 100ml		2

				Trimethoprim 200mg Tablets 14		4		1

		Asthma		Prednisolone 5mg Soluble Tablets 30		2		6

				Salbutamol CFC-Free Inhaler 1		2		6





N Somerset Case B

				INSTRUCTIONS

				The contents of this case expire on:-

				CASE TYPE  B

		Please return the case to base on expiry or for replenishment as necessary.

		DO NOT swap drugs between cases as all batch numbers and expiry dates are logged.

		REMEMBER to complete Prescription Form FP10 SSREC for the supply and place

		it in the envelope provided.

				FULL COURSE CASE B

		Category		North Somerset Case B		Case Qty		Module

		Allergy		Chlorphenamine 2mg/5ml Soln 150ml		1		7

		Allergy		Chlorphenamine 4mg Tablets 28		2		7

		Allergy		Hydrocortisone 1% Ointment 15g		2		7

		Allergy		Cetirizine 10mg Tablets 30		2		7

		Analgesia		Diclofenac 100mg Suppositories 10		1		4

		Analgesia		Codeine Phosphate 30mg Tablets 28		2		1

		Analgesia		Ibuprofen S/F 100/5ml Suspension 100ml		2		4

		Analgesia		Ibuprofen 400mg Tablets 24		3		4

		Analgesia		Paracetamol S/F120mg/5ml Suspension 100ml		2		2

		Analgesia		Paracetamol 500mg Tablets 16		4		6

		Analgesia		Tramadol 50mg Capsules 30		3		1

		Cardiac Emergency		Glyceryl Trinitrate Sublingual Spray 1		2		3

		Gastrointestinal		Hyoscine Butylbromide10mg Tablets 20		2		5

		Gastrointestinal		Dioralyte Sachets 6		4		5

		Gastrointestinal		Domperidone 10mg Tablets 30		2		5

		Gastrointestinal		Glycerin Suppositories Adult 4g 12		1		2

		Gastrointestinal		Micralax Enema		2		5

		Gastrointestinal		Omeprazole 10mg capsules 28		1		5

		Obstetric/ Gynae		Levonelle 1500mcg Tablet 1		2		3

		CNS		Prochlorperazine 5mg Tablets 28		2		6





N Somerset VC

		

		The contents of this case expire on:-

		VISITING CASE

		Please return the case to base on expiry or for replenishment as necessary.

		DO NOT swap drugs between cases as all batch numbers and expiry dates are logged.

		REMEMBER to complete Prescription Form FP10 SSREC for the supply and place

		it in the envelope provided.

		RECONSTITUTE paediatric antibiotics with water as directed before issue.

				FULL COURSE VISITING CASE

		Therapeutic Area		North Somerset Visiting Case		Case Qty		Module

		Allergy		Chlorphenamine 4mg Tablets 28		1		4

		Allergy		Cetirizine 10mg Tablets 30		1		4

		Analgesia		Diclofenac 100mg Suppositories 10		1		6

		Analgesia		Codeine Phosphate 30mg Tablets 28		1		6

		Analgesia		Ibuprofen S/F 100/5ml Suspension 100ml		2		3

		Analgesia		Ibuprofen 400mg Tablets 24		2		6

		Analgesia		Paracetamol S/F 120mg/5ml Suspension 100ml		2		3

		Analgesia		Paracetamol 500mg Tablets 16		2		6

		Analgesia		Tramadol 50mg Capsules 30		1		6

		Asthma		Prednisolone 5mg Soluble Tablets 30		2		2

		Asthma		Salbutamol CFC-Free Inhaler 1		1		4

		Cardiac Emergency		Glyceryl Trinitrate Sublingual Spray 1		1		4

		Gastrointestinal		Hyoscine Butylbromide 10mg Tablets 20		1		4

		Gastrointestinal		Dioralyte Sachets 6		2		4

		Gastrointestinal		Domperidone 10mg Tablets 30		1		4

		Gastrointestinal		Glycerin Suppositories Adult 4g 12		1		4

		Gastrointestinal		Micralax Enema		2		4

		Gastrointestinal		Omeprazole 10mg capsules 28		1		4

		CNS		Prochlorperazine 5mg Tablets 28		1		4

		Infection		Aciclovir 800mg Tablets 35		1		1

		Infection		Amoxicillin S/F 250mg/5ml Suspension 100ml		2		3

		Infection		Amoxicillin 250mg Capsules 21		2		1

		Infection		Amoxicillin 500mg Capsules 21		2		1

		Infection		Cefalexin S/F 250mg/5ml Suspension 100ml		1		5

		Infection		Cefalexin 250mg Capsules 28		1		1

		Infection		Ciprofloxacin 500mg Tablets 10		1		1

		Infection		Clotrimazole Cream 20g		1		4

		Infection		Co-Amoxiclav S/F 125+31.25mg Suspension 100ml		1		5

		Infection		Co-Amoxiclav 250+125mg Tablets 21		1		1

		Infection		Co-Amoxiclav 500+125mg Tablets 21		1		1

		Infection		Doxycycline 100mg Capsules 8		1

		Infection		Erythromycin S/F 250mg/5ml Suspension 100ml		2		3

		Infection		Erythromycin 250mg Tablets 28		2		1

		Infection		Flucloxacillin 250mg Capsules 28		1		1

		Infection		Flucloxacillin 500mg Capsules 28		1		1

		Infection		Chloramphemicol 1% Eye Ointment 4g		1		1

		Infection		Metronidazole 400mg Tablets 21		1		3

		Infection		Nitrofuranoin 50mg Capsules 30		1

		Infection		Penicillin V 250mg Tablets 28		2		2

		Infection		Penicillin V S/F 250mg/5ml Suspension 100ml		4		5

		Infection		Trimethoprim 50mg/5ml Suspension 100ml		1

		Infection		Trimethoprim 200mg Tablets 14		2		2





N Somerset Personal Admin

		

				INSTRUCTIONS

		The contents of this case expire on:-

		PERSONAL ADMINISTRATION CASE

		Please return the case to base on expiry or for replenishment as necessary.

		DO NOT swap drugs between cases as all batch numbers and expiry dates are logged.

		REMEMBER to complete Prescription Form FP10 SSREC for the supply and place

		it in the envelope provided.

		Therapeutic Area		North Somerset Personal Administration Case		Case Qty		Module

		Allergy/ Anaphylaxis		Adrenaline 1 in 1000 Inj 1ml x 10		1		2

		Allergy/ Anaphylaxis		Chlorphenamine 10mg/ml Inj x 5		1		2

		Allergy/ Anaphylaxis		Hydrocortisone Sodium Succinate100mg Inj x 1		1		1

		Analgesia		Diclofenac Sodium 75mg/3ml Inj x 10		1		3

		Analgesia		Tramadol Hydrochloride 100mg/2ml Inj x 5		1		2

		Cardiac Emergency		Aspirin 300mg Dispersible Tablets 32		1		7

		Cardiac Emergency		Atropine Sulphate 600mcg in 1ml Inj x 10		1		2

		Cardiac Emergency		Furosemide 20mg/2ml Inj x 10		1		3

		Cardiac Emergency		Furosemide 40mg Tablets 28		1		7

		Gastrointestinal		Hyoscine Butylbromide 20mg/ml inj x10		1		4

		Gastrointestinal		Loperamide 2mg Capsules 30		1		7

		Gastrointestinal		Metoclopramide Hydrochloride 10mg/2ml Inj x 10		1		3

		Gastrointestinal		Prochlorperazine 3mg Buccal Tablets x 50		1		7

		Gastrointestinal		Prochlorperazine Mesylate 12.5mg/1ml Inj x 10		1		2

		Infection		Benzylpenicillin Sodium 600mg Inj x 2		2		1

		Infection		Cefotaxime 1g Inj x 1		1		4

		Infection		Cefotaxime 500mg Inj x 1		1		4

		Miscellaneous		BD Safe Clip		1		7

		Miscellaneous		Needles Orange, Blue and Green		15 each		5

		Miscellaneous		Sterets		1		7

		Miscellaneous		Syringes 5mls and 2 mls		10 each		6

		Miscellaneous		Water for Injection 5ml x 10		1		1

		Palliative Care		Cyclizine Lactate 50mg/ml Inj x 5		1		4

		Palliative Care		Hyoscine Hydrobromide 400mcg/ml x 10		1		4

		Palliative Care		Levomepromazine HCl 25mg/ml Inj x 10		1		4

		Palliative Care		Midazolam 10mg/2ml Inj x 10		1		4

		Palliative Care		Procyclidine HCL 5mg/ml x 5		1		2

		Psychiatric /CNS		Diazepam 10mg/2ml Inj x 10		1		4

		Psychiatric /CNS		Diazepam 2mg Tablets 28		1		7

		Psychiatric /CNS		Diazepam Rectal Tubes 5mg x 5		1		4

		Psychiatric /CNS		Haloperidol 5mg Tablets 28		1		7

		Psychiatric /CNS		Haloperidol 5mg/ml Inj x 5		1		3





W Somerset Supplementary

						Harmoni North Somerset

								Expiry Date:

						Supplementary Case		Seal Date:

				Therapeutic Area		Medicines		Case Qty

				Analgesia		Paracetamol 125mg (or 120mg)  Suppositories 10		1

				Asthma		Ipratropium 500mcg/2ml Nebuliser Soln 20		1

				Asthma		Salbutamol 2.5mg/2.5ml Nebuliser Soln 20		1

				Asthma		Salbutamol 5mg/2.5ml Nebuliser Soln 20		1

				Diabetic Emergency		Glucagen Hypokit 1mg x 1		1

				Diabetic Emergency		Dextrogel 3 x 25g		1

				Psychiatric /CNS		Naloxone Hydrochloride 2mg/2ml pre filled syringe		1
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GPR VTS Induction Programme for West London Schemes


Thursday 6th September 2007

13:00 pm to 17:30 pm


Harmoni Southall Office

1 Armstrong Way


Southall


UB2 4SA


Lunch Available from 13:00 hours


13:30 Introduction – Defining Learning Objectives for the afternoon ( David Mendel)


 (Objectives are - Understanding roles and operations of Harmoni & NHSD, role of nurse triage & new system of OOH training including session types , paperwork & introduction to Adastra V3)


13:40 Harmoni Past, Present & Future ( Adrian Richardson   Harmoni Director)


14:40 Introduction to NHS Direct ( NHS Direct Manager )


15:20 Nurse Triage by NHS Direct ( NHSD Nurse Director )


15:40 Out of Hours GPR Training with Harmoni – how it will work ( David Mendel)


16:30 Indroduction to Adastra V3 – the clinical system used by Harmoni ( Janet Carney)

17:00 Tour of NHS Direct/Harmoni Call Centre in Southall 


17:30 Finish

Harmoni Southall Office


1 Armstrong Way


Southall


UB2 4SA


[image: image2.png]harmoni















_1291467286.doc
REPORTING STRUCTURE FOR CLINICAL GOVERNANCE 
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EXECUTIVE  BOARD







SENIOR MANAGEMENT TEAM







CLINICAL GOVERNANCE COMMITTEE



Clinical Director (Chair)



Operations Director 



Human Resources Manager



Governance Manager



Clinical Leads



Audit Co-ordinator



Head of Training











POLICY WORKING GROUP



Governance Manager (Chair)



Human Resources Manager



Business Managers



Lead Nurse











LOCAL CLINICAL GOVERNANCE 



SUB GROUP



Local General Manager



Local Clinical Lead



Lead Nurse























AUDIT GROUP



Julie Richards (Chair) 



Team: TBC



T.O.R required











CLINICAL LEADS GROUP



Dr Tony Snell (Medical director)



Dr A Richardson 



Dr K Hodge



Dr D Mendel(Chair)



Dr E Vijaykumar



Dr Michael Ip











Jean Garvin




































_1351338980.doc
[image: image1.png]





Central Policy

No. E02

Equality and Diversity Policy



PLEASE DESTROY ALL PREVIOUS ISSUES

This document is the property of Harmoni forHealth and must not be reproduced, published or disclosed to a third party without Harmoni forHealth’s prior written authorisation.

Table of Contents


1Central Policy



1No. E2



1Equality and Diversity Policy



3INTRODUCTION



41.   STATEMENT



52.   RESPONSIBILITIES



52.1   The Board



52.2   Management



52.3   Employees



62.4   Human Resources Department



62.5   Legal Liability



73.   EMPLOYMENT PRACTICES



73.1   Recruitment and Selection



83.2   Training and Development



83.3   Promotion and Equal Pay



83.4   Managing Performance



93.5   Adapting Working Practices



93.6   Disability Provisions



93.7   Discipline and Grievances



104.   PROVISION OF SERVICES



115.   MONITORING



126.   EVALUATION AND REVIEW



12USEFUL CONTACTS



13GLOSSARY OF TERMS



APPENDIX A – ISO 9001:2000 Quality Management System
15

1APPENDIX B – Employee Consultation Questionnaire

6





INTRODUCTION


The purpose of this policy is to affirm Harmoni forHealth’s commitment to provide equality and diversity in all aspects of employment and service provision, and to make a clear statement to job applicants, employees, and service users about Harmoni forHealth’s expectations in this area.


This policy has been developed within the framework of relevant UK and European legislation and Harmoni forHealth employment policies and procedures. The legal framework includes:


· Equal Pay Act 1970


· Sex Discrimination Act 1975


· Race Relations Act 1976


· Disability Discrimination Act 1995


· Race Relations (Amendment) Act 2000


· Race Relations Act 1976 (Amendment) Regulations 2003


· Employment Equality (Religion or Belief) Regulations 2003


· Employment Equality (Sexual Orientation) Regulations 2003


· Civil Partnership Act 2004


· Gender Recognition Act 2004


· Disability Discrimination (Amendment) Act 2004


· Disability Discrimination (Amendment) Act 2005


· Employment Equality (Sex Discrimination) Regulations 2006


· Employment Equality (Age) Regulations 2006


· Equality Act 2006


· Racial and Religious Hatred Act 2006


The policy should be read in conjunction with related Harmoni policies and procedures, for example Recruitment and Selection Policy, Disciplinary Policy, Grievance Procedure, Special Leave Policy and Work Life Balance Policy. The full list of Harmoni policies is available on Connect.

The E2A Equality and Diversity Policy Statement Poster (available on Connect) will be displayed on notice boards throughout the organisation, visible to all employees and visitors. The policy will be made available to all employees on Connect. 


It is the responsibility of every employee to adhere to the requirements of this policy. Regular awareness training will be provided to ensure that all employees are fully informed about their responsibilities under this policy. 


1.   STATEMENT


Harmoni forHealth values diversity and is committed to equality of opportunity in all aspects of employment and service provision. We believe that any organisation should reflect all the communities and people it serves, and tackle all forms of discrimination. Therefore we aim to actively promote a working culture and practices that recognise, respect and value difference. 


We want to ensure that the principles and values of both equality and diversity are embedded into the culture of our organisation so that they become part of our day to day operations, to the benefit of our employees, the organisation as a whole, and the public who use our services.


As a service provider we aim to ensure that all our services are accessible, useful and are provided in a fair manner to everyone regardless of race, colour, nationality, ethnic origin, gender, marital status, disability, religious beliefs, age or sexual orientation. We will not tolerate any practices that result in the provision of a lower standard of service to any group or individual because of unfair or unlawful discrimination. 


As an employer we will ensure that all employees are recruited, trained and promoted on the basis of ability, the requirement of the job, and similar objective and relevant criteria. All employees will be encouraged to take advantage of opportunities to better themselves at work. We also aim to develop a working environment which will enable disabled persons, with the relevant skills and qualifications, to seek and maintain employment with Harmoni.


We recognise the need for continuous training and assessment of employees’ performance, to maintain the high standards of our services. Therefore it is Harmoni’s intention to develop and implement an educational support scheme where all employees will be encouraged to utilise and develop their skills and abilities through the quality improvement and training process.


No applicant for employment or employee will be treated less favourably than another on grounds of race, colour, nationality, ethnic origin, gender, marital status, disability, religious beliefs, age, sexual orientation or any other factors that may cause disadvantage.


Harmoni forHealth recognises the importance of good communications and will ensure that the organisation’s Equality and Diversity Policy and resulting activities are effectively and appropriately communicated to all employees and stakeholders.


Harmoni forHealth wishes to be known as an Equal Opportunities Employer by the community as a whole and by other employers and organisations.

2.   RESPONSIBILITIES 


2.1   The Board

The Board has ultimate responsibility for the Equality and Diversity Policy. It is however the accountability of the Chief Executive to implement, monitor and evaluate the policy in terms of employment practice and service delivery and to keep The Board informed of the policy’s implementation and the implications of The Board’s decisions and policies for equality and diversity issues.


2.2   Management

It is the responsibility of Harmoni forHealth’s Management Teams to ensure that the standards established within this policy are adhered to within their areas of responsibility. Individual managers and supervisors are required:


· To comply with the spirit and intent of this policy;


· To value diversity in society and in our workforce as a means of broadening the organisation’s talent base, achieving the highest levels of performance and enabling all employees to reach their full potential;


· To identify the various behaviours and barriers that discrimination can take, and understand the negative effect these can have on Harmoni, its employees and customers;


· To monitor the application of this policy and work towards eliminating any discriminatory practices which may be limiting Harmoni forHealth’s ability to achieve its objectives thereby maintaining our reputation as a fair and responsible employer in the eyes of Harmoni forHealth’s employees, customers and the public.


2.3   Employees

All Harmoni forHealth employees are expected to accept personal responsibility for practical application for this policy. Individual employees are required:


· To comply with the spirit and intent of this policy;


· To be aware of the various behaviours and barriers that discrimination can take and understand the negative effect these can have on Harmoni, its employees and customers;


· To be sensitive to the potential impact of their own behaviour on colleagues, customers and job applicants;


· To cooperate with management in the elimination of any discriminatory practices which may be identified.

2.4   Human Resources Department

It is the responsibility of the Human Resources Department to:


· To ensure that all employees, regardless of any factors that may cause disadvantage or result in discrimination, are treated equally with respect to pay, benefits and other terms and conditions of their employment with Harmoni; forHealth

· To ensure that all human resources policies and procedures are applied in an equal and consistent manner, using only the objective criteria relevant to the organisational and job requirements;


· To offer training, advice and guidance to any employee on the application and effective implementation of this policy;


· To coordinate the monitoring, evaluation and review processes for this policy.


2.5   Legal Liability

Personal Liability


Individual employees of Harmoni forHealth can be held personally liable for acts of unfair or unlawful discrimination.


Vicarious Liability


Harmoni forHealth as an employer may be liable for any act of discrimination committed by its employees during the course of their employment, unless it can be proved that all reasonable and practicable steps had been taken to prevent such an act from occurring. Harmoni forHealth has a primary legal and moral responsibility to ensure that discrimination does not occur.


Third Party Harassment


Harmoni is also liable for discrimination by third parties if the organisation’s failure to protect its employees from such discrimination is unlawfully motivated.

3.   EMPLOYMENT PRACTICES


Harmoni forHealth aims to ensure that the values of equality and diversity are embedded into the culture of the organisation. We continually review our policies, practices and procedures not only to include these values but to make them a priority in the operations of the organisation. We realise that these values have an impact on all areas, however it is especially important to implement the diversity and equality principles in the following day to day activities.


3.1   Recruitment and Selection

Job Description and Person Specification


All request to recruit forms should be accompanied by an up to date copy of a job description and person specification for the post. It is the recruiting manager’s responsibility to ensure that the contents of the job description and person specification are an accurate representation of the purpose and requirements of the job in line with Harmoni forHealth policies and the current legislation.


Advertising


All job advertisements should be by advertisement and open competition (except for short fixed-term appointments, secondments and where there is a risk of redundancy as a result of an organisational change). All job advertisements should carry an equal opportunities statement. 


Selection Tools


Applications from all candidates should be processed consistently in the same way, using clearly established, objective, relevant and equally applied criteria. Photographs should not be requested with job applications. Shortlisting and interviewing should be completed by at least two persons, and they should be recorded on standard templates showing reasons for the decisions made. If selection tests are used, they should be specifically related to the job requirements and measure an individual’s ability to do the work. 


Appointments


All applicants should be given equal consideration based solely on their merits and ability to do the work. Decisions must not be based on any factor that may result in unfair or unlawful discrimination. Information necessary for personnel records should be collected after a job offer has been made. All appointments are subject to references, eligibility to work, occupational health clearance and other job related criteria.

Unsuccessful Candidates


All applicants should be informed about the result of their application and provided brief feedback.


3.2   Training and Development

Harmoni forHealth recognises the need for continuous training and development in order to enable all employees to perform their jobs effectively to maintain the high standards of our services, as well as to pursue development opportunities, acquire skills and prepare individuals for other roles and responsibilities.


All new employees should receive an induction that sets out Harmoni forHealth rules, including the responsibilities of the employer and the employees and health and safety practices, as well as the introduction to their specific job. Harmoni forHealth also aims to ensure that all employees receive regular equality and diversity awareness training to enable them to have a clear understanding of their responsibilities under this policy. 


All training and development opportunities should be communicated widely and made available to all employees on a fair and equal basis, regardless any factors that may cause disadvantage, such as for example working hours. Each training need should be treated on its merits. Flexible approach to training should be adopted so as not to exclude or disproportionately reduce the numbers of employees from a particular group. Additional or alternative training provision should be considered in these circumstances. Age limits should not be set unless clearly justifiable. 


3.3   Promotion and Equal Pay


Harmoni forHealth actively encourages its employees to take advantage of promotion opportunities at work. These should be advertised in a way that is accessible to all employees. All decisions should be made using objective selection criteria, based on skills, knowledge and experience required for the job.


It is Harmoni forHealth’s policy to ensure that all employees are paid equally for work rated as equivalent or of equal value in the demands made, regardless of gender and any factors that may cause disadvantage, such as for example part time working.


3.4   Managing Performance


Harmoni forHealth aims to ensure that performance management processes it operates, such as an annual employee appraisal system, new starter reviews and capability procedure, are applied fairly, objectively and within the spirit of this policy. Every employee should have a personal development plan designed to meet their specific needs. Training or educational development requirements arising out of needs identified through appraisal, review or capability procedure will, where appropriate and possible, by provided by Harmoni.forHealth This may, in certain circumstances include paid or unpaid study leave.


3.5   Adapting Working Practices 


Harmoni forHealth acknowledges that some working arrangements may cause difficulty for certain groups of society and the workforce. We are aware that making adaptations to the organisation’s working practices in order to strike the balance between work and other areas of life makes good business sense. It makes us more attractive to both potential employees and customers and helps us recruit and retain the best people. 


The provisions available in this respect include flexible working patterns (such as part time, flexible hours, flexible rostering), family friendly policies (maternity, paternity and adoption leave with occupational pay scheme, parental and dependant care leave in excess of statutory requirements), and other special leave provisions, as well as time off for study and a career break scheme. 


3.6   Disability Provisions


Harmoni forHealth also aims to develop a working environment which will enable disabled persons, with the relevant skills and qualifications, to seek and maintain employment with Harmoni for Health, and we are keen to identify and remove barriers that can disadvantage disabled people. As an employer we have a duty to consider making ‘reasonable adjustments’ (for example adaptations to the premises) to ensure that disabled employees are not put at a substantial disadvantage by our employment arrangements or any physical features of the workplace. 


3.7   Discipline and Grievances


The Disciplinary Policy and Grievance Procedure provide a framework within which all employees should be dealt with in a fair and consistent manner. In addition, Harmoni has a separate policy on Harassment, Victimisation and Bullying in the Workplace, which will be used in conjunction with the disciplinary and grievance procedures to deal with any complaints in relation to discrimination, victimisation, harassment or bullying involving employees. Breaches of the Equality and Diversity Policy, whether deliberate or unintentional, are a disciplinary matter and will be dealt with through Harmoni’s Disciplinary Policy. In addition employees may also take a discrimination case to an Employment Tribunal. Under the relevant legislation job applicants who feel they have been discriminated against during the recruitment and selection process may also complain to an Employment Tribunal.


4.   PROVISION OF SERVICES


Where we deliver services ourselves Harmoni forHealth will ensure that these are in line with our equality and diversity commitments. We aim to ensure that all our services are accessible, useful and are provided in a fair manner to everyone regardless of race, colour, nationality, ethnic origin, gender, marital status, disability, religious beliefs, age or sexual orientation.


We will make public our commitment to combating discriminatory attitudes where these are encountered. We will attempt to ensure that none of our policies discriminate directly or indirectly against any group or individual. We will not tolerate any practices that result in the provision of a lower standard of service to any group or individual because of unfair or unlawful discrimination. 


To demonstrate our commitment to the quality and high standards of our services, we will apply to be registered to ISO 9001:2008 – International Standards Organisation’s quality management system. The certificate of registration is issued to organisations which have been audited by an external body accredited by UKAS and found to meet the requirements of ISO 9001:2008 and Harmoni Health Care already hold this certificate (Appendix B).


We have adopted a Complaints Policy and Procedure for handling complaints made to Harmoni forHealth that includes our objectives with regard to equality and diversity in service delivery. The policy and procedure is in line with The National Health Service (Complaints) Regulations 2004, issued by the Department of Health. We aim to ensure that complaints are handled thoroughly without delay and with the aim of satisfying the complainant whilst being fair and open with all those involved. 

Although the Equality and Diversity Policy is intended for use by employees within the organisation, Harmoni forHealth recognises that service users and other organisations may in the future request to see the policy. 


Harmoni forHealth seeks to ensure that third parties on Harmoni forHealth premises or in regular contact with Harmoni forHealth employees act in accordance with this policy, and that employees are, as far as reasonably practicable, not subjected to discrimination by third parties.


5.   MONITORING


We believe that any organisation should reflect all the communities and people it serves. We wish for our workforce to be broadly representative of the population from which it is drawn, and we aim to demonstrably move in that direction. Monitoring is central to the effective implementation of the equality and diversity agenda across the organisation. We only collect information for a specific defined purpose of collecting statistical data for our own monitoring to evaluate the impact of this policy. 


What personal information do we collect?


We collect information based on the current UK equality legislation. These areas include the sex and ethnicity of our workforce, whether they have a disability and under new legislation their age. 


As an organisation providing healthcare services to the public, we have a duty of care to the patients. Therefore as part of our selection process we also collect information about the applicant’s criminal convictions and professional status.


Who and what do we monitor?


We monitor both the applicants for work with Harmoni forHealth and our existing workforce. When monitoring at the recruitment stage, the monitoring data is on a sheet that is detached from the application form. The information is kept separate and will only be used for equality monitoring and not in the selection process. 


When monitoring the existing workforce, we will be collecting the same data as at the application stage. We will also collect information about training, performance management, disciplinary and grievance procedures, leavers, and complaints. The information will be used to ensure fairness within the workplace and that every employee has the same access to training, promotion and other opportunities. 


What do we do with the information?


We will be sensitive to groups and individuals and will have due regard for the principles of data protection when seeking information. Where sensitive information is gathered, we will explicitly inform those responding of the purpose and that they are at liberty to withhold the information. It is the responsibility of the Human Resources Department to ensure that all personal information about individuals is kept strictly confidential and used only for monitoring of equal opportunities (except for criminal conviction and professional status information). 


The statistical data will be used to build a clear picture of the employment structure within Harmoni forHealth. The outcome of monitoring will be regularly reported to The Board and will form a basis for equal opportunities action planning.

6.   EVALUATION AND REVIEW


Harmoni forHealth’s commitment to equality and diversity is an active one. This policy should be evaluated and amended on a regular basis as part of this commitment.


In an effort to gain the views of all employees on the equality and diversity issues within Harmoni for Health, we will include the Employee Consultation Questionnaire (Appendix C) as a section of Harmoni forHealth’s annual Staff Survey. The results of the questionnaire should reflect the opinions of our workforce, and will be used to assess the effectiveness of this policy in practice, and determine the need for future action to ensure that we recruit, train and develop people as well as provide the high quality of the service effectively and fairly.


Harmoni forHealth’s Equality and Diversity Policy will be reviewed on an ongoing basis, but at least annually, as an integral part of our business. We will also seek to keep abreast of new developments in equality and diversity practice and actively seek information on these issues.

USEFUL CONTACTS


ACAS (Advisory, Conciliation and Arbitration Service)


      www.acas.org.uk 


BERR (Department for Business, Enterprise and Regulatory Reform


      www.berr.gov.uk/whatwedo/employment/discrimination 


CIPD (Chartered Institute of Personnel and Development)


      www.cipd.co.uk/subjects/dvsequl 


Equality and Diversity Forum


      www.edf.org.uk 


Equality and Human Rights Commission


      www.equalityhumanrights.com 


Information Commissioner


      www.informationcommissioner.gov.uk 

Office for National Statistics


      www.statistics.gov.uk 


GLOSSARY OF TERMS

Access – The extent to which people are able to receive the information, services or care they need and are not discouraged from seeking help, for example providing premises suitable for wheelchairs.


Bullying – A form of harassment, not necessarily based on differences in race or gender, which can include persistent criticism, intimidation, personal abuse and / or ridicule of an individual by another and may arise from the person’s misuse of status or influence over the individual.


Culture – A common way of life shared by societies, which includes language, customs, shared system of values and social norms (these can include dress and diet).


Direct Discrimination – A form of discrimination where one person is treated less favourably than another on grounds of race, colour, nationality, ethnic origin, gender, marital status, disability, religious beliefs, age or sexual orientation or other grounds that may cause disadvantage. It can only be justified when there is a ‘genuine occupational qualification’, for example the right to employ women only in a female changing room.


Disability – A physical or mental impairment which has a substantial and long term adverse effect on a person’s ability to carry out normal day to day activities. 


Disability Discrimination – An act of discrimination against a person with a disability. It may be justified but only after an employer has considered whether it is possible to make adjustments to accommodate the disabled person within the workplace. The adjustment only needs to be reasonable and if such reasonable adjustments cannot be made, discrimination is permitted. 


Discrimination – Unfair treatment of a person or a group based on prejudice.


Diversity – The quality of being different or varied, and attitudes and activities that value and celebrate difference and recognise that everyone through their unique mixture of skills, experience and talent has their own valuable contribution to make. 


Equality – All work carried out by an organisation to promote equal opportunities and challenge discrimination, both in employment and in carrying out functions and delivering services.


Ethnicity – A sense of cultural and historical identity based on belonging by birth to a distinctive cultural group.


Gender – The fact of being male or female and displaying the behaviour characteristics associated with masculinity or femininity. 


Harassment – A form of discrimination whereby a person subjects another to unwanted conduct. Unwanted conduct is defined as anything which has the purpose, intentionally or unintentionally, of violating dignity or which creates an intimidating, hostile, degrading, humiliating or offensive environment for another person. It can consist of verbal abuse, racist jokes, insensitive comments, leering, physical contact, unwanted sexual advances, ridicule or isolation.


Indirect Discrimination – A form of discrimination where a rule, condition or requirement is imposed in relation to a job which applies to all but adversely affects one particular group more than others. It is not unlawful if it can be ‘objectively justified’, for example if a job genuinely requires a particular level of physical strength, it can be made a requirement of the job. Although more men than women could comply with the requirement it might not be unlawful


Liability – A legal responsibility of an employer for any act of discrimination (including harassment) carried out by their employees unless the employer can prove that they have taken all reasonably practicable steps to prevent it. Employers are liable for their employees’ discriminatory acts even if they do not have prior knowledge about them (vicarious liability). Employers are also liable for discrimination by third parties if their failure to protect their employees from such discrimination is unlawfully motivated (third party harassment).


Monitoring – The process of collecting and analysing information about people’s gender, racial or ethnic origins, disability status, sexual orientation, religion or belief, age to see whether all groups are fairly represented.


Race – A human population considered distinct based on physical characteristics such as skin colour.


Religion – Belief concerning the supernatural, sacred or divine, and the moral codes, practices and institutions associated with such belief.


Sexual Orientation – A person’s inclination, whether actual or perceived, to be attracted to persons of the same sex (homosexual), persons of opposite sex (heterosexual) or persons of the same sex and the opposite ex (bisexual).


Victimisation – A form of discrimination whereby a person is treated less favourably because they have been involved in or are suspected of having been involved in a complaint of discrimination. For example, it is an act of victimisation to refuse to provide a person with a reference because they have previously claimed sex discrimination against another person.

APPENDIX B – ISO 9001:2008 Quality Management System

Held by Harmoni Health Care and To be Applied for By Harmoni forHealth

The ISO 9001:2008 is a quality management system of standards that ensures that Harmoni Health Care works to specific standards and process in order to meet the customers’ quality requirements comply with the legislation and meet quality objectives.  

Compliance to the ISO 9001:2008

1. All systems (methods of work) within Harmoni Health Care are documented and quality standards attached to them. For example, the process involved in taking a call is documented in full and a quality standard written.


2. Internal audits (audits by members of the Governance Team) take place to ensure that all areas are complying with the quality standards.


3. An external audit takes place (an auditor from an independent organisation) in order to achieve accreditation (a certificate being awarded).


4. Non-compliance to the standards highlighted at either the internal or external audit phase are addressed by corrective action being taken and documented.


Employee responsibilities


1. All employees must work according to the set systems in order to reach the quality standards.


2. Employees may be required to assist with either the internal or external audit. This may involve answering simple questions about the systems in place or being observed at work or both.


ISO accreditation ensures that Harmoni Health Care has good quality systems in place in order to deliver a high standard of care.  ISO is recognised by a large number of organisations, and therefore it is an excellent means of demonstrating Harmoni Health Care’s commitment to a high quality of our services.


APPENDIX C – Employee Consultation Questionnaire

		No

		Question

		Strongly Agree

		Agree

		Neither Agree nor Disagree

		Disagree

		Strongly Disagree



		1

		There is a culture of valuing equality and diversity in Harmoni forHealth

		

		

		

		

		



		2

		Employees have the opportunity to share their views on equality and diversity

		

		

		

		

		



		3

		Employees understand the importance of equal opportunities monitoring

		

		

		

		

		



		4

		Harmoni forHealth welcomes and accommodates the different needs of employees

		

		

		

		

		



		5

		The workforce of Harmoni forHealth reflects the local communities served by the organisation

		

		

		

		

		



		6

		I have received equality and diversity awareness training

		

		

		

		

		



		7

		In Harmoni forHealth equality and diversity issues are considered when delivering our service

		

		

		

		

		



		8

		I feel confident to disclose information about myself (i.e. age, gender, sexual orientation, ethnicity, disability, religious beliefs) to help the organisation monitor the profile of its workforce

		

		

		

		

		



		9

		I know where to find Harmoni forHealth’s Equality and Diversity Policy

		

		

		

		

		



		10

		I am aware of how to raise an equality and diversity concern or complaint in this organisation

		

		

		

		

		



		Total

		

		

		

		

		

		









Issue Date: April 2009      



Next Review: Sept 2010   



Origin: HR 
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Record of OOH session


		Type of session (e.g. base doctor (including walk-in centre), visiting doctor, telephone triage, minor injuries centre) 



		



		Date of session



		Location of Session



		Time of session and length (hours)



		Name of Clinical Supervisor



		Level of supervision:   Red:                       Amber:                      Green:

(see definitions in COGPED position paper)



		



		



		



		Type of cases seen and significant events



		



		Learning areas and needs identified (to be discussed with trainer)



		



		Debriefing notes from Clinical Supervisor 



		Signature of Clinical Supervisor                                            Date



		Signature of Trainer                                                                   Date





This page to be uploaded to e-portfolio when completed



9/22/2010
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SUGGESTIONS O
CONTRIBUTIONS TO

THE UGLY

Rounders Match

against A+E and
GWAS on Ist Sep-
tember at Uphill
Castle Cricket
Ground resulted in
anarrow defeat for
the EAC/OOH
team, largely due to
some dodgy refe-
reeing dec

*  Weare planninga
remateh, likely to
be at Bowls! Details
to follow!

*  We said Goodbye
in August to Mi-
chelle Davidson
(EAC Nurse Practi-
tioner) and Dr-
Mohammed (EAC
Doctor) - Best of
Luck in your new

careers!

*  InSeptember we
will be losing Dr
Pradeep Sahadevan
(EAC and OOH
Doctor) - he will be
missed too!

*  Wewill no longer
be stocking our old
friend, pethidine, in
the CD cupboard at
Weston PCC. This
is in response to
loc

and national
guidance on CDs in
Primary Care—

Goodbye old friend!

*  Asever,we con-
tinue, like other
areas to fill many
OOH se:
Yyour partners,
salaried dostors or
registrar colleagues
might be inter-
ested, please en-

ns—if

courage them to
contact us.

PAUL DAVIES@HARNONI.CO

A Life of Harmoni

The Good

WELCOME to the first
North Somerset OOH /
EAC Newsletter!

The prize for this month’s new-
letter name goes to Dr Frost—
a bottle of plonk from Tesco’s.

A crate of babysham (or similar)
will be the awarded to anyone
who can come up with an even
better title for forthcoming
newsletters!

Staffing

Welcome to 5 new call han-
dlers, several telephone triage
nurses, a bewvy of new and
returning OOH GPs and a lit-
ters of hamsters.

NOR’s for August

Al green except amber for |

The Bad

Telephone Prescribing
Please be careful when prescrib-
ing over the telephone. Har-
moni protocols are fairly strict. |
recently came across a prescrip-
tion for Flucloxacillin issued
over the phone for a child with
a rash, presumed impetigo
(which it was!).

triage category (routine) - well
done all round!

Com ent:

A letter of Thanks and com-
mendation received for Dr
Radha Kurapati—well done!

Complaints

Two complaints received from
OOH cases in August.

In neither case were the cli
cians involved at fault and so
there are no significant ‘lessons
0 be learned’ from these!

SEPTEMBER 2010

Presci g Audit

Again we had no highlighted
areas on the National Harmoni
Prescribing Audit for August.

GP Registrar Training

New Deanery guidelines mean
that any GP wishing to supervise
a GPR in OOH sessions must
either be a GP Trainer or have
completed a Deanery Approved
Course.

We will be looking for GPs who
work in OOH to supervise GP
Registrars whose Trainers do
not participate in OOH ses-
sions.

If you might be interested then
please let me know and we can
try to arrange a course locally
(probably a couple of hours on
2 separate evenings—fi-ee)

Fraud

A young girl claiming to have
bone cancer and with an ad-
dress in Redruth, Cornwall, has
been doing the rounds asking
for opiates from OOH services.
She has already duped one of
our GPs into prescribing oxy-
contin despite a memo having
been issued—please be vigilant!
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CENTRAL POLICY


No. R1


RECORD KEEPING/MEDICAL NOTATION



PLEASE DESTROY ALL PREVIOUS ISSUES


Medical Notation POLICY


OBJECTIVE

This Policy describes the standards of Medical Notation expected within Harmoni and does not deal with the wider aspects of medical record keeping (such as media used, storage, access etc)

PRINCIPLES

Good Medical Records are essential for good medical practice:


1) To ensure patients are treated efficiently and effectively by clinical teams


2) As an indispensable element in responding to complaints


3) As well as enabling high quality care for individual patients, good records are invaluable in improving standards of patient care through audit


STANDARDS OF MEDICAL NOTATION


Medical notes should allow another medical professional to reconstruct your consultations with the patient, without reference to your own memory, and bearing in mind that the patient, their relatives or representative may read the notes in the future.


Content of Medical Records - Notes should include:

· History – relevant to the condition including answers to direct questions and important “negatives”


· Examination of the patient – any important findings, both positive and negative, and details of objective measurements such as pulse, blood pressure, respiratory rate, temperature , capillary refill time and peak flow as relevant


· Diagnosis – in clear, readily understood terms. It should be clear from your notes how you arrived at this conclusion. Include any uncertainties about diagnosis, and steps taken to rule these out. Detail any further investigations or referral arranged


· Information – what you have told the patient, including details of the risks and benefits of particular treatments where relevant


· Consent – details of any consent the patient has given e.g. for specific examination, including whether a chaperone was offered and accepted and the name of the chaperone


· Treatment – detail the type and dosage of drugs, the total amount prescribed and any further treatment organised


· Follow up – include the arrangements for follow up and “safety netting” advice given , being as specific as possible and not relying simply on a function key entry for “GP follow up” when using electronic records

Presentation of medical records is also important; you should ensure that you are:

Clear – for written notes write legibly in black ink, sign each entry with a date and time. Be careful with abbreviations and avoid using then whenever possible


Objective – opinions should be based on facts you have recorded. Remember that patients or their relatives may read the notes you write. Do not use offensive, personal or humorous comments


Contemporary – write notes up as soon as possible after the clinical event


First- hand – if information has been given to you by anyone but the patient, record that person’s name and position


Original – medical records should not be altered or amended without suitable notation i.e. the date and time and the reason for the amendment





Issue Date:  June 2007



Next Review: June 2008



Origin: Educational Lead
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Harmoni Clinician 1% audit


		Clinicians Name

		

		Audit Date





		No.

		Standard

		Yes, No or Not applicable



		

		Call number

		X


X


X


X


X

		

		

		

		

		

		

		

		

		



		Triage



		1

		Is the relevant history recorded?

		

		

		

		

		

		

		

		

		

		



		2

		Is a result of clinical assessment recorded?

		

		

		

		

		

		

		

		

		

		



		3

		Is there evidence of treatment / advice /care plan?

		

		

		

		

		

		

		

		

		

		



		4

		Is name of medication, route, dose and duration recorded?

		

		

		

		

		

		

		

		

		

		



		5

		No unusual abbreviations, jargon or meaningless phrases?

		

		

		

		

		

		

		

		

		

		



		6

		No offensive or irrelevant statements?

		

		

		

		

		

		

		

		

		

		



		7

		Was advice, PCC or HV  referral reasonable?

		

		

		

		

		

		

		

		

		

		



		8

		Was advice given regarding access to further advice?

		

		

		

		

		

		

		

		

		

		



		9

		Was time scale and location of follow up recorded

		

		

		

		

		

		

		

		

		

		



		10

		Were the clinical decisions appropriate?

		

		

		

		

		

		

		

		

		

		



		11

		Life threatening conditions had 999 called within time limit?

		

		

		

		

		

		

		

		

		

		



		Face to face consultation



		12

		Is the relevant history recorded?

		

		

		

		

		

		

		

		

		

		



		13

		Is recorded examination adequate for clinical assessment

		

		

		

		

		

		

		

		

		

		



		14

		Is there evidence of treatment / advice / care plan?

		

		

		

		

		

		

		

		

		

		



		15

		Is name of medication, route, dose and duration recorded?

		

		

		

		

		

		

		

		

		

		



		16

		No unusual abbreviations, jargon or meaningless phrases?

		

		

		

		

		

		

		

		

		

		



		17

		No offensive or irrelevant statements?

		

		

		

		

		

		

		

		

		

		



		18

		In view of history and examination is diagnosis reasonable?

		

		

		

		

		

		

		

		

		

		



		19

		In view of the above is the treatment / advice reasonable?

		

		

		

		

		

		

		

		

		

		



		20

		Was advice given regarding access to further advice?

		

		

		

		

		

		

		

		

		

		



		21

		Was time scale and location of follow up recorded?

		

		

		

		

		

		

		

		

		

		



		22

		Were the clinical decisions appropriate?

		

		

		

		

		

		

		

		

		

		



		23

		Life threatening conditions had 999 called within time limit?

		

		

		

		

		

		

		

		

		

		





		Call No.

		Problem area
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CENTRAL POLICY


No. P4


PRESCRIPTIONS


[image: image1]

PLEASE DESTROY ALL PREVIOUS ISSUES


PRESCRIPTION POLICY


The following policy is to ensure the secure and safe distribution of prescriptions.


· All persons handling the prescriptions, PCC Doctors, PCC Nurse prescribers, PCC receptionists, Co-ordinators, Administrators, Visiting doctors and drivers are responsible for the prescriptions.


· Prescription numbers must be recorded when issued to staff and to patients.


· Prescriptions must never be left unattended at any time.


· Un-used prescriptions must be locked away at the end of each shift


· Lost or stolen prescriptions are to be reported immediately.


ISSUE OF DRUGS AND PRESCRIPTIONS


Harmoni stock drugs that are most likely to be used.  These are kept in a locked cupboard at the Call Centre and at each Primary Care Centre.


Harmoni policy is for patients to be given sufficient dosage until the patient can get a prescription dispensed from the chemist.


The doctor/nurse prescribers is to use the Harmoni prescriptions.  The name of the patient’s own doctor and their prescribing number should be written on the prescription.  These details will be shown on the Adastra call report.


Please do not prescribe more than one week’s supply.

CONTROLLED DRUGS

Harmoni’s policy is that we do not prescribe any controlled drugs except for terminally ill patients.  Requests for tranquillisers may be safely met with a prescription for enough pills to tide them over until the next surgery.


REPEAT PRESCRIPTIONS

Harmoni’s policy is to advise the patient to take the empty packet/bottle/inhaler etc back to the pharmacy where they originally obtained it from, or to take it to the night chemist.  Patients who have lost prescriptions or drugs issued should be referred to the local chemist or to come to the Primary Care Centre where  the Harmoni Doctor will consider issuing a new prescription.. In some circumstances, Harmoni Doctors may issues repeat prescriptions after telephone contact with the patient – this is set out in the central policy on “Prescribing over the telephone”

PRESCRIBING OVER THE TELEPHONE

The regulations regarding telephone prescribing are set out in the central policy “ Prescribing over the telephone”


This policy allows telephone prescribing for :


· cystitis in women in certain circumstances


· Some repeat prescriptions


CONTROL OF PRESCRIPTIONS

Harmoni prescriptions are ordered directly from the relevant PCT by the Visiting and Services Manager.  These are ordered in batches of 2000 and delivered directly to the Harmoni GP Services Office usually within 72 hours.


On receipt, prescriptions are signed for by a GP Services member of staff and placed in a lockable cupboard.


The Visiting Services Manager is responsible for the allocation to Primary Care Centres and Visiting Cars.


On receipt of a delivery the prescription numbers are set up on a database system with each number logged.  From this a logsheet is produced for each batch (bathes are made up in advance for each vehicle and PCC site.)  This log sheet will already have the prescription serial number recorded.


All ‘batches’ are kept in GP Services office in a locked cupboard and when sent to a site or vehicle members of staff make an entry in a Log Book.  This details the delivery :  a)the date, b)the member of staff issuing the scripts and c) the name of the staff member delivering the scripts.


A delivery note is despatched to PCC sites for the receptionist to sign and confirm receipt of the prescriptions.  This delivery note is returned to the Visiting and Services Manager.


ISSUING PRESCRIPTIONS IN THE VISITING SERVICES AND PCC SITES.


· CO-ORDINATORS


· Check that the allotted number of scripts are present when issuing.


· Check that unused scripts or single prescriptions are recorded and locked away at the end of each shift.


· Report lost or stolen prescriptions promptly to the On Call Manager.


· DRIVERS

· Check that the allotted number of scripts are present at the start of each shift and that you have signed receipt of them.


· Check the doctor/nurse prescriber has recorded clearly any drugs and dosage prescribed during a shift.


· Enter the information in ‘clinicians notes’ onto the Adastra computer system.


· Please enter the prescription number into the ‘Outcome’ Box on Adastra.


· Please enter the Adastra number onto the Prescription log sheet for the vehicle.


· Request more scripts in good time so that you never run out.


· Check that unused scripts or individual prescription numbers are recorded and locked away at the end of each shift.


· Check that unused scripts or individual prescription numbers are recorded on the Vehicle Prescription log sheet.


· Report lost or stolen prescriptions promptly to the On Call Manager


· At the end of the shift put the Prescription log sheet in the Visiting Services post tray.


· RECEPTIONISTS / ADMINISTRATORS

· On receipt of a delivery of prescriptions, check the number of scripts received and sign and date the delivery note.  If a discrepancy is found contact the On Call Manager immediately.  Fax the delivery note back to the GP Services Office.


· Check that the allotted number of scripts are present at the start of each shift and that you hand a batch of 10 to each doctor commencing a session.


· Check the doctor has recorded clearly any drugs and dosage prescribed during a shift.


· Enter the information in ‘doctor notes’ onto the Adastra computer system.


· Please enter the prescription number into the ‘Outcome’ Box on Adastra.


· Please enter the Adastra number onto the Prescription log sheet for the PCC site.


· Request more scripts in good time so that you never run out.


· Check that unused scripts or individual prescription numbers are recorded and locked away at the end of each shift.


· Check that unused scripts or individual prescription numbers are recorded on the PCC Prescription log sheet.


· Report lost or stolen prescriptions promptly to the On Call Manager


· At the end of the shift fax over the Prescription log sheet to the Visiting Services Manager


P.4


· DOCTORS / NURSE PRESCRIBERS

Doctors/nurse prescribers who work for Harmoni are accountable for issuing prescriptions to patients and recording the numbers in the patient’s notes.  If you run out of scripts during a session please ask the driver, receptionist or administrator for further supplies.


All doctors/nurse prescribers must please :


· Print clearly in the records which drugs and dosages are dispensed.


· Place the patient’s GPs name and DDI number in the correct position on the patient’s prescription.


· Please record the prescription number on the patients call report in the ‘Action box’.


· If the doctor is using the computer only and not handwriting notes please log the prescription number issued onto the Log Sheet.  


· Never leave the prescriptions unattended at any time.


· DO NOT post any prescriptions to pharmacies, hence arrangements with pharmacies over the telephone will not be possible.


· Ensure any patients’ who clearly require a prescription after a telephone consultation, come to the PCC to obtain the prescription.  Any prescriptions not collected must be destroyed and recorded as such. (Exceptions?)

· Never go home with any prescriptions.


· Report lost or stolen prescriptions to the On Call Manager


LOST OR STOLEN PRESCRIPTIONS


Harmoni On Call Manager must be contacted immediately.


On Call Manager will report to the Senior on Call Manager immediately.


Events to be reported to the following :


· To the PCT next working day


· To the Police
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The enclosed forms are for reporting staff accidents/incidents or patient safety incidents.  The form should be used for all such untoward events, whether patients, visitors or staff are involved.  The report forms are legal documents, for which line managers shall be responsible.


PURPOSE OF THE INCIDENT REPORTING SYSTEM.

The purpose of the Incident Reporting System is to establish and document the facts 

of each incident, to determine what actions are to be taken to remedy any identified deficiencies and to prevent, as far as possible, similar occurrences.


STANDARDS ADOPTED BY HARMONI


It is the responsibility of all staff to report any untoward incident.


Managers have the responsibility to establish, implement and maintain the Incident Reporting System within their area of responsibility.  This is to ensure that individual responsibilities for incident reporting are assigned in an appropriate, effective and practical way.


Harmoni expects all employees to be familiar with Harmoni’s policy on Accident Reporting, Complaints, Health & Safety, Fire & Evacuation and Major Incidents.


Managers are responsible for investigating incidents and reporting to the appropriate 

Line Manager or Risk Manager.


WHAT TO REPORT


Every incident should be reported using the same form, whether these events are personal injury, accidents, near-miss incidents, security matter (such as theft), fire, abusive, violent acts, faulty equipment or materials that could affect the safety of anyone for whom or to whom Harmoni has a responsibility.  The importance of reporting even trivial incidents cannot be over-emphasised.


COMPLETING THE FORM


Forms may be completed by ANY member of staff, as soon after the event as possible, 

But may in urgent circumstances be completed after giving a verbal report to your line, 

or ON CALL manager.  UNDER NO CIRCUMSTANCES SHOULD MORE THAN 24 HOURS ELAPSE BETWEEN THE TIME OF THE EVENT AND WRITING THE REPORT.


Unless your handwriting is clear, please use Block Capitals and black-ink pen, so that clear copies can be made on all forms.  Give as much information about the incident as you can, when, where, who.  Please give FACTS not opinions.  Please make sure that the form clearly states who has completed the form.


There are 3 sheets per reporting form, please use the cardboard sheet provided after the 3rd sheet.  Please send completed forms to:  White: Line Manager for investigation.  


Pink:  Risk Manager.  Yellow: Retain in pad.


Line managers should complete an investigation and send the completed form Jean Garvin, address as below.


Please send Pink copy to:  Jean Garvin.  Regus Building.  Cardinal Point, Park Road, Rickmansworth, Herfordshire.  WD3 1RE.


Telephone: 01923 715010





Fax: 01923 715001


Updated: 7th February 2006 – Jean Garvin Governance Manager
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CENTRAL POLICY


No. S2

SERIOUS ADVERSE INCIDENTS
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PLEASE DESTROY ALL PREVIOUS ISSUES

SERIOUS ADVERSE INCIDENTS

Introduction


Harmoni CPO does recognise that within any organisation things will sometimes go wrong.  When this happens, rather than blaming staff for individual errors, the response should be to analyse why things went wrong in the first place and subsequently implement an action plan to learn from these mistakes for the benefit of staff wellbeing and reduce the risks to future patient care.

Purpose of reporting Serious Adverse Incidents:

In the interests of improving the quality of service, all incidents and inappropriate outcomes, including those notified through the yellow card system should be investigated promptly and thoroughly. 


Harmoni CPO will investigate any potential Serious Adverse Incidents in the spirit of a learning organisation.  The key objectives of the process are to find out what happened and identify the steps which need to be taken by Harmoni CPO, to prevent a similar occurrence happening in the future.

Definition:

A “Serious Adverse Incident” is defined as:


· An event which has resulted (or could have potentially resulted) in causing serious harm or the death of a patient, as a consequence of receiving advice, home visit or consultation from Harmoni CPO. 


Or


· An event which has resulted (or could have potentially resulted) in causing serious harm to a member of staff.


Principles:


· It is not appropriate to pin blame on specific individuals. However, the disciplinary procedure may need to be invoked if necessary


· The process must thoroughly respect patient confidentiality at all times. 


· Serious Adverse Incidents may often, by their very nature, involve NHS Direct, or other agencies within or outside the NHS.  The policy should focus on events directly resulting from the patient’s contact with Harmoni CPO.  The investigation however, should take account of any evidence that is available from other organisations.  Any conclusions from the investigation, which are relevant to any other organisations, should be passed on to that organisation on a confidential basis.


· A meeting/or teleconference should be arrange within 24/48 hours of the incident.  This will involve the Chief Executive (or deputy) Medical Director, Governance Manager and Regional Director.  An initial preliminary report will be shared detailing the adverse event.  The action to be taken will be agreed between the investigations lead etc., after assessment of risk.

· The local PCT will be contacted and kept up-to-date with the incident and will receive the preliminary report.  The local PCT will also receive a detailed report as page 5.

· A key stage in the process will be a Review involving the Governance Manager/Regional Director and Medical Director.  This should be set up within 10 working days of the incident and be completed within one calendar month of the incident.


The Governance Manager will ensure the following information is available:


· Transcripts of the consultations;


· voice recordings of the consultations;


· documentation of the event;


· copy of the software guidance (including algorithms and  outcome information);


· details of the initial investigation;


· the related action plan, including time-scales for review.


· When the procedure is complete:


· In consultation with the Harmoni CPO Executive Group the review team will be responsible for determining, any follow up action at local level. This will also include agreeing a review date for the implementation of any planned action.


· The Governance Manager will ensure all risks identified from the investigation are recorded and updated in the Risk Register, until risk is minimised significantly.


· The Serious Adverse incidents policy can be linked directly into the policy for Handling  Formal Complaints and Risk Policy.


SERIOUS ADVERSE INCIDENT REPORT


GUIDANCE


An overall investigation report must be completed within 2 days. A brief analysis on the series of events should be documented, which may highlight further investigation by line management.


The report should be factual and must be supported with evidence which may be available – records, dates etc.,  Clinical Terminology should be avoided, and the report should highlight good practice and improved practice.

Headings for the report are:


1. Patients/Complainants named initials


2. Reference number


3. Number of pages and document evidence used to enable report to be completed.


4. Background – summary of main issues.


5. Findings – the results of the investigation


6. Outcome – As a result of the findings what errors, mistakes have been identified – what good practices.


7. Action plan – what action is being taken to reduce the likelihood of a similar occurrence, if this is appropriate.  Or note further action that needs to be taken to conclude the investigation i.e Line manager needs to discuss with staff member etc.,


8. Conclusion -  service improvements, apology etc., 

This document is the property of  Harmoni CPO Ltd  and must not be reproduced, published or disclosed to a third party without Harmoni CPO’s  prior written authorisationHARMONI CPO

SERIOUS ADVERSE INCIDENT


LOCAL MANAGEMENT REPORT


FOR INTERNAL USE ONLY


ALL INFORMATION PROVIDED MUST BE ANONYMISED*

		Site /Department:

		



		Incident Date:




		



		Site Ref:




		



		Complaint Ref:





		



		Initial Incident Risk Assessment Grading:

		



		Final Incident Risk Assessment Grading: 

		



		TAS/Adastra Ref (if applicable): 

		



		Section A: Executive Summary 






		Note: This section should contain a summary of events surrounding the incident and subsequent actions, as described in detail in the body of this report.





		Section B: Main Report






		1. Chronology of events leading to the incident being reported, including issues of concern.






		



		2. Call Summary: Review and critique of call






		Note: Please include details about whether an algorithm was used and if so, which. In addition, please state whether or not a referral was made and if so, to whom and at what time.





		3. Exceptional or mitigating circumstances






		Note: Detail any additional information which should be considered when reviewing this incident – higher than predicted call volume, high sickness absence, factors affecting staff performance, technical issues (see Section D).





		4. Professional Qualifications       






		Note: please provide a list of any formal qualifications of affected staff  (including basic and post-basic recordable professional qualifications).





		5. Professional Background






		Note: Please provide details of previous education and experience relevant to the incident for each member of staff.






		6. Employment History:






		Date Started:




		



		Time in this post:




		



		Date Preceptorship completed:




		



		Part-time/Full-time/




		



		Days/Nights/Evenings/Weekends

		



		Has the employee now or at any time had an action plan in place?   

		



		Dates/Details:



		



		7.   Education and Professional Development






		Has the employee received all appropriate educational preparation for his/her role?    




		Yes / No


                



		If ‘No’, please provide details:






		What plans are in place to remedy this?






		How many times in the last 12 months has the nurse/doctor received clinical supervision




		



		8.  Previous Record:






		Has the employee been involved in a similar incident?




		Yes / No






		Were Management aware of any similar contributory deficiencies in practice?




		Yes / No






		Details and actions taken. Note: Please comment on any HR involvement, including any disciplinary outcomes.






		Current Status:








		10.  Competencies:






		Are there any outstanding competency issues relevant to the employee’s involvement in this incident?




		Yes / No






		Details and actions taken:






		11.   Performance:






		Are there any outstanding performance issues relevant to the employee’s involvement in this incident?




		Yes / No






		Details and actions taken (Note: For nurses, please also provide details of the review of their individual clinical reports):





		11. Steps taken to reduce risk:






		Note: Details of actions taken, including action dates and review dates (please indicate type of action e.g. Immediate (I), Subsequent (S)).    





		12. Lessons Learnt:






		Note: What lessons have you drawn from this experience for future service delivery and patient care?






		14.  How might  systems be improved to help reduce 


      the risk of a similar reoccurrence?






		



		Section C: Appendices






		1. Voice Recording (Appendix 1)



		Please label this document as Appendix 1






		2. Call Transcript (Appendix 2)



		Please label this document as Appendix 2



		3. Copies of algorithms used (including TAS/Adastra) (Appendix 3)






		Please label this document as Appendix 3






		4. TAS/Adastra Call Event Report (Appendix 4)






		Please  label this document as Appendix 4






		5. Call Audit Report (Appendix 5)






		Please label this document as Appendix 5






		6. Competency and Performance Reports or Statements (Appendix 6)






		Please label this document as Appendix 6






		Section D: Further Appendices (only if applicable)






		1. Incidents Reports (Appendix 7)






		Please label this document as Appendix 7.






		2. Reports from TAS/Adastra Services (Appendix 8)






		Please label this document as Appendix 8.






		3. Complaints or feedback forms (Appendix 9)






		Please label this document as Appendix 9.






		4. Statements (Appendix 10)






		Please label these documents as Appendix 10 (a, b etc)






		5. Minutes of meetings (Appendix 11)






		Please label these documents as Appendix 11 (a, b etc)






		6. Letters (Appendix 12)






		Please label these documents as Appendix 12 (a, b etc)






		7. Any other relevant information 






		Please attach and list below as appendices following on from above








NB: * To protect the identity of staff affected staff should be referred to by their generic job title and in relation to their contact with the patient e.g. Doctor1,Nurse1, Call Handler1, Supervisor1.


Signed (Name of Lead Officer): 


Signed (Name of Lead Nurse): 


Signed (Name of Medical Lead): 


Signed (Name of General Manager): 


Diagrammatic Flow Chart Of Serious Adverse Reports
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