	2
	Section 1: Assessment Levels and Dates



[image: image1.jpg]Litigation Authority



[image: image7.png]



[image: image6.png]MANAGING RISK






Contents

21.
Assessment Levels and Dates


32.
Assessment Principles


53.
Preparation for the Assessment


84.
Assessment Process


95.
Support


106.
Queries on Standards and Criteria


10General Queries


11Queries on Standard 1


14Queries on Standard 2


18Queries on Standard 3


23Queries on Standard 4


26Queries on Standard 5


32Queries on Standard 6


337.
Ambulance


348.
Non-NHS Providers of NHS Care




These Frequently Asked Questions (FAQs) are relevant to the NHSLA Risk Management Standards for NHS Trusts providing Acute, Community, or Mental Health & Learning Disability Services and Non-NHS Providers of NHS Care.  They are also relevant to the NHSLA Risk Management Standards for Ambulance Trusts.

Separate FAQs relevant to the CNST Maternity Clinical Risk Management Standards are available on the NHSLA website.

These FAQs have been developed from queries sent to assessors.  We would like to thank all those who have contributed to the development of these.

If you have a query on the standards or assessment process, which is not covered by this document, please contact your assessor in the first instance.

Answers to all new and revised FAQs appear in blue font.

We gratefully acknowledge the assistance of NICE who contributed to the development of the FAQs on criterion 2.8 and to Buying Solutions who contributed to the development of the FAQs on criteria 1.9 and 1.10.

1. Assessment Levels and Dates
Q: When will our next assessment be due? 

A: The date of your assessment will be determined by the date of your last formal assessment against the NHSLA standards, if successful.  If you are due an assessment, you will be assessed no later than the anniversary date of the last assessment.  If you request to be assessed at a higher level before your due date, you may choose any time within the financial year with the exception of quarter 3 (October – December) and quarter 4 in March.  
Level 1 organisations must be assessed every two years and Level 2 and 3 organisations every three years.  Organisations that drop back one or more levels must be assessed at that lower level in the following year, and those that drop to Level 0 or fail to attain Level 1 will be placed on improvement measures and must undertake a Level 1 assessment within six months of the date of their unsuccessful assessment. 
Q: If we have a Level 3 assessment and drop a level, when would we be re-assessed and at what level? 

A: You will have the option of being assessed at either Level 1 or 2 in the following year.  Please refer to section 3 of the relevant standards manual. 

Q: If we are assessed at Level 1 and pass, can we be assessed at Level 2 in the following financial year? 

A: Yes.  All organisations are entitled to one formal assessment in each financial year. However, at a Level 2 assessment you will need to provide 12 months evidence of implementation of the approved documents, it is therefore recommended that you wait at least 18 months before being assessed at the next level.

Q: How much notice do we need to provide if we wish to cancel an assessment?

A: Mandatory assessments cannot be cancelled.  

If you have booked a non-mandatory assessment and, following a self-assessment, decide to cancel the assessment, this should be done in writing, providing as much notice as possible to enable the dates and assessor(s) to be released for other assessments or informal visits.  If insufficient time has been allowed to cancel the travel arrangements of the assessors, you may be charged.

2. Assessment Principles
Q: Are we to expect a Level 4 assessment? 

A: It is possible that a Level 4 assessment level could be developed; it would probably require the organisation to demonstrate detailed change in practice being introduced to manage risk.  No definite proposal or timeframe has yet been established. 

Q: Will acute and maternity levels be linked in future? 

A: At this time there are no plans to link the levels, but this will be kept under review as it is important that organisations attach appropriate value to both sets of standards.
Q: Have the NHSLA thought about providing a system for organisations to share policies so that we do not all reinvent the same wheel?

A: Several years ago, the NHSLA routinely collected and shared examples of good and notable practice with scheme members.  Assessors soon found that some organisations were adopting those examples as their own with little thought as to how the document - or practice - would be applied and implemented within their own organisation.  For example, a document from a specialist hospital trust was adopted by a large, multi-site trust with no real changes to reflect organisational structure, culture, practice, etc. 

As a consequence, the NHSLA decided to develop template documents which act as a guide for organisations to develop their own policies by ensuring that the NHSLA minimum requirements are considered.  Organisations are encouraged to refer to these when developing or reviewing their own documents.  Please note, however, that use of these is not mandatory.  The template documents are available for downloading from the NHSLA website at www.nhsla.com/publications, under 'Risk Management Publications' followed by 'Document Templates'.
Q: Is there a requirement to pass specific criteria? 

A: No.  To achieve compliance, the organisation is required to gain a minimum score of seven out of ten in each standard as well as a minimum overall score of 40 out of 50.  The scoring matrix can be found in section 4 of the relevant standards manuals.

Q: Please explain your rationale for using a scoring system whereby it is possible to drop three levels. 

A:  It has always been possible for organisations to drop more than one level but fortunately this has rarely happened.  As there can be a significant time lag between the higher levels of assessment, it is difficult to be assured that the organisation’s risk management systems are as robust as they might be.  We needed, therefore, to provide an equitable assurance process.  If an organisation drops back one or more levels, it must be assessed at that lower level in the following year.  Informal visits should reduce the likelihood of this happening, as should the use of the evidence template and a critical, timely, honest self-assessment.  

Q: Are the criteria weighted? 

A: There are no weightings. 

Q: Will the minimum requirements change each year? 

A: There are currently no plans to change the minimum requirements within the criteria on an annual basis.  However, their appropriateness will be kept under review.  Appendix E of the relevant standards manual highlights any changes to the standards since previous versions.

Q: We scored 50/50 at our Level 1 assessment; does this mean we are ready for Level 2?

A: At Level 1 the assessors look to see that the minimum requirements for the criterion are included in the approved documentation.  The quality of the information within the documentation is only tested at higher levels of the assessment process and therefore it does not mean that a high score at Level 1 will guarantee compliance at Level 2 or Level 3.  

You are advised to conduct an honest self-assessment to determine if the documents in use are being followed and that practice is fully embedded.

3. Preparation for the Assessment
Q: When and how should we submit our evidence? 

A: Documentation will not be reviewed in advance of the assessment visit, but you are required to email your risk management strategy to your allocated assessor ten working days prior to the assessment. 
On arrival for the assessment, the evidence template will need to be made available to transfer onto the assessor’s laptop, usually via a data stick.   Guidance on collating evidence for assessment can be found on the NHSLA website at: www.nhsla.com/publications, click on 'Risk Management Publications' followed by 'Evidence Template'.
Q: Can a Datix report be used as evidence? 

A: Yes, if you are assured that the Datix report (or that produced using any other proprietary software systems) meets the requirements of the relevant criteria. 

Q: What period of time should the evidence cover? 

A: Ideally, in most cases the assessor would be looking for twelve months of retrospective evidence.  However, we appreciate that in some cases systems will be new, and in such instances evidence should be available from the implementation date.  Where processes are new they should be discussed with your assessor prior to the assessment.
Q: Just an observation; self-assessment doesn’t appear to add any value to the assessment process but takes a lot of time and disproportionate effort. 

A: Not only is self-assessment is an integral part of good governance, but it would seem foolhardy for any organisation to enter into an external accreditation process without conducting a self-assessment of its own performance.  Using the evidence template makes self-assessment a natural part of the process of preparing for an assessment and assists you in selecting the appropriate level of assessment.  You should remember that there is the potential to fall to a lower level and to lose any associated financial discounts.
Q: Do we need to supply Level 1 evidence for a Level 2 assessment? 

A: Yes, as the assessor needs to refer to the policy which is to be implemented into practice at Level 2.  Level 1 evidence is also required for a Level 3 assessment.

Q: What Level 1 evidence needs to be available for higher level assessments? 

A: For higher level assessments it is advisable for the whole of the evidence template to be populated at Level 1.  In particular, the evidence for the minimum requirements carried forward to the higher levels must be available as the assessor will need to refer to this to assess that it is being implemented or monitored in line with your documentation. 

Q: When we had our assessment, the assessor asked for all the documents to be in electronic format, why is this necessary? 

A: This is not necessary.  You are required to indicate on the evidence template whether the evidence for each requirement is in either paper or electronic format.  Further guidance on preparing for an assessment can be found on the NHSLA website at: www.nhsla.com/publications, click on 'Risk Management Publications' followed by 'Evidence Template'.
Q: Are electronic records, including scanned papers, acceptable from a legal perspective in relation to evidence for a claim? 

A: Any legal or other documents in relation to a claim can be scanned and forwarded to the NHSLA via the NHSLA’s secure Document Transfer System (DTS).  The NHSLA will advise if any documents need to be forwarded in their original form (where available).

If organisations are unsure about which, if any, documents need to be retained in their original format for claims purposes, please contact your CNST Claims Team Leader at: http://www.nhsla.com/ContactUs/
Q: What type of evidence will be accepted at a Level 2 assessment? 

A: What will be accepted as evidence largely depends on the criterion being assessed.  Organisations are encouraged to refer to the evidence template guidance on the NHSLA website at www.nhsla.com/publications.  It is also recommended that you take advantage of an informal visit in the year of assessment (and before) to discuss assessment preparation with your assessor.  
The general rule of thumb is that evidence should be provided for all relevant areas of the organisation (meaning clinical and non-clinical areas) and all relevant staff groups.  Evidence at Level 2 could include meeting minutes, job descriptions, health records, training records/databases, risk registers, risk assessments, etc.

Q: At Level 2, would we be able to use template (or blank) forms to provide evidence of implementation of a procedure? 

A: No, template or blank forms would not be acceptable.  The assessor will need to see actual examples of implementation to award compliance.  The evidence presented must be representative of the entire organisation and its different care settings and staff groups.

Q: Please could you provide some clarification on what level of monitoring is needed for Level 3? 

A: There is no simple answer to this.  Effective monitoring depends very much on what procedures are described within your approved documentation.  

The NHSLA standards have included monitoring requirements for a number of years and organisations have found a variety of different ways of approaching this.  Organisations that have performed less well at Level 3 have tended to include very generic monitoring statements within their Level 1 documentation – for example, “this policy will be reviewed annually by the XYZ committee”.  

This statement alone certainly does not outline a process which determines how the organisation will gain assurance that each of the individual minimum requirements is being implemented as described within the documentation.  It does not provide information on when or by whom monitoring results will be reviewed, nor does it give the required detail of how you will address the shortfalls in practice through action plans.  Without this detail at Level 1, compliance at Level 3 will not be possible.
Q: How many representatives from the organisation should be involved in the two day assessment? 

A: We ask specifically for the risk manager (or equivalent) to be readily available for the whole two days.  For Level 2 and 3 assessments it is a requirement that a member of the organisation is present with the assessors during the review of health records.  

We also need to see the executive responsible for the assessment at the end of both days to enable us to provide feedback.  Other than that, it is for you to determine who is available.  The assessor will undoubtedly have questions on the evidence provided, but will not expect staff to sit waiting for two days.  
Q: The manual states we need 12 months of evidence, does that apply to all criteria? 

A: Yes, but with some exceptions. For those criteria where health records are required as evidence, this will be based on the review of health records of patients who are inpatients at the time of the assessment, and will be randomly selected by the assessor during the two day visit.   Also, it does not apply to 2.7 - Learning Lessons from Claims, where the claims will be selected by the NHSLA and no specific preparation is requirement in advance of the assessment.
4. Assessment Process

Q: How many health records will the assessor want to see? 

A: You have been asked to provide the assessor with an average daily admission rate for all patients receiving emergency or elective care.  10% of this number will then be reviewed by the assessor to determine compliance against all criteria detailed in appendix D of the relevant manual.  For example, if your average daily admission rate is 160, 16 sets of records will be reviewed.  For smaller hospitals a minimum of 10 sets will be reviewed, and for hospitals with larger admission rates a maximum of 30 sets will be selected.
Q: How do we know where the assessor will go to review the health records? 

A: At the informal visit the assessor will discuss the different sites where care is provided within the organisation.  They will review your CQC profile and decide with you which sites they will visit during the formal assessment.  If services are provided at a number of sites, a minimum of two will be chosen for reviewing the health records as part of the formal assessment process.

Q: When the assessor reviews the health records how will that be scored? 

A: Health records will be reviewed in the ward areas by the assessor, who should be accompanied by a member of your staff.  The assessor will look to see that staff are following the standards set out in your approved documentation for all criteria identified in appendix D of the relevant manual.  For each criterion, the number of records selected will be based on your daily admission rate, and 75% of the health records selected at random will need to be compliant with all minimum requirements to achieve a score for that criterion.  For example, if 16 health records are reviewed then a minimum of 12 will need to demonstrate that staff are implementing the standards as detailed in the approved document.
Q: My organisation is complex and provides a number of services including mental health and community services.  Which criteria will we be assessed against? 

A: All organisations will be assessed against standards 1 – 4.  For those organisations which provide a range of services, the remaining 10 criteria will be selected from Standard 5 and Standard 6.  These criteria will be discussed at your informal visit and agreed with your assessor, and should be selected to reflect the risk profile of the organisation.   The remaining 10 criteria will not be formally assessed at the assessment, but it is strongly advised that you self-assess against them to make sure the risk areas are being addressed.
5. Support

Q: We’re due assessment in 2012/13.  Can we have feedback on a self-assessment during the same year? 

A: You can request one informal visit from your allocated assessor in each financial year, subject to a reasonable notice period, to provide focused advice and guidance in relation to the standards.  Informal visits may not take place within three months of a forthcoming assessment.  Please refer to section 8 of the relevant standards manual.

If your formal assessment is in quarter 1 (April to June), the informal visit must take place in quarter 4 of the previous year (January – March) to make sure it is not held within three months of the assessment date.

For some organisations, the annual informal visit is sufficient to help you maintain and move through the levels of the standards and implement safe systems and processes, but for others it is not.  For this reason, and in response to requests from organisations, the NHSLA has agreed that DNV may provide an opportunity for such organisations to purchase a limited number of additional support visits.  For further information about the additional support visits, please contact your assessor or email nhsla@dnv.com. 
6. Queries on Standards and Criteria

General Queries

Q: What does the minimum requirement ‘process for monitoring compliance with all of the above’ mean? 
A: An explanation of ‘Monitor/Monitoring’ is included in the Clarification of Terms of the relevant standards manuals.  Properly addressing this Level 1 minimum requirement will ensure sound preparation for a Level 3 assessment. 

Q: Does your reference to permanent staff include doctors in training? 

A: Yes, and this is stated in the Clarification of Terms section of the relevant standards manual. 

Q: We spend a lot of time getting competency checklists completed by new junior doctors.  Are these no longer required? 

A: Although this is no longer required for the assessment process, it may be viewed as good practice and should therefore continue. 

Q: With regard to approving documentation, approving committees don’t meet often to support approval of policies.  How can this be recognised by the assessment? 

A: We would expect you to adopt a commonsense approach to the approval of documents, reflecting this in the policy on procedural documents.  This would dictate that the organisation’s approval schedule links to the meeting dates of relevant committees. 

Queries on Standard 1

Q: What are the NHSLA's definitions of a 'strategy' and a ‘policy’?

A: We have not defined these terms as it is for you to determine your own definitions.  The reasons for our use of the term ‘Risk Management Strategy’ are largely historical in that national standards such as the controls assurance standards, Safer Childbirth and other national guidance documents have always referred to a strategy. 

Q: If we produced a risk management policy document that met our definitions, rather than a document entitled 'Strategy', would this be acceptable to the NHSLA?

A: Yes, so long as all the requirements of criterion 1.1 Risk Management Strategy are met. 

A template document has been created for this criterion, although its use is entirely optional.  It is available for download from the NHSLA website at www.nhsla.com/publications, click on 'Risk Management Publications' followed by 'Document Templates'.
Q: For criterion 1.4: Risk Management Process, are 'categories' of risk the same as sources?

A: No. In your Level 1 approved document, you will have defined the categories of risk that apply to the organisation, e.g. strategic, financial, clinical, environmental and operational risks.  The assessor will select two categories and ask to see evidence of how these are assessed. 
Q. Does criterion 1.6: Dealing with External Recommendations include recommendations from Coroners ‘Rule 43’ reports as this is covered under 2.4?

A: Yes, evidence of actions taken in response to recommendations from Rule 43 coroner reports will be included in both criterion 1.6 and 2.4. 
Q: Our trust is in the process of implementing a scanning process for the management of health records which will then be destroyed under confidential conditions to reduce the need for offsite storage.  Will this be accepted for criterion 1.7: Health Records Management, minimum requirement f) ‘process for retention, disposal and destruction of records’? 

A: Yes, the scanning of health records which are then destroyed under confidential conditions is supported by minimum requirement f).  The organisation will then need to manage their records in accordance with the national guidance, for example the code of practice for legal admissibility and evidential weight of information stored electronically (BIP 0008), and the NHS Code of practice part 1 and 2 which details the required retention periods for scanned health records.  

Q: Does criterion 1.9: Professional Clinical Registration apply to Bank Staff? 

A: Yes, it applies to all staff who require a registration in order to practise. 

Q:  For criteria 1.9: Professional Clinical Registration and 1.10: Employment Checks is it sufficient to say that all external agencies used by the organisation are part of a framework agreement and that we take assurance from Buying Solutions (formally known as the Purchasing and Supplies Agency)?
A: No, the organisation must gain its own assurance that all external agencies used to place temporary staff have carried out all of the appropriate registration and employment checks.  These checks should be the same as those expected for all permanent staff as identified in the NHS Employment Standards (2010).
Buying Solutions expect all external agencies that are part of the framework agreement to complete a worker placement checklist.  Copies of these checklists are attached below.  NB these checklists are currently under review, when new versions are available they will be added to this document.
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Buying Solutions also carry out audits of all external agencies and the document below contains detailed information on the role of the national audit team that carries out these audits.
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To gain assurance you could request a copy of the completed worker placement checklist for all types of staff.  These can provide you with evidence that the appropriate checks have taken place on an individual basis, thereby providing sufficient assurance that the external agency has a system to meet all of the requirements as set down in the NHS Employment Standards.  If worker placement checklists are used then this should be described in your Level 1 documentation.  

If you choose not to use worker placement checklists, another method to gain assurance should be in place.  For example, it would also be acceptable for you to ask the external agency for its internal audit report evidencing that all appropriate checks have taken place as assurance, or to ask for the recent Buying Solutions audit report as another method of assurance.   

You should seek direct assurance from the external agency that all staff meet with these requirements.  

If you choose not to use external agencies which are part of the framework agreement, a process for gaining assurance that all of the requirements set down in the NHS Employment Standards are adhered to must be developed and described in the Level 1 documentation.
Queries on Standard 2 

Q: In criterion 2.1: Clinical Audit, what does c) ‘requirement that audits are conducted in line with the approved process for audit’ mean?

A: The ‘approved process’ is that which has been set out within your approved documentation that staff are expected to use for clinical audit. 

This may include, for example: training, audit registration and approval, the use of an agreed audit proforma/ checklist/ clinical audit template or similar.  There might be examples of how to/how not to set audit questions so that they capture all required content such as purpose, methodology, implementation, timescales, analysis, sharing of results, action plan, re-audit, etc, as outlined within your approved document. You should decide on the most appropriate process, but this must be described at Level 1, implemented at Level 2 and monitored at Level 3. 

Q: For criterion 2.1: Clinical Audit, minimum requirement c) at Level 2, will you be looking at whether audits have complied with the clinical audit process, or that the audit reflects the correct objectives?

A: Minimum requirement c) looks directly at the requirement that audits are conducted in line with the organisation's approved process for audit (see answer to previous question). The assessor will also look to see that the audit tool reflects the key objectives for which the audit is carried out. For example, an audit of venous thromboembolism risk assessment should measure appropriate aspects of the approved document for the management of the risks of thromboembolism. 

A suite of template documents have been created for this criterion, although their use is entirely optional.  These are available for download from the Healthcare Quality Improvement Partnership (HQIP) website and via a link at www.nhsla.com/publications, click on 'Risk Management Publications' followed by 'Document Templates'.

Q: For criterion 2.2: Incident Reporting, d) ‘how staff can raise concerns, for example, whistle blowing, open disclosure, etc’, what is meant by the term ‘open disclosure’?

A: 'Open disclosure' refers to open communication when things go wrong in health care.  In this context it is an example of what might be included in an approved document for incident reporting.  It is to be taken in its widest sense, including reporting the incident to relevant authorities in terms of raising concerns and whistle-blowing.

Q: To gain compliance with criterion 2.5: Investigations, could we link the level of investigation to the grading matrix? 

A: Yes.  You should have a documented process covering the investigation procedure for all incidents, complaints and claims, and linking the level of investigation required to the grading matrix will ensure the appropriate time and resources are spent depending on the severity of the event.  For this to be applicable to all incidents, complaints and claims you will need to grade all of these events and not just the incidents that occur.  Alternatively, you may wish to investigate all complaints and claims regardless of the severity, in which case you should detail this explicitly within the documentation.  

A template document has been created for this criterion, although its use is entirely optional.  It is available for download from the NHSLA website at www.nhsla.com/publications, click on 'Risk Management Publications' followed by 'Document Templates'.

Q: How can we show that we are combining data for criterion 2.6: Analysis & Improvement if we want to keep our incidents, complaints and claims reports separate?

A: Organisations that choose to use separate data reports for incidents, complaints and claims should clearly document how coordinated discussion and correlation of risk issues takes place, and will require clear documentation of discussions within the relevant committee/group minutes.  You should also highlight how local structures will provide a forum for the discussions arising from the combined analysis reports.  

Q: Can we have some examples of (1) combined analysis and (2) effective information sharing to support learning?

A: (1) This may be, for example, by way of a single monthly or quarterly report or separate reports, containing both qualitative and quantitative incident, complaint and claims data.  The reports should identify themes arising from reviewing of incident, complaint and claims data, perhaps by service, business unit or department, risk grading and type of event, presented to a relevant committee/group for review and action.  

(2) Examples of sharing include through newsletters, meetings, reports, intranet, training, etc.

Q: Can you explain what an organisation needs to do at Level 3 to monitor criterion 2.6: Analysis & Improvement?  We are already reviewing and monitoring what is going on across incidents, complaints and claims in our process at Level 2.

A: The differentiation is between monitoring compliance with the over-arching approved document at Level 3, as opposed to the ongoing monitoring of incidents, complaints and claims, as described within the documented process, at Level 2.  At Level 3 you need to check, for example, that a combined analysis covering incidents, complaints and claims and associated action plans, has gone to the overarching risk committee on a quarterly basis (if that's what the approved document states should happen), and that the content of the report includes all that is set out within the approved document, etc.  So, Level 3 is a higher level, more over-arching check to provide assurance that what should be happening is happening.

A template document has been created for this criterion, although its use is entirely optional.  It is available for download from the NHSLA website at www.nhsla.com/publications, click on 'Risk Management Publications' followed by 'Document Templates'.

Q: Does criterion 2.7: Learning Lessons from Claims relate only to clinical claims?

A: Yes, currently this criterion relates only to incidents giving rise to clinical claims, however it may be expanded to include non-clinical claims in the future. 

Q: Is it compulsory to implement NICE clinical guidelines? 

A: Once NICE guidelines are published, health professionals (and the organisations who employ them) are expected to take them fully into account when deciding which treatments to provide.

However, NICE guidelines do not replace the knowledge and skills of the individual health professionals treating patients; it is still for them to make decisions in consultation with the patient and/or their guardian or carer when appropriate. What health professionals are expected to do depends on the type of NICE guideline.   

For clinical guidelines, organisations should review current management of clinical conditions and consider the resources and time needed to implement the guidelines.  

In addition, the implementation of NICE guidance has been incorporated into the service reviews and annual health checks of NHS organisations as part of the Care Quality Commission’s review process.
Q: Will our organisation still pass criterion 2.8: Best Practice - NICE if we have implemented some but not all NICE recommendations?

A: You could still be compliant with the NHSLA criterion providing the reasons for non-implementation or adherence are clearly documented as per minimum requirement d) ‘how action plans are created to address any shortfalls, including recording decisions not to implement NICE guidelines’.

It is also possible that there are reasons for partial implementation.  Any decisions not to implement NICE guidelines should be documented.  The NHSLA assessors will consider the implementation plan, and evidence of progress being made accordingly, in order to reach a judgement as to whether compliance with the criterion has been achieved. 
Q: How will we be assessed against criterion 2.8: Best Practice - NICE, at Level 2?

A: From 2012-13 the criterion includes a NICE Guidelines Minimum Data Set, covering topics frequently associated with claims.  Whilst some of these guidelines will have been originally published several years prior to assessment, they are subject to ongoing review and update by NICE and your gap analysis should therefore be revisited at each update. However, organisations are required to consider and, where appropriate, implement all NICE guidance issued.  

At Level 2, the assessor will select two clinical guidelines from the Minimum Data Set to check that a gap analysis has been carried out to identify shortfalls in practice, that action plans have been created to address any shortfalls and that decisions not to implement NICE guidelines have been recorded.  

When developing your documented processes, you are encouraged to use guidance specific support tools which are available on the NICE website at www.nice.org.uk/usingguidance.  A joint NHSLA/NICE template document has also been created for this criterion to provide you with a framework within which to develop a policy, procedure, etc. to support best practice and to assist you in complying with the criterion, but its use is entirely optional.  It is available for download from the NHSLA website at www.nhsla.com/publications, click on Risk Management Publications followed by Document Templates.

Q: To what timescale do you expect our organisation to have implemented NICE guidelines?

A: You would be expected to set the timescales, taking account of NICE and DH requirements and your own documented processes.  Planning for implementation should take place immediately, identifying a clearly defined timeline for action.  The organisation should then monitor progress and compliance against the timeline they have set. 

Q: How will we be assessed against criterion 2.9: Best Practice - National Confidential Enquiries/Inquiries?

A: At Level 1, the approved documentation must include a description of the process relevant to all associated minimum requirements.  You are required to maintain a list, database or spreadsheet of the National Confidential Enquiries/Inquiries issued and considered by the organisation over the 12 months preceding assessment.  
At Level 2 the assessor will select from that list, and check implementation against the documented organisational process.  In the unlikely event that no National Confidential Enquiries/Inquiries are deemed applicable, the assessor will review the gap analysis preceding those decisions.   
At Level 3, the assessor will expect to see evidence of monitoring of the implementation of the approved organisational document for all National Confidential Enquiries/Inquiries, with associated action plans where monitoring has identified shortfalls, and evidence of changes made where relevant.   

Q: Evidencing “Being Open” – what works well?

A: One type of evidence could be patient health records where conversations with the family and/or patient have been documented.  Some organisations use a specific proforma which logs date, time, persons present and the conversation.  Others document such information on incident report forms, and via letters to patients.  But you can use any method you wish as long as it is written in the approved document and can be evidenced in practice
A template document has been created for this criterion, although its use is entirely optional. It is available for download from the NHSLA website at www.nhsla.com/publications, click on 'Risk Management Publications' followed by 'Document Templates'.
Queries on Standard 3 
Q: In the standards for 2012-13 it states ‘where the monitoring has identified less than 95% completion of training, you must evidence that changes have been made to address this’.  In our TNA we identify the % of staff who need to be trained.  Currently this is set at 80% for the majority of our training.  So does the above statement refer to 95% of the 80% or is it 95% of all staff regardless of what our TNA states?

A: We would expect to see evidence of changes when the organisation did not achieve 95% of all identified staff attending the training, not 95% of the 80% target you set yourself.

Q: We produce a quarterly training prospectus.  Can this gain us compliance?

A: As a minimum we require an annual training prospectus so this timescale would be compliant providing that the relevant minimum requirements are also met.
Q: How often should we be conducting a training needs analysis (TNA)? 

A: It is up to you to determine the frequency, although good practice would suggest that it is kept up to date with the risk, service and staff profile of the organisation. 

A template document has been created for this criterion, although its use is entirely optional.  It is available for download from the NHSLA website at www.nhsla.com/publications, click on 'Risk Management Publications' followed by 'Document Templates'.

Q: Does the NHSLA’s determination of what should be in the risk management TNA constitute a move away from leaving organisations to decide their own approach to addressing risk areas? 

A: No.  The NHSLA requirements are based on what is statutory requirement, minimum good practice or an area of weakness indicated by claims data.  Each organisation is still required to decide its own approach to risk management training. 
Q: Our consultants do not have a corporate induction which matches all other staff; these are individually planned and occur over a one week period where they are supernumerary - is this acceptable? 

A: The length, format and content of your induction are for you to decide.  Therefore, if your consultants have a separate process this is acceptable.  You must, however, ensure that this is clearly identified within your procedural documentation.

Q: With regard to the training criteria, do medical staff in training count as permanent or temporary staff?
A: Yes, medical staff in training are considered permanent staff for the purpose of this assessment as indicated within the Clarification of Terms section within the relevant standards manual. 
Q: Please can you indicate how other organisations ensure local inductions are carried out and what steps are taken when people fail to complete the process? 

A: Practice varies from organisation to organisation, but in the main a time limit will be imposed for the completion of local induction.  Ideally the local induction will be straightforward and practical for local delivery - in the past some organisations have introduced complicated checklists which have been impossible to complete in the allotted timescales.  It is for individual organisations to determine the actions they will take in relation to both the unit and individual when people fail to complete their local induction.  It is advisable to put a monitoring system in place to ensure completion and return of local induction checklists.

A template document has been created for this criterion, although its use is entirely optional.  It is available for download from the NHSLA website at www.nhsla.com/publications, click on 'Risk Management Publications' followed by 'Document Templates'.

Q: Our organisation’s training prospectus is in electronic format on our intranet.  Would it be acceptable to provide the assessor with screen shots from the prospectus?

A: A screen shot would be acceptable, although it would probably be easier to ask your assessor to look at the electronic version of the prospectus on one of your computers. 

Q: What do the NHSLA expect to see within the organisation’s training needs analysis in relation to volunteers? 

A: Within the current standards the criterion which relates to the development of the training needs analysis only specifies that this should be developed for permanent staff.  Therefore we will not review your training arrangements for voluntary staff as part of the NHSLA assessment for Acute, Community or Mental Health & Learning Disability services.  However you may wish to including voluntary staff within the training needs analysis as this would be considered good risk management practice. 
Q: Will the assessor review the training database to obtain information in relation to attendance at training or does it have to be in hard copy? 

A: It is for you to decide the most appropriate way to provide evidence that staff training, as identified in the training needs analysis, has occurred; both forms of evidence are acceptable.  
Q: As a result of transforming community services and other reconfigurations/mergers of local services, some organisations are acquiring a substantial number of new staff and services into their organisation.  A question has arisen around what will be expected in terms of corporate and local induction to the organisation.
A: Where there have been changes to the working conditions of staff within an organisation, it is essential that staff are made aware of the impact any changes will have for them and their working conditions and practices.  Staff should have a clear understanding of the implications of any new policies as well as an awareness of accepted organisational procedures such as the emergency response to fire or the initiation of cardiac arrest procedures.  You should therefore consider what information staff will require to undertake their roles safely within the organisation, and if this requires a repeat corporate and local induction then the organisation should ensure that this occurs.  If the organisation considers it appropriate, it may adapt, streamline or condense the information required and provide it in an alternative format.  Whatever approach is used, the organisation must ensure staff are competent and capable to perform their duties safely and effectively.  The organisation should also ensure that they amend any approved documentation to reflect the changes to practice. 

Q: Criterion 3.8: Harassment & Bullying - a lot of the reporting is confidential so how do trusts monitor this at Level 3?

A: You should have an approved document in place which clearly describes the process for managing harassment and bullying, e.g. how individuals are expected to raise a concern - to their line manager, to a specialist advisor, to a union representative, or to a member of the HR team; how and when a more formal process should be instituted; and any appeals process.  Monitoring would look at whether these reporting systems and communication lines, and any associated timescales, were appropriate and working in practice.

Although individual cases are usually confidential, it is the management process that should be monitored, not the confidential specifics of each case.

A template document has been created for this criterion, although its use is entirely optional.  It is available for download from the NHSLA website at www.nhsla.com/publications, click on 'Risk Management Publications' followed by 'Document Templates'.
Q: Criterion 3.9: Supporting Staff - how are trusts monitoring this 'woolly' topic at Level 3? 

A: You could use incident report forms, investigation reports, staff surveys, Occupational Health or staff counselling referral reports, Legal Services case studies, documented de-briefs and follow up interviews.  By documenting and formalising the process of providing support and making it less 'woolly' it will be more manageable.  Also, please note that it is the monitoring process, with the recommendations and actions taken, that is being assessed and not the confidential specifics of individual cases.

A template document has been created for this criterion, although its use is entirely optional.  It is available for download from the NHSLA website at www.nhsla.com/publications, click on 'Risk Management Publications' followed by 'Document Templates'.

Q: HR managers are concerned about providing evidence of staff use of occupational health services.  How can organisations provide evidence that doesn’t breach what is felt to be a confidentiality issue and allay the fears of HR, but still provide the NHSLA assessors with information that will be sufficient to demonstrate compliance?

A: Although individual cases are often confidential, it is the management process that the assessors expect to see documented, implemented and monitored, not the confidential specifics of each case.

Q: How can we demonstrate that clinicians feel supported? 

A: Perhaps by setting out the process you use for covering the debrief system, support mechanisms, preparing for a court appearance, counselling arrangements, etc. as well as looking at (anonymous) feedback from staff. 

Q: In criterion 3.10: Stress, what is the difference between a stress risk assessment (d) and a process for identifying workplace stressors (c)?

A: Risk assessment is one of the methods which could be used to identify risks, but there are a number of other methods, including the HSE indicator tool, staff surveys, facilitated group work, staff absence figures, low productivity, high staff turnover, exit interview data, etc.  A number of these tools will help formulate a picture of the potential 'reasons' for stress, i.e. the stressors, in the workplace.  Once stressors have been identified, a risk assessment should take place.  For a risk assessment to be considered suitable and sufficient it should include / involve the following key aspects: 

· A hazard identification process (which will entail data gathering and analysis)

· Gap analysis (comparison of the current state with the ‘states to be achieved’ in the HSE Management Standards, or other Key Performance Indicators)

· Solution development

· Worker involvement

· Action planning

A template document has been created for this criterion, although its use is entirely optional.  It is available for download from the NHSLA website at www.nhsla.com/publications, click on 'Risk Management Publications' followed by 'Document Templates'.

Queries on Standard 4 
Q: If we lease our buildings do I have to complete a risk assessment of my premises and assets?

A: Yes. Every employer is responsible for undertaking an assessment of the risks to which their employees are exposed (s3(1)(a) MHSWR);  the NHS, and any other employer who occupies the building, is responsible for assessing the risks to their workers, regardless of the origins of the risk.

Similarly, any employer who creates a risk by the conduct of his undertaking is also required to assess those risks (s3(1)(b) MHSWR);  this could include the building owner or company responsible for managing physical security measures.  It follows that numerous employers may be required to undertake assessments of the same risks.

Section 4 HSWA is particularly relevant here.  This places a duty on the person with control of premises to take such measures to control risks, etc.  It recognises that more than one person may have a degree of control, and specifically makes reference to obligations imposed by any contract or tenancy agreement.

It is therefore not possible to impose a blanket rule, or draft a blanket guidance document, as each premises must be considered on an individual basis depending on the circumstances and contractual obligations.

Q: In criterion 4.4: Slips, Trips & Falls (Patients), what do you mean by ‘risk assessment’ in the context of falls prevention for patients?

A: In the context of falls prevention, ‘risk assessment’ has a variety of meanings that are used in clinical practice, from numerical scoring tools intended to identify patients at high, medium or low risk of a fall, to a checklist for assessing environmental hazards. For clarification, the references to ‘risk assessment’ in criteria 4.3 should be taken to mean:

“Any evidence-based form of individual patient assessment that will lead on to the identification of measures for falls prevention.” 

Individual organisations are expected to document falls prevention measures that are most relevant to the care setting and patient group and could use any of the following approaches:

· Standard admission formats that check directly for key risk factors for falls (such as mobility problems, confusion, and continence problems)

· Asking the patients and/or their carers about history of falls and/or fear of falling

· The National Patient Safety Agency’s ‘four questions’

· ‘All in’ approaches, whereby particular patient cohorts are all assumed to be at risk of falls and move directly to a care plan or pathway aimed at reducing their individual falls risk

· ‘Opt out’ approaches, where patients are assumed to be at risk of falls unless they are confidently mobile and independent 

· Numerical risk assessment tools, where these have been validated in the published literature or through local analysis of reported falls

Additionally, the requirement to assess the risk of falls from height would be expected to involve an environmental risk assessment. For clarification, this is defined as:

“A process that seeks to identify hazards in the environment that could contribute to falls so that action can be taken to reduce the risk of harm.” 

Dependent on the patient group, the requirement to assess the risk of falls from height may also require documentation or individual patient safety assessments in relation to the use of bedrails.

Q:  In criterion 4.8: The Deteriorating Patient, minimum requirement c) ‘actions to be taken to minimise or prevent further deterioration in patients’, does this mean the immediate care of a deteriorating patient, for example, to stop early warning scores going from 2 to 3 or 4, or does it mean actions we could take to stop future patients from deteriorating?

A: It is the immediate care to stop further deterioration in that particular patient, and so you need to show the assessor evidence of the escalation process occurring.  
Q: Why has resuscitation been removed from the standards and training from the TNA Minimum Data Set?

A: The change of the criterion from Resuscitation to The Deteriorating Patient was made to increase recognition of deterioration in patients in order to prevent cardiac/respiratory arrest and unnecessary ill-health or death.  Although training has not been included within the TNA minimum data set at present, you are strongly encouraged to identify the training required for staff to assist in reducing the risk as dictated by your patient/risk profiles.

Q: The Deteriorating Patient – does this apply to end of life care?

A: No. This criterion relates to the immediate care to stop acute deterioration in patients. 

Q: Is criterion 4.9: Clinical Handover of Care another way of saying transfer, and how will it be assessed?

A: This criterion was changed to improve the focus on the communication of information of care between all healthcare professionals, in all situations.  One of the high risk steps for patients occurs when the care is taken over permanently or temporarily by another care giver or professional, particularly across different care environments and where there is a lack of documented information.     

The assessment of this process will initially be demonstrated through the health records, where information is seen to be passed and received across care settings, rather than ‘shift’ handovers within one environment.

Q: For criterion 4.9 does Clinical Handover of Care apply to both the community and inpatient setting?

A: You must define 'handover' (as opposed to 'referral') in relation to the services you provide and their relevance to the individual care setting.  Where a patient is transferred from an acute care setting into rehabilitation or an intermediate care setting, handover of care should be included in the pathway and clearly documented.

Queries on Standard 5 
Q: What is the current system for assessing compliance with 5.1: Supervision of Medical Staff in Training?

A: The NHSLA and the General Medical Council (GMC) have agreed that the review of systems to ensure appropriate supervision of medical staff in training should be based on the GMC’s minimum requirements for supervision of doctors in training.  The NHSLA takes direct assurance from the GMC in determining compliance with this criterion, and the organisation will not have to produce any evidence as the assessor will already be aware of the level awarded by the GMC.  Any queries relating to the level of assessment awarded should be addressed directly to the GMC.

Q: Within criterion 5.1: Supervision of Medical Staff in Training, there are no specific requirements for community organisations.  Are we expected to produce any evidence in support of this criterion?

A: No.  The NHSLA are reviewing claims data to identify if a new risk area should be included within criterion 5.1.  Until such time as a new criterion is introduced, all community organisations will receive a positive score for criterion 5.1. 
Q: 5.3: Consent Training contains a new pilot minimum requirement which asks you to notify the GMC of any individuals who have obtained consent without authorisation to do so. The GMC website indicates that you may submit this information and that the information should address generic issues not specific individuals. Can you clarify what you would expect to see?

A: You should follow the guidance on the GMC website, and provide the assessor with evidence that you have used the GMC form to report generic issues relating to consent, and steps taken to prevent a reoccurrence. The minimum requirement is a pilot for 2012-13 and the wording will be reviewed for future manuals.

Q: Why is there no specific criterion for patient identification?

A: Identifying that the correct patient receives the correct information and treatment has been incorporated within other criteria that present as high risk activities, as in the administration of medicines and transfusions.  These will be specifically tested at Level 2 and Level 3 of the assessment process, but you are reminded that the principle of ensuring accurate patient identification should occur in all aspects of care and treatment. 

Q: In criterion 5.2: Patient Information and Consent, do the minimum requirements apply only to information relating to consent?  

A: This criterion applies to all information provided for patients, in particular where they are required to make a choice, to show that the healthcare professional has entered into that communication.  The archiving of information is intended to provide you with the ability to go back historically to 'check' the practice or advice that was current at the time, for example as required when investigating complaints or claims. 

Q: Are you assessing information that is recorded on the consent form or patient information leaflets in general?

A: We need to see that information given, either verbally or via leaflet, etc. has been documented. You must determine where you will record that information has been shared.  It may be on the consent form but a consent form isn't used for every procedure, for example, for outpatients, so you should identify in the Level 1 documentation where this information is recorded and what you expect to be recorded.

Q: Some of our patient information is developed and supplied externally to the organisation.  How can we demonstrate archiving arrangements for these?

A: You should be able to retrieve the information to 'check' the practice and advice that was current at the time, for example as required when investigating complaints or claims.  You will need to ensure this is part of the agreement with the external supplier and demonstrate this at the appropriate level of assessment.
Q:  Where do the NHSLA draw the line in relation to medical devices inventories? 

A: The NHSLA have not specified a definitive line in relation to which equipment should be included within the medical devices inventory as this will vary dependent upon the size of each organisation and the services you provide.  As a minimum, we would expect the organisation to identify all diagnostic and therapeutic equipment and include this within the medical devices inventory.  From this inventory you should identify what training is required to use this equipment and the frequency of updates required.  If you wish, you can expand the inventory to include other equipment, however training in the use of this equipment will not be formally assessed during the NHSLA assessment. 

Q: The manual indicates that the incident database should be reviewed to identify items to assess the organisation's compliance with medical devices training. How many pieces of equipment should be included?

A: You will need to have reviewed your incident database to identify all equipment that has been involved in incidents where a training issue has been identified. There is no limit to the number of pieces of equipment you submit on the list, however only two will be randomly selected and tested at higher level assessments. The assessor will look at the chosen pieces of equipment and your TNA to ensure training is being provided as specified. 

Q: In criterion 5.4: Maintenance of Medical Devices & Equipment, is it not expecting too much for us to look at all our medical equipment? 

A: It is for you to set your own standard, and this is what we will assess against. We are currently working with the MHRA, and using NHSLA claims data, to see whether it will be possible to extract a list of ‘more risky’ equipment in the future.

Q: In respect of medical devices, do you have a list of what items you will assess? 

A: No, it is for you to determine this for yourself. 

Q: With reference to the maintenance of medical equipment, can you not take assurance from the HSE?  

A: The HSE are not routinely inspecting the maintenance of medical equipment throughout all NHS organisations, therefore such assurance cannot be taken.  If, however, an individual organisation has HSE documentation relating to equipment maintenance, then this can be provided as evidence at the NHSLA assessment, and will be reviewed by the assessor. 

Q: Are there examples from organisations on how they have addressed the requirements relating to each level of criterion 5.4: Maintenance of Medical Devices & Equipment, that could be shared?

A: Many organisations have a database, usually maintained and monitored in the Estates Department, which has a log of all equipment owned by the organisation.  This makes it possible to document when routine maintenance is due, or whether a piece of equipment is out of use due to a need for repair.

· At Level 1, this management process needs to be documented.

· At Level 2, you could show the database working in practice.

· At Level 3, you could monitor whether the database is working as per the approved documentation, and that equipment is systematically and routinely being repaired and maintained.

Q: Why has medical devices training not been included in the Training Needs Analysis (TNA) minimum dataset?

A: We have decided to keep medical devices training as a standalone criterion (5.5), in order to acknowledge the significant amount of work that is needed to address the requirements.  As this training is not assessed as part of the TNA criterion (3.5), it is not listed in the TNA minimum data set.  However, if you wish to include medical devices training within the TNA then that is acceptable and indeed would constitute good practice. 

Q: Criteria 5.6: Screening Procedures, and 5.7: Diagnostic Testing Procedures, state that the overall requirement for each of these is to have an approved documented process for developing policies for specific procedures to manage risks associated with screening or diagnostic testing.  Does this mean that we should have an organisation-wide policy which states that there must be a policy for each test?

A: You are required to ensure that where any form of screening and diagnostic testing takes place, in whole or as part of a process, it has set a standard that should be adhered to and that, as a minimum, reflects the requirements in these criteria.  At Level 1 this may be an organisation-wide policy that requires there to be policies for specific procedures that meet these standards.  At Level 2 the policies for specific procedures will be used to review against the practical evidence of the minimum requirements being met, for example, actions taken following results, including timescales. 

Q: Does criterion 5.6: Screening Procedures, cover the National Screening Programmes?

A: Yes. You should check your processes to ensure that the minimum requirements are included for all screening activities either as part or full providers of the service. 
Q: In relation to criterion 5.6: Screening Procedures, the organisation does not participate in the National Screening Programme, would this criterion apply to us? 

A: You need to review each service/speciality to ascertain if they do any screening that is not part of a national programme.  For example whether any of your clinicians screen within their specialities, or does the hospital handle or manage any part of a screening process, for example, laboratory work, etc.

Q: Does criterion 5.6: Screening Procedures, include newborn screening performed within the organisation?

A: Yes this includes all screening across the services provided.

A template document has been created for this criterion, although its use is entirely optional.  It is available for download from the NHSLA website at www.nhsla.com/publications, click on Risk Management Publications followed by Document Templates.

Q: Criterion 5.7: Diagnostic Testing Procedures defines these as tests that “often involve greater health risks and their usefulness should outweigh the risk"; would these be our CT guided biopsies, bronchoscopies, etc.?
A: This should apply to any diagnostic testing, so it may be a range of tests from blood tests to endoscopy. The reference above says 'often', not always..

Q: We believe that criterion 5.6: Screening Procedures does not apply to us due to the type of patient we see, meaning ‘not well’.  How do you define the term ‘well patient’?
A: Screening for other disease processes, or the risk of developing them, can take place in patients who have other health issues but may not have symptoms which the screening test aims to identify.

You need to determine what services you offer, and should consult with all professional staff groups for this information.  It is important to identify if any of your clinicians provide screening within their specialities, or if the hospital handles or manages any part of a screening process.
A template document has been created for this criterion, although its use is entirely optional.  It is available for download from the NHSLA website at www.nhsla.com/publications, click on Risk Management Publications followed by Document Templates.

Q: In 5.6 and 5.7, what is meant by (b) how the organisation risk assesses ... procedures’? 

A: A high proportion of claims notified to the NHSLA are associated with diagnostic testing and screening procedures, andthis process is to assist you in prioritising resources to understand and address areas of high risk and the consequent impact.  The assessment should address risks to the patient and to the organisation, and may include the degree of intervention required, the consequence of undertaking the wrong test, the consequence of missed diagnosis, not following up adequately, or not referring when indicated etc. 

This may be achieved through analysing adverse event data- complaints, claims and incidents - to see if there are common themes that would indicate an area of increased risk for you.
Q: In 5.6 and 5.7:  what is meant by (a) ‘... the organisation's own patients‘?

A: For the purpose of the assessment you are required to focus on patients receiving treatment through the organisation, not any work undertaken for others such as GPs.  However, good practice should exist for liaison and joint working to ensure a documented flow of information.
Q: What are the training requirements for criterion 5.8: Transfusion? 

A: It is for you to set your own standard.  It is important to provide training for front line staff working with all transfusions, especially where their skills are used infrequently. 

Q: Criterion 5.10: Medicines Management, minimum requirement b) asks for a process for ensuring the accuracy of all prescription charts. Can you explain what you are looking for?

A: We would expect to see consideration given to the inclusion of or reference to prescribing standards, administration standards and guidance/best practice, that includes the reconciliation of drugs and medicines endorsement processes and will often form part of the pharmacist’s role in medicines management.

Q: In criterion 5.10: Medicines Management, how can we evidence medication errors through the health records?
A: Medication errors that directly affect a patient should be reported in the health record.  This would be in line with the Being Open process and to identify any health related issues arising from the error.

Where you report medication errors through the incident reporting mechanism, your database could be utilised to provide specific information about a patient where an error has occurred to make sure the approved process was followed.

Queries on Standard 6 
Q:  What is meant by ‘clinical staff’?

A: Clinical staff are taken to mean doctors of all grades, nurses, allied health professionals, pharmacists, psychologists and all other persons who have involvement in some aspect of direct clinical care of the service user.  

Q: What is meant by ‘Absent Without Leave (AWOL)’?

A: ‘Absent Without Leave’ in relation to the standards means when a service user either absents themselves from an inpatient setting or fails to return from a period of approved leave.  This is expected to apply not only to those who are formal patients under the Mental Health Act but those whose status is described as informal.  It does not mean when a patient fails to attend for an outpatient or community appointment.  You are encouraged to invest in a robust approved document that addresses the risks associated with users of services that do not attend appointments (DNA), but this is not a requirement of the NHSLA standards at present.

Q: As a result of transforming community services and other reconfigurations/mergers of local services, some organisations are acquiring a substantial number of new staff and services.  What will be expected in terms of clinical supervision for those clinical staff who are transferring into a mental health organisation and who do not practice in mental health?

A: The general rule is that "clinical supervision", as used within a mental Health setting, does not apply to clinical staff who do not practice in mental health.  However, it is good practice for all clinical staff to have some type of clinical supervision. 
7. Ambulance

Q: Does criterion 1.8: Health Record-Keeping Standards, apply to health records in the Emergency Operations Centre for ambulance trusts?

A: Yes, it applies to all health records in all media.  You should have a documented process in place for the management of all health records across all areas.  Please refer to the Clarification of Terms in the relevant standards.

Q: Does criterion 1.9: Professional Clinical Registration, apply to paramedic registration in the ambulance service?

A: Yes, it applies to the checking of paramedic registration, but also applies to all other healthcare professionals where registration is necessary in order for the individual to practice.  The documentation at Level 1 should therefore describe the process in place for the checking of doctors (either employed or working on a temporary or voluntary basis for the organisation) and nurses, as well as any other healthcare professionals.  Details of the website checking procedure should be clearly documented for each professional group.

Q: At Level 2 how much evidence will be required to demonstrate compliance against criterion 2.4: Supervision of Clinical Ambulance Staff?
A: You will need to demonstrate that the process is in place across all areas, so the assessor will expect to see examples of supervision from a variety of staff groups across a variety of locations.

Q: Will patient report forms be reviewed as part of the assessment?

A; Yes patient report forms will be reviewed at Level 2 and Level 3 assessments to demonstrate implementation of approved documents.  The evidence presented to the assessor must be reflective of the whole organisation and the full twelve month time period, meaning that in presenting evidence for a calendar year it would not be acceptable to present patient report forms for September to December only.  

Additional information on health record checks is contained on page 142 of the manual, and the service is advised to discuss the collection of evidence with their assessor prior to Level 2 and Level 3 assessments. 

8. Non-NHS Providers of NHS Care
Q: Are Independent Provider Arms (IPOs), Arms Length Provider Arms (APOs) and Social Enterprises part of the NHSLA schemes and subject to assessment? 
A: IPOs and APOs providing NHS care can be members of the NHSLA schemes, either as a legal entity in their own right or via the organisation to which they belong, but if they provide non-NHS care this will not be covered.

In some limited circumstances, Social Enterprises can be covered by the NHSLA schemes via the PCTs for which they provide services, but are not currently assessed either as part of the PCT assessment or on a standalone basis. 

Q: Our provider services will be leaving the PCT, and the decision has been made for them to be acquired by a Foundation Trust.  The Foundation Trust will then be the official organisation responsible for the management of the provider services until such time as their future is further decided over the next couple of years.  When our provider services move, would our community services automatically be at the same level as the receiving organisation or would their level be compromised if the provider services only had Level 1 or 2?

A: Organisations undergoing significant restructuring will be allocated an assessment level by the NHSLA immediately post event, and it is likely to be determined by the level of the lowest component organisation.  Where an organisation believes the normal approach is unfair, and can provide evidence to support this view, the NHSLA will look at the circumstances on an individual basis.  In such circumstances you are advised to contact your assessor. 

Q: We are a commissioning PCT and have some queries on how the standards should be applied and implemented within commissioning.  Can we direct these to the NHSLA or its team of risk management assessors?

A: Neither the NHSLA nor its team of DNV risk management assessors are able to answer queries relating to the application of the standards within commissioning services.  Due to the NHSLA’s decision not to assess PCTs which solely commission services, the standards have not been tested within commissioning and therefore it would not be appropriate to advise on their practical application.

Q: Our organisation is responsible for providing care to prisoners in the prison setting.  How will that affect our assessment?

A: Where you directly employ the staff providing the care, the assessor will expect to see (where relevant) approved documents relating to that care setting, either as part of the organisation-wide document or a standalone document.  At Level 2 you should ensure you can demonstrate implementation of approved documents within the prison setting, where relevant. 
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Agency Worker Placement Checklist for the supply of AHPs and HSS staff

		Authority name


(location)

		

		Authority reference 


no. (if provided)

		000000000000



		Reason for Booking 


(if provided)

		



		AfC Job Title

		Radiographer Specialist (Diagnostic Therapeutic)

		AfC band

		6

		EPP?

		Yes / No / N/A



		Placement date from

		DD/MM/YYYY

		Placement 


date to

		DD/MM/YYYY



		Proposed working


pattern

		Shift times

		Total number of hours booked 

		000





		Hourly Pay Rate incl. any adjustments, as appropriate

		£00.00

		Total hourly charge


 excl. VAT 

		£00.00



		Hourly Agency fee 

		£00.00

		VAT (as appropriate)

		£00.00



		Travel and/or Other disbursements

		As agreed with the Authority



		Accommodation required

		As agreed with the Authority





		Agency Worker’s full name

		John Doe Smith

		Full continuous employment history attached

		Yes / No



		Previously worked at the 


Authority as above?

		Yes / No

		Available for full


placement period?

		Yes / No*


(*see below)

		Recent photograph


attached

		Yes / No



		Verified ID

		United Kingdom Passport

		Attached

		Yes / No



		Nationality and Immigration status (Right to Work in UK)

		Not applicable (as above)

		Attached

		Yes / No





		Relevant Professional and Regularly Body registration (as appropriate)

		Full



		Relevant Professional and Regularly Body registration number (as appropriate)

		0000000



		Relevant Professional and Regularly Body registration last checked (as appropriate)

		DD/MM/YYYY





		CRB disclosure no.

		000000000000 

		CRB disclosure type

		Standard / Enhanced



		CRB name of employer

		Name of employer that obtained CRB disclosure

		Date CRB issued

		DD/MM/YYYY





		Certificate of Fitness for 


Employment issued by

		Name of OH Service Provider

		Date issued

		DD/MM/YYYY





		Competent in oral 


and written English

		Yes / No

		Two references attached

		Yes / No

		Alert notification?

		Subject / Not subject





		Other information 


as required by the 


Authority

		





The above named Agency Worker has been submitted by the Supplier for consideration in the provision of the Services i) in response to a request from the Authorised Officer of the Authority; ii) has undergone all of the necessary and appropriate pre-employment screening checks as required by the NHS Conditions of Contract for the supply of temporary Allied Health Professional and associated staff and Healthcare Science Services staff to ensure their compliance prior to supply and iii) shall be charged in accordance with the Contract Price set out in Appendix 2 to the Framework Agreement or the SLA (or Escalated Contract Price as agreed with the senior Authorised Officer of the Authority).


		Name

		

		Position

		



		Signature

		

		Date

		DD/MM/YYYY
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Agency Worker Placement Checklist for the supply of agency nurses

		Authority name


(location)

		

		Authority reference no. (if provided)

		000000000000



		Reason for Booking (if provided)

		



		Job Profile Title

		

		Band

		6

		EPP?

		Yes / No / N/A



		Placement date from

		DD/MM/YYYY

		Placement date to

		DD/MM/YYYY



		Proposed working


pattern

		Shift times

		Total number of hours booked 

		000





		Hourly Pay Rate incl. any adjustments, as appropriate

		£00.00

		Total hourly charge excl. VAT 

		£00.00



		Hourly Agency fee 

		£00.00

		VAT (as appropriate)

		£00.00



		Travel and/or Other


disbursements

		As agreed with the Authority



		Accommodation required

		As agreed with the Authority





		Agency Worker’s full name

		John Doe Smith



		Previously worked at the 


Authority as above?

		Yes / No

		Available for full placement period?

		Yes / No*


(*see below)

		Recent photograph


attached

		Yes / No



		Verified ID

		United Kingdom Passport

		Attached

		Yes / No



		Nationality and Immigration status (Right to Work in UK)

		Not applicable (as above)

		Attached

		Yes / No





		Relevant Professional and Regularly Body registration (as appropriate)

		GCD / HPC / NMC 



		Relevant Professional and Regularly Body registration number (as appropriate)

		0000000



		Relevant Professional and Regularly Body registration last checked (as appropriate)

		DD/MM/YYYY





		Enhanced CRB disclosure no.

		000000000000 

		Date CRB issued

		DD/MM/YYYY



		Enhanced CRB disclosure 


name of employer

		Name of employer that obtained enhanced CRB disclosure

		Regulated Activities status checked date

		DD/MM/YYYY





		Certificate of Fitness for


Employment issued by

		Name of OH Service Provider

		Date issued

		DD/MM/YYYY





		Competent in oral 


and written English

		Yes / No

		Two references attached

		Yes / No

		Alert notification?

		Subject / Not subject





		Other information 


as required by the 


Authority

		





The above named Agency Worker has been submitted by the Supplier for consideration in the provision of the Services i) in response to a request from the Authorised Officer of the Authority; ii) has undergone all of the necessary and appropriate pre-employment screening checks as required by the NHS Conditions of Contract for the supply of agency workers to ensure their compliance prior to supply and iii) shall be charged in accordance with the Contract Price set out in Appendix 2 to the Framework Agreement (or Escalated Contract Price as agreed with the Senior Authorised Officer of the Authority).


		Name

		

		Position

		



		Signature

		

		Date

		DD/MM/YYYY
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The role of the National Audit team

The role of the national audit team is to monitor the National framework agreements for Medical locums, Nurses and other personnel supplied to the NHS by the commercial agencies throughout the UK. The department of Health and NHS Employers are very committed to ensuring that Buying Solutions Health, monitor all agencies assigned to our contracts, to follow their rigorous employment conditions and practices. 

The audit team’s fundamental objectives are to ensure that all workers supplied to the NHS are of high quality and do not present a risk to patient safety in the NHS.


Set out below are some of the areas we audit to ensure the agencies are compliant with the contract.


1. Recruitment Procedures


      Good employment practice which is line with NHS Employers and includes: 



The thorough vetting of temporary staff


            Use of application forms



References from last employers



Face to face interviews


Face to face identity


      2.   Immigration rules and regulations


      In order to work in the UK all foreign nationals must hold 


Valid passports



Up to date work permits


3. Fitness to work and Immunisation.


      All agencies most hold a contract with an Occupational health


            Provider we therefore check immunisation status and fitness to work

4. Professional qualifications. 


      All professionals must be registered with their professional body and hold


      current registration e.g.


NMC registration



GMC registration



GDC registration

5. Training, 


      All NHS employees are required to undertake induction training and there


            after annual training e.g.



Manual handling


 
Basic life support

6. Criminal Records disclosures. 


      In order to work in the NHS the majority of workers are required to hold an Enhanced 


      or standard CRB 


Agency responsibility


Prior to supplying an agency worker to the NHS, the agency must ensure the worker meets the recruitment standards as set out in the agreement, including issuing a worker checklist to the NHS Trust 


See Attachments 3


Jane Conway


National Audit Manager
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Agency Worker Placement Checklist for the supply of medical locums

		Authority name


(location)

		

		Authority reference 


no. (if provided)

		



		Reason for Booking


(if provided)

		



		Grade

		Associate Specialist

		Specialty

		Obstetrics & Gynaecology

		EPP?

		Yes / No



		Placement Date 


From

		DD/MM/YYYY

		Placement Date


To

		DD/MM/YYYY



		Proposed working


Pattern

		Shift times/on call rota details etc

		Total number of hours booked 

		000



		

		

		Non-residential on call

		Yes / No





		Hourly Pay Rate

		£00.00

		Total hourly charge excl. VAT 

		£00.00



		Hourly Agency fee 

		£00.00

		VAT (as appropriate)

		£00.00



		Travel and/or Other disbursements

		As agreed with the Authority



		Accommodation required

		As agreed with the Authority





		Agency Worker’s full name

		Dr John Doe Smith

		Full CV attached

		Yes / No



		Previously worked at the 


Authority as above?

		Yes / No

		Available for full


placement period?

		Yes / No*


(*see below)

		Recent photograph


attached

		Yes / No



		Verified ID

		United Kingdom Passport

		Attached

		Yes / No



		Nationality and Immigration status (Right to Work in UK)

		Not applicable (as above)

		Attached

		Yes / No





		GMC or GDC registration

		Full

		Enhanced CRB disclosure no.

		000000000000



		GMC or GDC  number

		0000000

		Date of CRB Issue

		DD/MM/YYYY



		GMC or GDC registration last checked

		DD/MM/YYYY

		Alert notification?

		Subject / Not subject





		Certificate of Fitness for 


Employment issued by

		Name of OH Service Provider

		Date of Issue

		DD/MM/YYYY





		Life support training

		BLS or ALS or ATLS or APLS etc

		Date of Issue

		DD/MM/YYYY





		Competent in oral 


and written English

		Yes / No

		Two references attached

		Yes / No

		Date of last appraisal

		DD/MM/YYYY





		Other information 


as required by the 


Authority

		





The above named Agency Worker has been submitted by the Supplier for consideration in the provision of the Services i) in response to a request from the Authorised Officer of the Authority; ii) has undergone all of the necessary and appropriate pre-employment screening checks as required by the NHS Conditions of Contract for the supply of medical locums to ensure their compliance prior to supply and iii) shall be charged in accordance with the Contract Price set out in Appendix 2 to the Framework Agreement (or Escalated Contract Price as agreed with the Senior Authorised Officer of the Authority).


		Name

		

		Position

		



		Signature

		

		Date

		DD/MM/YYYY






