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Dear all,

It gives me great pleasure to introduce the Primary care handbook. This is a living, breathing document, which will organically grow with each of us. The document aim is to provide a helpful referral source for all of us in the Primary Care directorate. Keeping the document live to ensure it continually reflects what we do to keep our registered patients safe is a responsibility of each of us. Please email updates to Farhana Azra, email: Farhana.azra@nhs.net to ensure this document is accurate.

The Primary Care services are going through incredible changes both nationally and locally with developments like Primary Care Networks, workforce transformation and changing expectations of Primary Care to deliver the system ask. We should be at the forefront of this transformation using QI tools to ensure our service users continue to receive the best care.

I am grateful to you all for the active participation from you all in the development of the Primary Care directorate. The development of the directorate is in response to the Trust strategy to deliver population health, and our population-based registers put us in a unique position to work with our Mental Health and Community Health colleagues and system partners to deliver the support networks that allow system solutions. While we will integrate and lead this march, can I also remind us all that our other strategy is about staff experience. Enjoying what we do and maintaining team morale and happiness for each of you with the respect and dignity we treat each other is really important for me. So let us use this handbook to ensure we provide population health and good outcomes for our residents with a smile on our face.

I would also like to take the opportunity to thank everyone who contributed for their leadership in the development and untiring effort in making this handbook a reality

Yours sincerely
Dr Mohit Venkataram
Executive Director- Primary Care
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Leighton Road Surgery in Leighton Buzzard. 
The practice has a list size of circa. 20,000 and is part of Leighton Buzzard PCN. The practice provides routine medical care to a mixed urban and rural population.

Cauldwell Medical Centre in Bedford. 
The practice has a list size of circa. 9,000 and is part of East Bedford PCN. The practice provides routine medical care to a slightly younger population than normal and has a slightly higher than average caseload of patients with mental health problems.

Bramingham Park Medical Centre in Luton
The practice has a list size of circa. 7,000 and is part of Phoenix Sunrisers PCN. The practice provides routine medical care to a population with a higher than average number of patients under 19 years and between 30 to 35 years of age and a below average number of patients over 60 years of age.. 

Kingsway Health Centre in Luton
The practice has a list size of circa.11,000 and is part of Phoenix Sunrisers PCN. The practice provides routine medical care to a population with higher than average under 40-year age range and a lower than average over 50-year age range.

Newham Transitional Practice in Newham. 
The practice has a list size of circa. 5,000 and works across two sites in Newham. The practice is commissioned to provide care to a transitional population of patients, some do not have access to an NHS number, some are homeless, some are from migrant populations etc.

Health E1 Homeless Medical Centre in Tower Hamlets. 
Health E1 is a specialist health service for people who are homeless in Tower Hamlets, London. The practice has a list size of around 5000 patients, and registers people who are street homeless or those in temporary accommodation. Health E1 works closely with local services to provide holistic service for our patients.   

The Greenhouse Practice in Hackney. 
The practice provides care in a very similar way to HealthE1 and looks after a list of circa. 1,200 patients. The practice is also providing Primary Care outreach in City and Hackney, working with hotels that house asylum seekers and accommodation settings for those who are vulnerably housed or sleeping rough

The Homeless Outreach and Vulnerable People Outreach Service - This service was set up in April 2020 in response to the COVID-19 pandemic. It was initially commissioned to provide primary care services to people in hotel accommodation who had formerly been rough sleeping. The service has a team of GP’s and primary care nurses and operates across Newham and Tower Hamlets. The team works closely with the nurse led outreach service at Newham Transitional Practice. The service has developed during the COVID-19 pandemic and now aims to offer flexible care to any person who is homeless and needs care in any setting outside of one of our homeless practices.

The Pathway Homeless Team @ RLH - The Pathway service links to Health E1 and is based in Bart’s Hospital Trust.  This small team works with clinical staff in the Bart’s Trust to ensure that robust discharge plans are in place for homeless people admitted to hospital, thus ensuring that these patients do not stay in the hospital longer than necessary and are not discharged to the street. To contact the Pathway Homeless Team at the Royal London Hospital please call 07730130221 (Mon-Fri 9-5) or email elft.pathwayhomelessteam@nhs.net


Pathway Homeless Team at Homerton Healthcare NHS Foundation Trust - The Pathway Service links to the Greenhouse Practice and Providence Row and is based in Homerton University Hospital. This is a multi-professional team of homeless health specialists including a GP, general nurse, occupational therapist, and a housing advisor. The team provides support and advice needed to improve the quality of health and social care for people experiencing homelessness attending our hospital. The team is also co-managing a six-bed step down service located in the London Borough of Hackney. To contact the team, please call 07385 399520 (weekdays, 09:00 to 17:00) or send an e-mail to:
 huh-tr.pathwayhomelesspersonsteam@nhs.net. 


Cauldwell Medical Centre Patient numbers: 9,264
Joined ELFT: April 1, 2020
CQC rating: Good
Practice type: General practice 
Practice Manager: Anita Green 
Clinical Lead: Dr Margaret Kalilani-Themuka
Lead ACP: Christina Guevara 
Bypass number:  01525858912 (option 1 for Cauldwell)

Health E1 Homeless Medical Centre Patient numbers: 90-1,200 at any one time
Practice type: Specialist general practice for homeless people
Joined ELFT: 2012
CQC rating: Good
Practice manager: Mohammed Al-Mahfuz
Clinical lead: Matthew Burridge
Senior Clinician: Laura Pisaneschi
Bypass number is 0207 247 1778 for emergencies only 
Email: thccg.healthe1@nhs.net

Newham Transitional Practice Patient numbers: Approx. 5,000
Practice type: Full GP care offer to any patients unable to register with a standard GP service.
Joined ELFT: 2011
CQC Rating: Good (Outstanding for care of the vulnerable)
Practice manager: Louise Wilson
Deputy Practice Manager: Vacant 
Clinical Lead: Dr Duncan Trathen 
Lead Nurse: Sihle Malapela 
Bypass number: 0207 909 4982

Leighton Road Surgery Patient numbers: 19,935
Practice type: General practice Joined ELFT: Feb 2020
CQC Rating: Good
Practice manager: Sarah Needham
Clinical Lead GP: Dr Santiago Dargallo
Deputy Clinical Lead: Alex Guevara
Lead Nurse: Vacant 
Bypass number: 01525 858912 Option 2 

Greenhouse Practice Patient numbers: 1,092
Practice type: general practice for homeless people
CQC rating: outstanding
Practice Manager: Ruth Thacker 
Deputy Practice Manager: Ali Khan 
[bookmark: _Int_R6LAbqyf]Clinical lead: Dr Padma Wignesvaran
Lead Nurse: Marion John
Bypass number: 07596 559982

Kingsway Health Centre
Practice type: 
CQC rating: Good (Responsive – requires Improvement)
Practice Manager:  Snehal Goswami  
Deputy Practice Manager: Charmaine Perry
Clinical lead: Adil Ali Khan
Lead Nurse: Nadeem Moyden
Bypass number: 01582 568914 

Bramingham Park Medical Centre
Joined ELFT: 2023
Practice type: 
CQC rating: Good
Practice Manager: Snehal Goswami  
Clinical lead: Dr Vivek Kazal
Lead Nurse: Louise McParland 
Bypass number: 01582 563085 
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	Finance
	Naomi Scott
Suganthy Kandiah

	Quality Assurance
	Ella Webster

	Quality Improvement
	Carlos Santos

	Performance
	TBC

	People Relations 
	Jacqueline Awidi
PBP Gemma Kendall 

	Organisation Development
	Mairead Heslin 

	Training & Development
	Princess Kabba 

	Health & Safety
	Richard Harwin - Lead
 Hafiza Rahman - Advisor

	Datix/Risk
	Joanne Sims

	Quality & Compliance
	Joanne Alder-Pavey

	Communications
	Sara Marsili

	Contracts
	Thomas Morgan

	Safeguarding
	Beds
SGA Suzanne Jenkinson
SGC Clarissa Wye

London 
SGA 
Cheneka Murray (City & Hackney)
Emma Crivellari (Newham)
James Thomas (Tower Hamlets)
SGC
Bev Heredge (City & Hackney)
Maura Hubbard (Newham)
Gurinder Lall (Tower Hamlets)

	Executive Assistant to Director and Medical Director
	Farhana Azra

	Transformation Manager
	Gemma Curtis
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The PCD is be supported by a band 6 Quality and Compliance Lead. The Quality and Compliance Lead plays an important part in helping to ensure that Primary Care Services are able to deliver on the Trust's commitment to quality improvement and the provision of high quality services.
The role of the Quality and Compliance Lead is to ensure the delivery of a coherent and systematic approach to quality and assurance management, reporting and improvement. They will ensure that quality and compliance management and quality assurance systems are in place and fully functional across all services our practices.
The QCL will ensure our Directorate and services are supported in meeting statutory, regulatory and organisational requirements in relation to the quality of care that service users and their carers receive as well as ensuring that staff are performing in a safe environment. To do this they will work closely with clinical, administrative and management colleagues within Primary Care Services and also partner agencies to ensure that quality and assurance management and reporting illustrates services being safe, caring, responsive, effective and well led.
They will be a key support around
1. Complaints
2. SIs
3. Datix
4. QAG
5. Local practice clinical governance meetings
6. Action and improvement planning



Who can help you?

	Name
	Role
	Telephone
	Email

	
Joanne Alder-Pavey
	
Quality & Compliance Lead
	
07785695413
	
j.alder-pavey@nhs.net
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Local policies and processes are in place to manage Complaints within the Primary Care directorate to ensure concerns raised by patients are investigated and addressed and national requirements are met. Further information is also available on the GMC website, which clearly sets out GP practices responsibilities via the following link https://www.bma.org.uk/advice- and-support/gp-practices/complaints-in-primary-care/complaints-in-primary- care.
Each practice will ensure that serious complaints and themes relating to complaints are escalated to the monthly DMT and Clinical Governance Committees and where necessary to the Trusts Complaints Team. 
Helpful complaints information:



[bookmark: _Toc146205038]Local Practice Clinical Governance Meetings
To ensure consistency, high quality and safety in all that we do in Primary Care we have developed a clinically lead, standardised approach to a practice based clinical governance meeting with a clear reporting structure. All practices are required to undertake an MDT practice based clinical governance meeting chaired by the practices Clinical Lead one per month working to the standard agenda contained below. 
Practices are able to add to the agenda but all other items are mandatory, with underpinning improvement plans. Risks and issues scored above 8 should be escalated up to the DMT. The PBCGM reports into the Directorate QAG.
A standardised term of reference and agenda for the clinical governance is available, which every practice is required to work to, additional items can be added at your own localised need. The agenda and terms of reference are here: 


[bookmark: _MON_1742739556]

[bookmark: _bookmark12][bookmark: _Toc146205039]Risk Logs
All practices should have a risk register in place using the ELFT standardised risk register. Any risks above score 15 will be reported up to the DMT with mitigations. The Directorate has a risk log, which is owned at both QAG and DMT level and reviewed monthly.

[bookmark: _Toc146205040]Caldicott Guardian
A Caldicott Guardian is a senior person responsible for protecting the confidentiality of a patient and service-user information and enabling appropriate information sharing. Organisations that access patient records are required to have a Caldicott Guardian, which is mandated for the NHS by the Health Service Circular: HSC 1999/012. The mandate includes acute trusts, ambulance trusts, mental health trusts, integrated care boards (ICBs), special health authorities, commissioning support units and area teams.
The Guardian plays a key role in ensuring that NHS, Councils with Social Services Responsibilities and partner organisations satisfy the highest practical standards for handling patient identifiable information. Acting as the 'conscience' of an organisation, the Guardian actively supports work to enable information sharing where it is appropriate to share, and advises on options for lawful and ethical processing of information. For more information visit: http://systems.hscic.gov.uk/infogov/caldicott . Dr David Bridle is the ELFT Caldicott Guardian d.bridle@nhs.net 


[bookmark: _Toc146205041]Safeguarding
Safeguarding Adults and Children remains everyone’s responsibility. As a health care provider, this forms part of the NHS Contract and statutory obligations under the Care Act 2014, The Counter-Terrorism and Security Act 2015, The Children Act 1989 and The Children Act 2004, and within statutory guidance including The Care and Statutory Guidance for Adults 2015, and Working Together to Safeguard Children 2018.
ELFT is rated by CQC as an outstanding trust and takes its safeguarding responsibility seriously. The trust believes that its entire staff should be aware of their role to identify signs and symptoms of harm, neglect or abuse and report and share it with the relevant partners in a timely manner. Safeguarding is about preventing abuse and neglect, as well as promoting good practice for responding to concerns on a multi-agency basis.
The trust strongly advocates the Think Family approach and considers the whole-family approach to address issues like domestic abuse, mental ill health, drug and alcohol issues etc. that affects the whole family.
Training plays a key part in educating, raising awareness and improving the skills of the staff members and the trust believes in delivering safeguarding training right at the start to ensure that their staffs are inclusive, respectful and caring when delivering their responsibilities towards service users.
If you need to raise a safeguarding concern, you will need to raise the concern both with your local ICB team and with the appropriate ELFT local safeguarding lead. As part of a primary care team and part of ELFT, both processes need to be completed to satisfy legal requirements and regulation.
Please also remember that if you see a child that you think is at imminent risk of FGM you must call the police immediately and inform safeguarding leads.


SAFEGUARDING ADULTS TEAM

Dinh Padicala - dinh.padicala@nhs.net - Associate Director for Safeguarding Adults and Domestic Abuse: 02081215403
James Thomas - james.thomas44@nhs.net - Named professional for safeguarding children (Tower Hamlets): 02081215358 / 07341789596 
Cheneka Murray – Cheneka.murray@nhs.net - Named professional for safeguarding children (City and Hackney): 07435733991
Suzaan Jenkinson – Suzaan.jenkinson@nhs.net - Named Professional for Safeguarding Adults (Bedford and Central Beds): 01234316716 / 07775 002926
Dermott Flynn – dermott.flynn@nhs.net - Named Professional for Safeguarding Adults (Luton): 01234316716 / 07775027164 
Emma Crivellari - emma.crivellari@nhs.net - Named professional for Safeguarding Adults (Newham): 07789877158
Tony Alston - tony.alston@nhs.net - Named professional for Safeguarding Adults (Bedfordshire): 07920075744




SAFEGUARDING CHILDREN TEAM

Victoria Winfield-Brown – Victoria.winfield-brown@nhs.net - : Associate Director for Safeguarding Children: 07940001247 
Gurinder Lall – gurinder.lall@nhs.net -  Named professional for Safeguarding Children (Tower Hamlets): 07908194436
Catherine Jordan – Catherine.jordan2@nhs.net - Named professional for Safeguarding Children (Luton): 07733124587
Maura Hubbard – maura.hubbard@nhs.net - Named professional for Safeguarding Children (Newham): 07867177225
Bev Heredge – bev.heredge@nhs.net - Named professional for Safeguarding Children (City & Hackney): 07721237802
Clarissa Wye – c.wye@nhs.net - Named professional for Safeguarding Children (Bedfordshire): 07891865051
Karen Patchett – Karen.patchett@nhs.net – Named professional for Safeguarding Children (Central Bedfordshire) 07436 027740
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Primary Care - Directorate Management Team










Primary Care - Quality and Assurance Group









Bramingham Park Medical Centre– Clinical Governance Meeting

Cauldwell Medical Centrey – Clinical Governance Meeting

Greenhouse Practice – Clinical Governance Meeting

Health E1- Clinical Governance Meeting
Kingsway Health Centre – Clinical Governance Meeting

Leighton Road Surgery – Clinical Governance Meeting

Newham Transitional Practice – Clinical Governance Meeting










	Governance and regulatory for the PC Directorate

	Executive Director
	Dr Mohit Venkataram Tel:      020 7655 4047
Email: mohit.venkataram@nhs.net 

	Information Governance Lead and Data
Protection Officer
	Chris Kitchener Tel:      020 7655 4110
Email:  chris.kitchener@nhs.net


	Caldicott Guardian
	Dr David Bridle
Email:  d.bridle@nhs.net 

	Senior Information Risk Owner
	Amar Shah Tel:  020 7655 4034
Email:  amarshah@nhs.net


	Accountable Emergency Officer
	Edwin Ndolvu Tel: 0207 655 4016
Email: Edwin.ndlovu@nhs.net


	Safeguarding Lead
	Lorraine Sunduza Tel:  020 7655 4042
Email:  lorrainesunduza@nhs.net


	Mental Capacity and Liberty Protection
Safeguards Lead
	Guy Davis Tel:  020 7655 4046 or 07967 725 075
Email:  guydavis@nhs.net


	Prevent Lead
	Lorraine Sunduza Tel:  020 7655 4042
Email:  lorrainesunduza@nhs.net
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[bookmark: _Toc146205043]Pharmacy and Controlled Drugs

The directorate Lead Pharmacist is Quynh Nguyen Mobile: 07788 229140 quynh.nguyen@nhs.net 

For medicines support, all practices should still contact ICB medicines management teams, who are the main contact for practices.

The Trust offers support via our Chief Pharmacist and Controlled Drugs Accountable Officer Stuart Banham. 


[bookmark: _Toc146205044]Central Alert System (CAS)
The Central Alert System (CAS) is an electronic cascade system originally developed by the Department of Health and now delivered by the Medicines and Healthcare Products Regulatory Agency and is a key means by which to communicate and disseminate important safety and device alert information within the NHS. CAS facilitates distribution of Alerts available on the CAS website including National Patient Safety Alerts, NHS England and Improvement Patient Safety Alerts (PSA), Estates Alerts, MHRA Dear Doctor letters, Drug Alerts, Chief Medical Officer (CMO) Alerts, and Department of Health & Social Care Supply Disruption alerts.
It may also be necessary for the Trust to distribute “internal alerts”. These alerts will be used to provide rapid dissemination of information e.g. medical device/equipment recall and lessons learned, which are approved by the Chief Medical Officer or Chief Nurse.

The following sets out the process for distributing and actioning alerts within Primary Care.




Safety Alerts
Local Dissemination Routes for Primary Care Directorate




[image: ]
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[bookmark: _bookmark15]Business Continuity, Disaster Recovery and Emergency Readiness


A table top exercise was carried out in June 2021 to review all business continuity plans. Each service should refer to its BCP for further details and should, for confidentiality, have one full version with all telephone numbers within locked away and one a version without personally identifiable information available at the surgery. BCPs will be reviewed twice a year, June and December. Updated BCPs will be reported to DMT in July and January. 



[bookmark: Working_groups_designed_for_peer_network][bookmark: _bookmark16][bookmark: _bookmark17]
[bookmark: _Toc146205046]Working groups designed for peer networking, service transformation and support

In order to support shared learning, networking and discussions on key issues several opportunities have been created for representatives from practices to come together.


[bookmark: _bookmark18]Operational practice managers peer network meetings 
[bookmark: _bookmark19]This are established to take place bi-weekly with practice managers from all sites, with a standard agenda of the following combined with any new items or areas practice managers would like to focus on:

Estates
[bookmark: _bookmark20]Patient engagement and communications
· Surveys
· Materials for practices (posters / leaflets etc. needed)
IT to include
· Searches for audits
· Staff training needs around IT or clinical system
· Practice websites
People and Culture
· Staffing issues
· Development line management areas required
· Appraisals
Performance
· LES / DES / Flu / immunisations etc.
· KPIs
Risks and issues
Sharing what each site is working on
What I need help with

[bookmark: People_Participation][bookmark: _bookmark21][bookmark: _bookmark22][bookmark: _bookmark23]
[bookmark: _bookmark24][bookmark: _Toc146205047]ELFT Primary Care Directorate Nurse Forum
The aim of the nurse forum is to share information, link with each other and engage in shaping the future of Practice Nursing across the directorate. We meet once a month via Teams and support and share best practice. The forum aims to promote innovation and outstanding evidence based care for the populations we serve.


[bookmark: _Toc146205048]People Participation

People Participation is all about helping our service users and their carers to have a say in how we run the Trust. It is also about working together so that we can improve local services and offer the best care and experience possible. Within Primary Care, we offer many opportunities to involve our patients and carers in developing and improving our services;
1. Joining their PPG
2. Sitting on interview panels
3. Completing surveys
4. Attending focus groups
5. Auditing and inspecting services
6. Sharing their story
7. Staff Training
8. Joining a QI project
9. Joining Trust Wide and strategic work streams

Patients and Carers involved in People Participation activities are offered reimbursement for their time and contributions. Each Directorate has their own dedicated People Participation Lead (PPL) who they can work with to develop People Participation activities within their services

For more information on People Participation, contact the People Participation Team at elft.peopleparticipation@nhs.net

Contact your PP Lead
Sarah Needham sarah.needham15@nhs.net 

National General Practice Patient Survey
Every January – March a national patient survey is externally administered with results published in July of that year. All practices are required to undertake a review of their results and engage with stakeholders to develop an improvement plan.  

What is Patient Experience?
Patient experience is a regular collection of information about service user's experience at ELFT and the development of the action in the response to the feedback received. Our system also strengthens accountability through sharing of changes publicly and regular monitoring of patient views (e.g. You Said, We Did boards).

Why do we measure Patient Experience?
Feedback allows our services to improve on areas service users feel is important. Our process equally empowers patients to hold us to account by providing them with a platform to tell us about their experience and publicly sharing where we have taken action. The impact of this process can be measured in many ways – better patient outcomes, carers feeling listened to, staff having a better day at work, improvement efforts targeted in the right areas, and budgets spent where it matters most to patients.

[bookmark: _bookmark25]How do we collect Patient Experience?
Quality Assurance team oversees and manages PREM (Patient Reported Experience Measures) surveys. Directorates and services have options how to best collect patient experience from the population they serve. PREMS can be collected through utilising online PREM survey link, QR Code, tablet stands in the reception areas (subject to infection control), and other options. For more information, please email QA team elft.qa@nhs.net. 
PREM surveys for Primary Care went fully live in January 2021 and results are reported monthly to the Quality Assurance Group. All practices have access to view and download their own PREM data using the Envoy system. If you need a login for the Envoy system, please contact the QA team on elft.qa@nhs.net.

The local process chart:



[image: ]
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[bookmark: Quality_Assurance][bookmark: _bookmark26][bookmark: _bookmark27][bookmark: _Toc146205049]Quality Assurance

ELFT’s quality assurance work streams help us understand whether our services are providing a level of quality that we would expect based on standards set by our service users and carers, by CQC, by NICE and by our clinicians. QA is an important mechanism that contributes to our aspiration about providing high quality, safe, effective and equitable care. QA at ELFT forms part of a wider quality system that also includes Quality Improvement and Quality Control.

[image: ]
There is an expectation that teams participate in our internal quality assurance programmes, that good practice identified is recognised and shared, that any areas for improvement are acted upon, and that those actions are tracked by the Directorate Management Team. 

This includes an annual CQC readiness process, 4-monthly clinical audit, ongoing collection of patient experience feedback and participation in service user led accreditation. 

Your QA manager, Ella Webster (ella.webster3@nhs.net) is available to support teams to engage in our internal quality assurance processes and support the management team in its oversight. 

How we can support primary care:

· Regular communications, and regular point of contact
· Work closely with local leads/champions
· Development of ‘how to’ guides, process map and other reference documents
· Access to real time data and training on the ‘Envoy’ system
· Flexibility and regular process and standards review
· Action tracking templates
· Site visits


Who can help you?

	Name
	Role
	Telephone
	Email

	Ella Webster
	PC Quality Assurance Lead
	07825900245
	ella.webster3@nhs.net




	Workstream
	Action 
	

	
	
	Apr 
	May 
	Jun 
	Jul 
	Aug 
	Sep 
	Oct 
	Nov 
	Dec 
	Jan 
	Feb 
	Mar 
	Apr 

	Directorate and Trust-wide Audits 
	Data collection 
	
	
	5 -19 
	
	
	
	2-16 
	
	
	
	5-19 
	
	

	
	Results published 
	
	
	
	10 
	
	
	
	6
	
	
	
	11 
	

	
	Action plans communicated to QA manager
	
	
	
	
	21 
	
	
	
	18 
	
	
	
	22 

	Quality & Safety Visits
	Heath E1 Visit
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Greenhouse Practice Visit 
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Newham Transitional Practice Visit
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Health E1 Report
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Greenhouse Practice Report & Action Planning
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Newham Transitional Practice Report & Action Planning
	
	
	
	
	
	
	
	
	
	
	
	
	

	SU-Led Accreditation
	Teams Registration 
	  On-going

	
	Accreditation Panel 
	
	
	23
	
	2
	
	18 
	
	
	22 
	
	
	

	
	Staff Q&A sessions 
	
	
	x
	
	
	
	x
	
	
	x
	
	
	

	Patient Experience
	Care Opinion - Teams Registration
	On-going

	NICE 
	New/updated guidance is released *not an ask for teams
	3
	2
	1
	3
	1
	1
	2
	1
	1
	2
	1
	1
	1

	Executive Walkround
	Takes place once a year (Executive Assistance will liaise with Team Leader to agree a date)
	
	
	
	
	
	
	
	
	
	
	
	
	



[bookmark: _bookmark28]Trust Wide and Directorate Clinical Audit: The trust’s internal mandatory audit programme involves teams completing mandatory audits every cycle (Feb, June and October). Locally, Directorate Management Teams define their own standards, which are important for them and help to ensure all services within their directorate are meeting key standards. The QA team distribute audit results to Directorate Management Teams, Audit leads, local Quality Assurance Leads and Lead Pharmacists. Local audit leads disseminate audit results after each quarter and teams discuss results, share good practice, agree priorities for improvement, and associated actions. Actions are documented in the below shared tracker saved in the PC Teams channel:

Primary Care Quality Assurance Action Tracker.xlsx
[image: ]
Service User-Led Accreditation: This programme was co-produced by services user and careers across the Trust. The teams can join the programme and be assessed by our trained service users against pre-defined standards that are most important to them. Teams can showcase all their incredible work and build on the recommendations, demonstrating a commitment to continuous improvement and excellence and, where relevant, work towards the next level of accreditation. In 2023, the programme incorporated new and updated standards and the addition of a platinum award, the latest and most ambitious award. 

[image: ]













Tracking NICE Guidelines: Every month NICE releases new or updated guidelines to inform best practice in health care. Within ELFT, the guidelines are screened by Medical Directors to identify those relevant to the Directorate, and consequently allocated to a NICE Lead to review. In some cases, NICE Leads will produce a Baseline Assessment. Teams are expected to ensure that NICE Guidance is actively reviewed, recommendations are implemented and monitored.
[image: ]
Coordinating Executive Walkrounds: These sessions give our teams a chance to speak directly to the executive team about what it feels like to work at ELFT – the good things, and the not-so-great things. One person from the executive team will be attending the walkround, which would usually take around 45-60 minutes. Teams receive a visit from the executive team at least once a year. As many team members as possible should be encouraged to attend. Key themes that come out of these meetings are reported on the Quality Committee. The visits are booked with plenty of notice. The Executive will contact the Team Leads and suggest some dates for the visit.

CQC readiness: The Care Quality Commission (CQC) are the regulators of all health and social care services in England. Within the directorate, Quality Assurance Visits are taking place, to support practices understand the quality of their services and stay on track with monitoring CQC standards, even when there is no inspection on the horizon. The aim of this process is to provide assurance and confidence to staff and those who use our services. In addition, allows us to share good practice and to act on learning identified during the visits. 
[image: ]
Measuring patient experience: It is vital that we understand the experience of people accessing our services. All our service users and their loved ones should be given the opportunity to leave feedback on their care and treatment. Patient experience needs to be collected regularly and actions developed in the response to the feedback received. Service user feedback will provide a better picture of the quality of the services we are providing. Feedback can be collected in different ways including text messaging, QR codes, verbal feedback, phone calls, and emails. The online providers of our patient experience surveys are Healthcare Communications and Care Opinion. 

[image: ]
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[bookmark: Health,_Safety_and_Security_Team][bookmark: _bookmark30][bookmark: _bookmark31][bookmark: _Toc146205050]Health, Safety and Security Team

The Trust has a duty to ensure that all persons using its premises are protected from all foreseeable hazards/risks as far as they may be affected by the activities of the Trust.
There is an Executive Lead - the Chief Operating Officer - who sits at board level, and who is responsible for H&S committee and security activity. The Health, Safety and Security team sits within the Governance and Risk department and consists of two staff members: the Trust Health, Safety, Security and Emergency Planning Manager and the Health, Safety and Security Advisor.


[bookmark: _bookmark32]Who can help you?

	Vacant
	Health, Safety & Security
Advisor
	
	

	Richard
Harwin
	Health, Safety, Security &
Emergency Planning Manager
	020 7655 4280
07870 683993
	Richard.harwin@nhs.net



Our Health, Safety and Security Manager leads on all H&S issues across the Trust concerning advising and making recommendations on best practice. The H&S Manager will also advise and assist for non-clinical and clinical health & safety within the Trust, inclusive of:

· Support with H&S assessments of all areas/wards/ departments
· Facilitate H&S Induction and Risk Officer / Risk Facilitator Training, as per training needs analysis.
· Assist all staff to drive through the changes identified by risk management procedures, risk assessment or audit results to improve the quality of patient and staff safety.
· Direct the organisation on the relevant process for carrying out general risk assessments.
· To assist managers in delivering the risk assessment / risk control processes required by health & safety legislation and the status of risks via the risk register through provision of professional advice.
· Provide H&S advice giving, non-clinical risk, pregnant worker and Display Screen Equipment (DSE)
· Provide provisions and guidance on safe systems of work for lone workers


The Health, Safety and Security Committee
[bookmark: _bookmark33]In addition, there is a Trust wide Health and Safety Committee, chaired by the Chief Nurse, and attended by staff side representatives, operational directors, estates and facilities and the Health and Safety Lead for the Trust. This group discusses and promotes trust wide health and safety issues that remain unresolved at directorate level. This group also promotes a culture of understanding and co-operation across the trust to ensure the health, safety and welfare of all staff, patients and visitors.

Visitors to practices
All visitors to site should be asked to sign into the signing in book and should be given a visitors’ badge. Visitors’ badges should be worn at all times.


ID Badges
All staff, contractors and volunteers must ensure that they display their ID Cards whilst on Trust property. These can be ordered by contact Enrique Nuesch - Resourcing Team Enrique.nuesch1@nhs.net 

[bookmark: Quality_Improvement_(QI)][bookmark: _bookmark34][bookmark: _bookmark35][bookmark: _Toc146205051]Quality Improvement (QI)

The ELFT QI programme has supported hundreds of QI projects since 2013, as the Trust main approach to solving and improving complex issues. Additionally, teams are encouraged to use QI tools in their Daily Improvement, using the Model for Improvement and quality improvement tools more broadly outside of quality improvement projects.


[bookmark: _bookmark36]Who can help you?

	Name
	Role
	Telephone
	Email

	Carlos Santos
	PC Improvement
advisor
	
	carlos.santos1@nhs.net 



Strategy for QI in ELFT Primary Care.
The Directorate has a Quality Improvement strategy. Co- production of the strategy is at its core, listening to the directorate teams and focusing on their priorities, having Service User involvement as part of its ethos. The current version of the QI strategy for ELFT Primary Care covers the following domains and subtopics:

Capability Building:
1. “QI for All”:
· Every staff member in Primary Care to go through QI Training.
· Promote ‘QI literacy’, encouraging every member of the primary care teams to increase their understanding of QI and have a voice when devising solutions.
2. Developing Key QI Leaders:
· Fostering and making the most of individuals’ passion for QI, enabling them to lead and champion QI work.
3. Developing QI links and networks:
· Internal QI links reaching across directorates
· External ‘cross-system’, linking with QI work occurring elsewhere in the system
· Encouraging wider project team membership as appropriate

Build Belief in QI:
· Identify key opportunities for QI to make a positive difference across the directorate
· Share learning and stories of the power and impact of QI across the directorate
· Identify and engage key individuals (“super connectors”), creating space to
· have their voice heard and to lead conversations around the value of QI
· Make co-production business as usual, with wider participation of service users, carers, external organisations

[bookmark: _bookmark37]The QI meetings and Huddles
The core strength of quality improvement lies in bringing people together and unleashing their potential around a common purpose. Under primary care, this occurs via meetings at local and directorate levels. Local teams have full discretion to decide the shape and frequency of their QI meetings and huddles.
Under Directorate level, the QI meetings occur every two weeks, intercalating between QI Forum and QI coaching sessions.

The QI Forum is a space:
· For current projects to be presented and discussed
· For new projects to be presented and potentially agreed (or recommendations)
· To discuss any other QI related topics such as training requirements and events in the QI calendar.

The QI Coaching session is a safe and positive space where coaches and project leads can:
· Discuss projects and develop ideas, as well as provide insights into the presented projects
· Become acquainted with QI projects occurring across the directorate, creating opportunities to learn from one another
· Learn about tools and techniques to enhance engagement and improvement skills
· Contribute to enhance the Improvement strategy of the Primary Care Directorate.

Both QI Forum and QI Coaching session share common objectives:
· Support colleagues to act as QI ambassadors across the directorate to encourage
· a shared vision of ‘QI for all’
· Provide support to Improvement Projects and Peer Support
· Develop further literacy on improvement tools
· Participation in the ‘story telling’ of successes and lessons learnt from QI projects.

Capability Building: 3 levels of training
Training on Quality Improvement for Primary Care delivered by the ELFT Quality Improvement Department. Additionally, bespoke sessions to meet particular needs from the directorate.

Three levels of training:

Pocket QI
Two half-day modules covering the basics of QI methods and tools. Available to ELFT staff, service users and carers involved in QI or wanting to learn core QI skills.

Improvement Leaders’ Programme
An 8-month programme involving 7.5 days of face-to-face learning, in addition to reading and online modules. For project leads, project team members and anyone in a management role. Improvement Coaching Programme
A 6-month leadership development programme, teaching more complex QI methods and tools. This helps QI coaches to develop skills to support teams in their improvement work.

Protected time for QI:
Capacity and Capability is at the forefront of all Improvement work carried out in Primary Care. Every individual involved in leading or coaching QI has protected time to focus on their assigned project and to attend the respective sessions for coaching and training.



[bookmark: Datix_and_Risk_Management][bookmark: _bookmark39][bookmark: _bookmark40][bookmark: _Toc146205052]Datix and Risk Management

Datix
The Datix Team support the delivery of the Datix Risk Management system, we:
· Facilitate the Datix Risk Management System; the Trust uses a number of different modules including Incident Reporting, Complaints, PALS, Inquests, Claims and Access to Records
· Make changes to the system; add new users, sites and services.
· Make changes to deliver improvements and meet new reporting requirements.
· Provide Datix and incident training to staff including incident reporting and creating reports.
For further support in relation to Datix the team can be contacted via our dedicated support email address elft.datixsupport@nhs.net 

Risk Management
The Trust and Datix Manager is responsible for:
· Developing and reviewing the Trusts Risk Management Framework.
· Implementing the Trusts Risk Management Framework and supporting systems.
· Supporting the development of directorate risk registers
· Providing Risk Management Training
For further support, please contact Joanne Sims, Risk and Datix Manager, 
📞0207 655 4006, 📱07824 561319, 📧joanne.sims3@nhs.net

Policy Management
The Trust and Datix Manager is responsible for:
· Develop and review the Trusts Policy and Procedure for the Development, Review and Control of Trust Approved Procedural Documents
· Facilitate the policy process
· Maintain the Trusts Policy Log and central store.
For further support, please contact Joanne Sims, Risk and Datix Manager, 
📞0207 655 4006, 📱07824 561319, 📧joanne.sims3@nhs.net


Who can help you?

	Name
	Role
	Telephone
	Email

	Joanne Sims
	Manager
	07824 561319
	Joanne.sims3@nhs.net

	Tribuven Sharma
	Head of PALS & Complaints
	
	tribuven.sharma@nhs.net 




[bookmark: _bookmark41]The Trust is committed to providing a safe environment for its staff, service users and visitors as well as delivering high standards of care. It acknowledges that sometimes, in the course of providing healthcare, incidents can occur, some of which may have serious consequences for a service user, their carers, families, staff and the public. In cases, even where human error is involved, incident investigation may reveal other related organisational failings, which need to be addressed.
[bookmark: _bookmark42]The Trust positively encourages open and honest reporting of risks, hazards and incidents. Equally, it recognises that being involved in an adverse incident can be a difficult and stressful time for staff concerned. The Trust takes this responsibility seriously, and has developed further guidance focusing on learning and quality. It is not the policy of the Trust to use the reporting of an incident itself to attribute blame to any individual. When an incident occurs the most important thing is to deal with the incident to ensure service users, staff and the environment are safe.
As soon as possible after that, please take the time to report what happened using the Datix incident reporting system, however minor it might seem to you. This includes no harm and near miss events. This helps us identify when seemingly minor incidents keep on occurring. We can then learn from them and make improvements for the benefit of everyone.
What is an incident?
An incident is any event which ‘gives rise to, or has the potential to produce, unexpected or unwanted effects, involving the safety of service users, staff, families / carers, visitors to Trust premises or employed by the Trust, members of the public (where affected by the actions of service users), loss or damage to property, records or equipment which are on Trust premises or belong to the Trust. It includes accidents, clinical incidents, security breaches, violence, and any other event which does or could result in harm or damage’.

Why report incidents
Incident Reporting:
· Allows individuals, teams, Directorates and the Trust to learn from incidents and improve the quality and safety of the services. The Trust encourages staff to report every incident and near miss that takes place. Incident reporting has been increasing year on year, and the Trust is continuing to work hard to improve reporting.
· Helps ensure that everyone who needs to know that an incident, or near miss, has happened knows. This means appropriate remedial action is taken, and appropriate support is available to service users, staff, visitors and others who are involved. It also facilitates appropriate follow up, such as police involvement.
· Enables the appropriate level of investigation into incidents to take place, for the Trust to learn from adverse events, and improve the quality and safety of its services.

Who reports incidents?
Any Trust employee who can provide the necessary details of an incident can complete an incident form. It is recommended that new or inexperienced staff initially do so under the supervision of more experienced colleagues. An individual does not need to have been directly involved in an incident to report it; however, they must be able to give accurate and comprehensive information. It is the responsibility of the individual or the team/ward identifying the incident to ensure that it is reported on Datix.

How to report an incident?
· All incidents are reported on Datix
· Reporters do not need to log in or have a password
· Most of the form entails choosing from drop-down menus. Some choices may bring up some additional sections of the form. Guidance notes are featured throughout the form where necessary
· All mandatory sections are marked with a red asterisk. It is not possible to submit the form without completing mandatory sections
· Where appropriate, users will be asked to provide details of the individuals involved in the incident. Always choose the patient involved in the incident first, not the reporter or witnesses
· [bookmark: _bookmark43]Where more than one person is involved, identify the main person. Where a service user attacks another identifies the perpetrator as the main person involved then the victim
· To avoid any potential breach of confidentiality, person identifiable information (names, phone numbers, addresses etc.) is only recorded where it is specifically requested, not in any free text boxes where initials should be used
· There are boxes to record the lead up to an incident, a description of the incident itself, and the actions taken to manage the incident (antecedent – behaviour - consequence)
· To ensure the appropriate response to an incident and so learning can be taken from it, it is vital that the incident is categorised accurately. Contact the Governance & Risk Management department if advice is required
· Once the report is completed click on submit

Good incident reports aid improvement, and are: 
Factual – do not state opinions, stick to facts.
Accurate – ensure that the incident type/category and directorate/site is accurate and include a clear description of what the actual incident is 
Comprehensive – to allow decisions to be made quickly and alleviate any further information request
Timely – ensure that the reporting time limits are adhered to.

When to report an incident?
All incidents and near misses must be reported as soon as possible.
Immediate remedial action is often likely to take priority over completion of an incident report. In the event of a ‘serious incident’ (as defined by Trust Policy) it is expected that an incident report will be submitted within two hours of the incident taking place, although the incident is may be reported in person/by phone in the first instance.
All other incidents should be reported as soon as possible, always within 24 hours of the incident taking place or 24 hours of becoming aware of the incident.

What happens once an incident is reported?
Acknowledgement – every incident form submitted generates an automated acknowledgement. Every report is read, and feeds into the Trust’s learning processes, as outlined below.
Notification - every incident report goes automatically to those who need to know about it. As a minimum, this will include:
· Team leader / Manager
· Consultant
· Matron and Borough Nurse (in-patient)
· Service manager
· Service Director
· Clinical Director
· Speciality Lead / Team
· Incident Team

[bookmark: _bookmark44]It is vital that the correct information about people, ward/service, site, and consultant of the service user involved is included in the Datix report. In addition, some categories of incident will be forwarded to Trust Leads in that area, or those with particular responsibility for following up or supporting people involved in certain types of incident. For example, Health and Safety incidents are followed up by the Health, Safety and Security Manager, the Lead Nurse follows up Infection Control incidents. It is therefore vital that incidents are categorised accurately so that this follow up and support is delivered

Manager’s sign off
All incident reports require sign off by the manager of the service submitting the form. This sign off should take place within 48-hrs of the incident being reported.
The sign off process ensures the quality, accuracy and completeness of incident reports. It also provides additional information about the causes and management of incidents that can be used to learn, and to improve the quality and safety of services.
Sign off provides assurance that managers are aware of incidents that have taken place, and are in a position to ensure that the incident has been managed, those involved have been appropriately supported and appropriate action plans formulated. Managers should also use the incident reports to facilitate learning at local governance or reflective practice groups.

Grading of severity 
After the manager has signed off an incident, all incidents are reviewed within the Governance & Risk Management Department and assigned a severity grading which equates to the level of review required.

Grading Incidents
The incident team assesses all incidents daily. When it is thought that an incident may meet the criteria of a ‘serious incident’, the Governance & Risk Management Department will liaise with the Medical Director who may request a 48-hour report.
All 48-hour reports are reviewed by a ‘Grading Panel’ of senior staff to reach a final decision. Quick and accurate grading facilitates the review process by which learning and improvement takes place.

Incident Grading
Level 1a Serious Incident panel investigation lead by an independent reviewer and a co-reviewer from a different Directorate to that where the incident took place

[bookmark: _bookmark45]Level 1b Serious Incident – panel investigation lead by either a corporate SI reviewer or a Directorate reviewer plus a co-reviewer from the Directorate where the incident took place

Governance
Data and information collected from incident reports and subsequent reviews feed into the Trust’s Governance processes to help monitor and improve the quality and safety of our services. All staff are involved in the governance process, and learning from incidents takes place at all levels across the Trust. Individuals, teams and Directorates review and draw learning and actions for improvement from incidents that take place in their locality. Trust incident reporting data is analysed by the Governance & Risk Management Department and disseminated to key Trust Groups and Committees. Directorates should manage their own incident reporting data via dashboards. All Serious Incident Review reports will, where appropriate, identify areas of learning and have an associated action plan for addressing those issues. As well as feedback to individuals/teams involved in serious incidents, senior staff review all SI reviews across the Trust to ensure that issues are shared where appropriate.  Issues arising from SI reviews are analysed by the Governance & Risk Management Department to identify key themes to help identify priorities and co-ordinate improvement work.

Additional information
For more incident reporting data, feedback and information around learning from incidents please speak to your local governance lead or go to the Governance & Risk Management pages of the intranet. The Governance & Risk Management Department is available to support all aspects of the incident process such as reporting, review and learning. Please do not hesitate to contact them by phone or email if you would like to discuss any part of the process, or need any practical support, help or guidance.



[bookmark: Corporate_Performance][bookmark: _bookmark46][bookmark: _bookmark47][bookmark: _Toc146205053]Corporate Performance


We provide Informatics
· KPI & Reporting: request a new report or for any queries/problems with existing report/reporting services e.g. Traffic Light Report, Performance Report, reporting service issues.
· [bookmark: _bookmark48]We do not have access to the practices’ clinical systems to pull reports directly

Who can help you?

	Name/Role
	Contact Detail

	Dr Amar Shah – Chief Quality Officer
	Amarshah@nhs.net
020 7655 4034

	Amrus Ali - Associate Director of Performance
	Amrus.ali1@nhs.net
07768866713

	Gopal Waddon - Trust wide Planning and Performance Manager
	Gopal.waddon@nhs.net
07506677778




Role of the Team
The Corporate Performance Department is responsible for ensuring that the Trust continues to be one of the leading mental health, community health and primary care providers and for ensuring that the Trust meets its long-term strategy as well as its national and local standards and targets set by the NHS England, Department for Health and local ICBs).
Performance Measurement
The team is responsible for supporting, agreeing and monitoring performance indicators and targets which relate to the following:
· Key performance indicators based on the four domains of quality such as safety, service/staff experience, value and population health
· Contract key performance indicators related to all operational services
· Key  performance  standards  related  to  Care  Quality Commission’s  lines  of inquire
· Commissioning of services
· Trust strategic objectives
Performance Reporting and Planning
The team is responsible for the production of timely performance reports and key business critical dashboards within the organisation, which highlight both variances in performance against agreed performance indicators and strategic objectives. The team is involved in shaping reporting expectations with internal and external stakeholders, and delivering a range of reports that provide meaningful insight and assurance:
· Reports for Board of Directors & Executives
· Dashboards for operational teams
· Individual services


The team also supports the Trust’s annual planning processes to help deliver its strategy by establishing reporting structures that allow Executives to monitor and review progress.

Performance improvement and management
The team is also responsible for supporting teams across Directorates to adopt improvement methodologies and techniques to deliver service improvement so that the Board have sufficient assurances on the delivery of its key external and internal performance objectives. This includes identifying key strategic areas of performance improvement and putting in place plans to resolve issues through working with multiple clinical and corporate departments. It also involves engaging with a range of different forums where performance is reported and discussed, and actions taken. The forums include:
· Monthly Executive Performance Meetings
· Directorate Management Team meetings
· Director of Operations Meetings
· Contracts and Performance Meetings
· Board of Directors Meetings


Performance and Assurance process
[image: ]
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[bookmark: _Toc146205054]IT and Digital


Who can help you?

	Mukhtar Omar
	IT Service Desk Manager
	020 7655 4004
	mukhtar.omar@nhs.net 

	Simon Fewer
	Clinical Systems
Programme Manager
	02076554115
07506 673 662
	Simon.fewer@nhs.net

	Report a problem, order new equipment, request IT services, access to systems, track outstanding queries and get help with all your technological issues via IT Service Desk Portal.
	The Helpdesk
 0207 655 4004
	Portal on the desktop
https://eastlondon.service-now.com/sp 

	[bookmark: _bookmark52]Smartcards
	020 7655 4004
	

	IT orders
	020 7655 4004
	

	Phone orders
	020 7655 4004
	






[bookmark: _MON_1743235048]SOP for escalating IT issues



	Cauldwell Medical Centre

	All computer issues: ITS Digital
	01234 581 850
	https://nhs.itsdigital.co.uk/ login

	Smartcard Issues
	
	HBLICT@service- now.com

	Hospital issues re: IT
Tony Reynolds - IT Project Manager
	01234 355
122
	


[bookmark: _bookmark53]

	Kingsway Health Centre

	HBLICT
	
	




	Bramingham Park Medical Centre

	HBLICT
	
	



EMIS Super User Training Information

What it is
Advanced level training on EMIS modules. This enables the Super user to train the rest of the staff

Who is doing it?
Currently EMIS have stopped doing this.
NEL IT Facilitators can train the staff on advanced topics Training provided by GP IT Facilitator NEL, Clifton House, Basement, 75-77 Worship Street, London, EC2A 2DU, www.nelcsu.nhs.uk This is free.

If they cannot provide a particular topic, EMIS to be contacted. There may be a charge depending on the module and level of support needed.

Any costs
To be obtained from EMIS on need basis. NEL GP IT Facilitator is free

What the programme of training is
Custom need based on Training Needs Assessment

What the outcomes will be
· Staff will be able to use advanced features on EMIS Clinical system.
· For ex: Complex searches, building protocols, smartcards, Resource publisher, reporting & searches, configuration, workflows, system tools for audit trail, 2WW safety netting template/fast track template process, QOF templates (asthma, diabetes etc.)
· C&B - Referral and guidance reply and process.

How we are then rolling out training across wider groups of staff re the train the trainer element.
· All Practices should send one person on the free NEL training and share within their teams
· Peer support is one approach.
· If there is more support/training needed, access EMIS Support centre

About EMIS Support Centre
· Available to users via EMIS login
· There is lot of documentation on Product Knowledge
· Technical Support is available
· EMIS Communities is another domain where we can post a question. Community members and EMIS team would provide the response
[bookmark: Communications_and_Engagement][bookmark: _bookmark54][bookmark: _bookmark55]
[bookmark: _Toc146205055]Communications and Engagement

The Trust's Communications Team handles all internal and external communications, including supporting Trust wide and Directorate specific communications.
Media Enquiries
All media enquiries should be directed to the press office on 020 7655 4066, 4038 or 4049.
Filming and Photography on Trust Sites
Filming or photography is prohibited on Trust sites. Please contact the Communications Team to discuss requests.

Who can help you?

	Name
	Role
	Telephone
	Email

	Steve Gladwin
	Director of Communication & Engagement
	07584189390
	Steve.gladwin1@nhs.net

	Glenn Mitchell
	Deputy Head of Communications (Bedford & Luton)
	07940 467055
	Glenn.mitchell2@nhs.net

	Sara Marsili
	Senior Primary Care Communications Manager
	07426 310086
	sara.marsili@nhs.net




Primary care directorate monthly bulletin


A directorate-led internal email bulletin issued monthly to all primary care colleagues. The bulletin provides news and updates comprising:

· Insights from the Trust’s Executive Lead for Primary Care on the strategic priorities for the directorate over the coming month
· Details of events and opportunities across the directorate for professional development and wellbeing

· Updated copies of the directorate handbook - a live document full of practical information relevant for all primary care colleagues.
· Directorate team and employee of the month details to promote recognition among peers and promote best practice

Trust-wide weekly news bulletin
A weekly email news bulletin issued to all ELFT colleagues, including primary care teams. The bulletin provides two-sentence summaries of all news and updates added to the Trust intranet over the preceding week and each item includes links for colleagues to access more detail.

The bulletin includes news highlights and achievements across all directorates, including primary care, along with strategic organisation-wide messaging. Strategic news and updates are also shared through one-off email messages when required and are supported by a regular blog issued by the Chief Executive.

[bookmark: _bookmark58]Executive Walkrounds
A programme of executive visits is coordinated across the directorate and wider Trust.

The visits provide an opportunity for ELFT executive members to:
· discuss service achievements and challenges
· engage directly with teams
· share executive insights
· answer questions from services



Director visits
Each month, the Director of Primary Care, Medical Director for Primary Care, Director of Nursing or Head of Nursing will visit services. This is an opportunity to see the work of the teams on the ground, provide advice, guidance and support.

[bookmark: _Toc146205056]Primary Care Skills Academy @ ELFT Purpose

· The Primary Care Directorate has developed its non-clinical key skills framework
· This is a framework to support the systematic training, learning and development of all staff across the Primary Care Directorate, which in turn will lead to improved outcomes for patients as a result of high quality training
· It also provides a platform for career development and succession planning across the directorate
· We believe it will inspire enthusiasm for learning and development across the directorate

We have appointed a Head of the Primary Care Skills Academy, NTP Practice Manager Louise Wilson who will:
· Lead the implementation of the skills academy across all our services (directorate wide)
· Form links with the trust’s Learning and Development (L&D) team, and other teams within trust departments, such as communications
· Oversee the work of the L&D officer in the Primary Care Directorate
· Provide inspiration, a “can do” attitude and build relationships
[bookmark: _bookmark59]
What the role will involve / the academy will do:

· Develop course content and training manuals/materials
· Commission training from external providers
· Work with the trust LD teams and to refine trust training content, so it meets the needs staff working in Primary Care
· Develop the directorate’s skills academy video content, and upload to our web space, which will create a repository of high-quality training materials, which can be accessed anywhere and at anytime
· Develop primary care admin bank staff – so staff joining via the bank also receive the same high-quality training
· Work with Hackney.gov to set up and pilot an apprenticeship scheme for those under 25 and homeless, with a combined offer of work in the primary care directorate, this will support reducing homelessness in our communities by action on inequalities and housing via hackney.gov
· Support the directorate’s People Business Partner to develop our 5-year directorate People and Talent management plan.

Outcomes:
· Issue the primary care skills academy offers for 22/23 to all “back-office” staff
· Provide a full repository of content on the primary care extranet web space.
· Develop a way of linking the KSF to the trusts statutory and mandatory compliance logs, so the skills are seen as part of everyday compliance in primary care and available for the CQC and others
· Develop CPD linked to the above
· Provide a structured way of evaluating content and learning outcomes so we can assess the value that the primary care skills academy generates.
· Develop marketing/branding materials, including logo, for the primary care skills academy @ ELFT, so that this can be made as a future offer to wider systems should the skills offer be seen to add value through our own local testing and development.





New practice leaflets and promotional materials for the on-boarding practice: 
Practice Leaflets are designed to provide practical information and signposting for patients and encourage active participation in shaping their primary care healthcare services. Information includes how to book appointments, how to register with a doctor and access test results, how to make a complaint or leave formal feedback and details of the Patient Participation Group and how to get involved.

[bookmark: Freedom_To_Speak_Up_Guardian][bookmark: _bookmark60][bookmark: _bookmark61][bookmark: _Toc146205057]Freedom to Speak Up Guardian
Speaking up about any concern you have at work is important. In fact, it is vital because it will help us to keep improving our services for all patients as well as the working environment for our staff.
Concerns could include, but are not restricted to:
· unsafe patient care
· unsafe working environment
· inadequate induction or training for staff
· lack of or poor response to a reported patient safety issue
· a bullying culture across a team or organisation

If you are not comfortable speaking with your Line Manager about your concern, please contact one of the FTSU Ambassadors or the FTSU Guardian.

Freedom to Speak Up Guardian

Anita Hynes elft.freedomtospeakup@nhs.net 07436 027388


Freedom to Speak Up Champions:


Hortence Tchonang, Modern Matron for Bow Ward & Morrison Ward, John Howard Centre, Forensics
Hortence.tchonang@nhs.net 

Temitope Adedewe, Modern Matron, The Coborn Centre for Adolescent Mental Health, Specialist Services East London.
Temitope.adedewe@nhs.net 

Michelle Aldrich, Clinical Nurse Lead, Florence Ball House, Bedfordshire Mental Health.
Michelle.aldrich@nhs.net 

Suzanne McCall, Adolescent Counsellor, Charter House, Specialist Services Luton. 
Suzanne.mccall1@nhs.net 

Lena Pamphile, Administrator, Discharge Hub, Tower Hamlets CHS.
Lena.pamphile@nhs.net 

Claire Porter, Urgent Response Implementation Lead, Bedfordshire CHS.
c.porter8@nhs.net 

Chouna Smith, Clinical Nurse Specialist, Wolfson House, Forensics.
Chouna.smith@nhs.net 
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[bookmark: Contracts,_Business_Development_and_Proc][bookmark: _bookmark62][bookmark: _bookmark63][bookmark: _Toc146205058]Contracts, Business Development and Procurement


The role of the Contracts team and Bids team within the CDD (formerly BDU) is to ensure the sustainable generation of income required to maintain, expand and improve the Trust’s services. This includes submitting contract tenders, developing business cases and negotiating contracts.
Procurement refers to the purchase of all goods and services on behalf of The Trust. Any member of staff responsible for the procurement of goods or services should ensure all actions align with government policy, legislation and The Trust's Standing Financial Instructions (SFI's).
APMS / Enhanced Services and Primary Care Network Contracts
· When the service is happy with what is being proposed by the Commissioner, once received from the commissioner, you are to send the documentation to Christian Hudson who will go through this and seek formal signatory before it is sent back to the commissioner on approval
· APMS contract reviews take place 1/4ly on commissioner request and availability of key stakeholders.

Who can help you?

	Name
	Position
	Contact Number
	Email

	Stephanie Tanner
	Head of Business Development
	07388 714745
	Stephanie.tanner1@nhs. net

	Michael Barron
	Contract & Procurement OfficeeManager
	07984 845564
	Michael.barron@nhs.net 


	Thomas Morgan
	Associate Director – for Contracts & Procurement
	07596 831128
	Thomas.morgan4@nhs.net 




· You can contact the Operational Procurement Team  (SBS) http://sbs.nhs.uk/contact.html (select provider "R12" and procurement support "operational")
· You can contact the on-site Procurement Team elft.procurement@nhs.net
· You can follow the on-site Procurement Team on twitter: @ELFTProcurement
· [bookmark: Finance][bookmark: _bookmark64][bookmark: _bookmark65]Online Oracle/SBS Training Content - https://nww.sbs.nhs.uk/training- zone/home


[bookmark: _Toc146205059]Finance
[bookmark: _bookmark66]The Primary Care Directorate provides financial management support to three General Practices in the London area and two General Practices in the Bedfordshire area.

Who can help you? 

	Naomi Scott
	Management Accountant
	
	naomi.scott13@nhs.net 

	Suganthy Kandiah
	Finance
Business Partner
	07506 590616
	suganthy.kandiah2@nhs.net 




Budgets and responsibilities
Budget statements for each area of responsibility are sent on the 10th working day of every month to Budget managers. Managers should ensure that they review their statement(s) each month and query any errors or omissions with your Finance Business Partner or Management Accountant. If you are a budget manager and are not set up to receive budget statements, please contact your Finance Business Partner or Management Accountant.

Finance month end schedule
Finance month end reporting period occurs from the 1st working day of each month to the 10th working day.  As this is a busy period for the Finance department staff are encouraged to book meetings after this time.

Finance Meetings
Service/budget managers are encouraged to have monthly meetings with the Finance Business Partner or Management Accountant to review their statements. This ensures discrepancies are captured immediately and dealt with before the next reporting period.

Authorisers / Oracle
Budget managers should ensure they are set up in Oracle to enable them to access their budget statements, approve invoices, submit request to recruit forms and complete staff change forms amongst other things.  The link for this can be found on the Trust Intranet. Form to be added to the Authorised Signatory database.

Working group
[bookmark: _bookmark68]A Finance working group is set up each month to go through the budgets. These meetings will focus heavily around the income assumptions for each Practice and ensuring robust systems are in place to capture all income and expenditure.

Standing Financial Instructions
SFI’s are in place for the regulation of the conduct of its members and officers in relation to all financial matters with which they are concerned. They are designed to ensure that the Trust's financial transactions are carried out in accordance with the law and with NHSI guidance in order to achieve probity, accuracy, economy, efficiency and effectiveness.


Responsibilities of a Budget holder / Manager

· They remain within their budget allocation.
· Any likely overspend or reduction in income, which cannot be funded, is not incurred without the prior consent from the Service Director.
· The amount provided in the approved budget is used solely for the delivering of that service.
· No permanent employees are appointed without the approval of the Chief Executive, other than those provided for within the available resources and work force establishment as approved by the Board.
· They ensure completion of leaver forms, change forms and sickness forms for staff in a timely manner.

Service Expenses - what can and cannot expense

Service expenses must be ‘wholly, necessarily and exclusively’ incurred by staff whilst fulfilling the duties of their employment within the Trust.

Petty Cash

Under normal circumstances petty cash payments should only arise in the exceptional circumstances for low cost goods or services e.g. for minor urgent payments where purchasing via a Requisition / Purchase Order would compromise service delivery. Petty Cash should not be used as a substitute for normal ordering routes. Cannot expense:

· Alcohol and Tobacco
· Expenditure on staff parties and staff presents
· Staff flowers (the PA to the Chief Executive will arrange any flowers needed for presentations, funerals, births etc. on behalf of the Trust)
· Staff meals/accommodation whilst on courses – to be claimed when booking study leave
· Staff travel/parking/petrol: staff travel claim
· Petrol for lease cars: staff travel claim
· Reimbursement of company invoices

[bookmark: _bookmark69]Guidance for petty cash is detailed in the Petty Cash Policy document on the intranet.

Trust Credit Card - Approval process

Approval must be sort from the Service Director/Assistant Director before credit cards are used. 
Credit cards may only be used to purchase items that cannot be purchased through the normal procurement route, or where doing so would have a detrimental impact on service delivery.

Under no circumstances are credit cards to be:
· Used to withdraw cash
· Used to pay supplier invoices – paid via Oracle.
· Linked to a PayPal account
· Used to pay for travel or accommodation – use Travel Agent
· Used to purchase streaming services such as Amazon Prime (unless the service can demonstrate that it provides a financial benefit to the service) or Netflix.
· Used to purchase items listed as prohibited in the petty cash policy such as tobacco, alcohol, parking costs, petrol
· Used to pay for parking fines or other penalties incurred by employees whilst driving Trust pool cars.

Guidance for Credit card is detailed in the Purchase Card Policy document on the intranet.

[bookmark: People_and_Culture][bookmark: _bookmark70][bookmark: _bookmark71][bookmark: _Toc146205060]People and Culture


[bookmark: _bookmark72]Our people are more important than ever.  This is symbolic of our name change from HR (Human Resources) to People & Culture. Our aim is to continually develop a culture within ELFT where all people flourish and deliver high quality, continually improving, compassionate, inclusive and safe care.

We work alongside you and your teams helping to attract and retain our people that are essential to delivery of our services, improving leadership, team working, culture and change. This might be supporting you with a planned change project, a team away day, a leadership diagnostic or an investigation.


We support with the following:
· Recruitment
· Bank
· People Relations and advice
· People Development – Including learning and training,
· Apprenticeship Support
· Employment Policies
· Mediation
· Culture change
· Liaise with Occupational Health Services – Team Prevent
· Staff Engagement
· Staff Survey
· Staff Wellbeing
· Organisational Change
· Workforce Information
· Equality and Diversity
· Promote and embed the Trust Values into everything we do.


Who can help you? 

	Jacqueline Awidi
	Assistant People & Culture
Advisor
	07920244883
	jacqueline.awidi@nhs.net

	Gemma Kendall
	Associate People Business Partner 
	07393 243312
	gemmakendall@nhs.net





	People and Culture

	Director of People and Culture
	Tanya Carter
Email: tanya.carter@nhs.net Tel:  07748553914    

	Associate Director People and Culture
	Barbara Britner
Email:  Barbara.britner@nhs.net 
 

	Associate Director of People
Development
	Steve Palmer
Email:  steve.palmer1@nhs.net
Tel:    07387 258690

	Associate Director People and Culture
	Dr Donna Willis
Email:  donna.willis1@nhs.net
Tel:       07919 394687

	Head of Resourcing
	Sonia Kaur
Email: Sonia.kaur2@nhs.net
Tel:      

	Head of People and Culture
	Isabella Larkin
Email:  Isabellalarkin@nhs.net
Tel:   07816972302 

	Medical Staffing Business Partner
	Neetu Klair
Email:  neetu.klair@nhs.net 


	People Relations Manager
	Wendy Johnson
Email: wendy.johnson22@nhs.net  
Tel:  07341 789668    

	People Development Business Partner
	Princess Kabba
Email:  princess.kabba@nhs.net
Tel:   07876847122   

	Engagement and Wellbeing Business Partner
	Jillian Dabbs
Email:  jillian.dabbs@nhs.net
Tel:   07867179796   

	People and Culture Manager
	Olga Osokina
Email:  olga.osokina@nhs.net
Tel:   07956720751   

	People Information Manager
	Joseph Duncan
Email:  joseph.duncan@nhs.net 





Booking annual leave
[bookmark: _bookmark74][bookmark: _bookmark75]Annual leave requests must be made to your line manager with reasonable notice. Please ensure that any leave requested is authorised by your manager prior to commencing or booking holidays and before annual leave is taken; do not assume that leave requests will be automatically approved. The Trust is not responsible for any costs incurred by employees whose annual leave plans are not authorised. Requests for annual leave will be considered and approved only if they can be accommodated considering the need to run a safe service. Annual leave should be taken evenly throughout the year. A record must be kept of annual leave. For more information, please refer to the Trust Annual and Special Leave Policy or to your line manager.



[bookmark: _MON_1753598408]

Managing absence
Staff are expected to make every effort to attend work and fulfil the conditions of their contract of employment and your manager will support you to manage your attendance in accordance with the Trust Managing Sickness Absence Policy. If you are unable to attend work due to sickness, please inform your line manager as soon as possible before the start of your shift if you can, so arrangements can be made to cover your shift/work. Please keep your manager updated regarding any continued absence and fulfil your obligations as set out within the policy. If you are unable to attend work for other reasons, for example family emergency or bereavement please make contact with your manager to inform them.

Payroll
Staff experiencing any issues with pay should contact payroll on:
· Email address: ELFTPayroll@uhb.nhs.uk
· Telephone Number: 0121 371 7545
· Alternatively, contact head office on 0207 655 4000 and ask for ESR

How to Claim for Additional Hours Worked

Complete the top section of the Monthly Salary Return with your name, assignment number, Grade/Band, Month Ending Period. Indicate if you are a full time or part time worker and your contracted hours if part time. Complete the entries for Additional hours/Enhanced hours or Overtime hours worked. In the Remarks field please state if the hours claimed are in relation to COVID. Sign and Date the form

The form should be authorised by your line manager prior to submission to the Payroll Department to reach them by the 5th of the following month.

Rates of payment

Additional Hours are paid at the current basic pay hourly rate. Enhancements are paid at the rate of 1.33 for work done on a Saturday/Sunday/Bank Holiday.
Enhancements are paid at the rate of 1.25 for work done during Unsocial or Night hours (Unsocial is from 6.30pm to 8.30pm, thereafter it is Night).
Overtime hours are paid at the rate of 1.25 x the current basic hourly rate when worked on a Weekday
Overtime hours are paid at the rate of 1.33 x the current basic hourly rate when worked on a Saturday/Sunday/Bank Holiday.
[image: ]




















Staff contracted to work F/T (37.5 hours per week)
F/T staff who work extra hours (with prior agreement by the line manager) should claim in the appropriate
Overtime rows (shaded blue).
· Enter additional hours in the column for the relevant day of the month and against the appropriate overtime row, i.e. weekday/Saturday or Sunday.
Example: an additional 7 hours on Saturday 5th September are worked, = 7 hours should be entered in the column headed ‘5’ (5th Sep) and in the row for Saturday overtime.  The example entry is shown highlighted in Red.
· F/T staff who within their regular 37.5 hours per week are required to work hours that attract the enhanced rate of pay then these hours should be claimed in the Enhanced rows (shaded green).
Example: normal working week is 37.5 hours, Monday to Friday. Weekly shift pattern is Monday to Wednesday
9.30am to 5.30pm and Thursday to Friday 12.30pm to 8.30pm. Hours worked between 6.30 and 8.30 are Unsocial and should be entered in the column for the date relating to Thursday and Friday and in the Unsocial Enhanced row.  The example entries are highlighted in Orange.
(Please note that claims for Enhancements are only allowed when actually worked; they are not claimable during any periods of absence such as sickness or annual leave.

Staff contracted to work P/T (less than 37.5 hours per week)
P/T who work extra hours (with prior agreement by the line manager) should claim in the Additional Basic, first row on the timesheet up to full time weekly hours (37.5). Additional Basic hours are claimed for hours worked over the contracted hours, up to full time hours.  Hours exceeding F/T can be claimed as Overtime.
Example: contracted weekly hours are 30 per week, meaning the first additional 7.5 hours worked each week are claimed as Additional Basic. 4 hours are worked on the 2nd Sep and 3.5 hours on the 3rd Sept, entries = 4 hours entered in column headed ‘2’ (2nd Sep) and in the row for Additional Basic and 3.5 hours entered in column  headed ‘3’ (3rd Sep) and in the row for Additional Basic. The example entries are the first two Pink highlighted entries. Where some or all of the Additional Basic hours claimed attract an enhanced rate of pay, then these hours should, in addition to the Additional Basic hours row, also be entered in the appropriate Enhanced rows (shaded green).
Examples: if the additional hours are worked as 4 hours on Friday 18th Sep from 4.30pm to 8.30pm and 3.5 hours on Saturday 19th Sep  entries = 4 hours should be entered in the column headed ‘18’ (18th Sep) row Additional Basic and in the same column 2 hours should be entered in the row for Unsocial Enhanced (hours worked between 6.30 and 8.30pm).  3.5 hours should be entered in the column headed ‘19’ (19th Sep) row Additional Basic and in the same column 3.5 hours should be entered in the row for Saturday Enhanced (total hours worked on Saturday). The example entries are the second two Pink highlighted entries.

[bookmark: _bookmark76]Appraisal
Appraisals are undertaken annually and there are completed via the ELFT Learning Academy: 
https://learningacademy.elft.nhs.uk/totara/dashboard/index.php?id=6 

Dates for appraisals are published and communicated to all staff every year.

ELFT Employment Policies include:
· Annual and Special Leave Policy
· Appraisal
· Managing Sickness Absence
· Staff Performance Improvement and Capability Policy
· Grievance Policy and Procedure
· Disciplinary Policy and Procedures
· Supervision Policy
· Equality Diversity and Human Rights Policy
· Management of Staff Affected by Change Policy and Procedure
· Maternity, Adoption and Shared Parental Leave Policy
· Disclosure and Barring Service (DBS) Policy
· Dignity at Work Policy and Procedure
· Raising Concerns (Whistleblowing Policy)
· The Secondment and Acting Up Policy
· Additional Leave & Reward for Exceptional & Near Exceptional Work Attendance
· Lease Car Policy
· Dress Code Policy
· Recruitment and Selection Policy
· Alcohol & Substance Misuse Policy
· Maintaining High Professional Standards in the Modern NHS (MHPS)
· Managing Psychological Wellbeing at Work Policy
· Learning and Development Policy
· Statutory and Mandatory Policy 1.0
· Apprenticeship Policy
· Providing Employment Reference Policy
· Checking Professional Registration and Revalidation Policy
· Medical Appraisal and Revalidation Policy
· Remediation & Rehabilitation of Doctor's Performance Policy


[bookmark: _bookmark78][bookmark: _bookmark79]
[bookmark: _Toc146205061]Organisational Development

The Organisational Development (OD) Team are part of the People and Culture Directorate. We work with all teams and service across the Trust.

Our main areas of work are:
Personal development, Career Development, Coaching, Mentoring, Leadership Development, Talent Management, Health & Wellbeing, Service Improvement, Change and transformation, Team Development, Bespoke Interventions and Staff Engagement.

Please get in touch if we can help. Our current OD Business Partner is:
mairead.heslin1@nhs.net


Wellbeing
We are also part of the People and Culture Directorate Wellbeing and are committed to improving the working lives of all our staff. The Trust has a number of policies and many sources of support to help staff achieve a balance between home and work. For more information, please see our intranet and Trust communications.

Tailored support available for staff includes:

· A safe space to chat or speak about your struggles and wellbeing needs with a trained wellbeing professional
· Exploring your wellbeing needs and providing access to services accordingly
· Support with the identification of common or serious mental health difficulties, to assess signpost and fast-track referrals into existing services
· Wellbeing workshops
· Personalised online therapy
· Online guided self-help resources
· Group therapy including cognitive behavioural therapy (CBT)
· A range of low and high intensity therapies according to your needs








Staff Wellbeing Champions

Kadijah Al Maajid   Wellbeing Champion London khadija.al-maajid@nhs.net  

For staff who are working within London please see:

https://keepingwellnel.nhs.uk/?dm_i=1TXQ%2C7G1TK%2C4JMD6U%2CU98DR%2 C1

For staff who are working within Bedfordshire and Luton please see:

https://www.keepingwellblmk.nhs.uk/?dm_i=1TXQ,7G1TK,4JMD6U,U98DW,1


In addition, please get in touch if we can help elft.employee.engage@nhs.net



[bookmark: Booking_Nursing_and_Admin_Agency_Staff][bookmark: _bookmark81][bookmark: _bookmark82][bookmark: Accessibility][bookmark: _bookmark83][bookmark: _bookmark84][bookmark: _Toc146205062]Accessibility
Practices have been provided with an accessibility Toolkit Staff folder for your team – please save where appropriate on your shared drive and alert team that it is a resource that is there to support them around accessibility e.g. do’s and don’ts / posters for display for example:
· Info around what the PPG is and how to join
· Posters to display by all practices via an information board are:
· Accessible Info Poster
· People Participation Structure – to be on display where the PPG info is on display.
· You should have a People Participation Notice Board – that houses all the PPG information
· People Participation Poster Easy Read – this needs to be on display where the PPG info is
· Accessing GP Services during Covid-19 poster
· Interpreting/Translation Services available poster
· Point to your language (this is to be printed and kept at Reception)

Who can help you?

	Name
	Role
	Telephone
	Email

	Sarah Needham
	People Participation
Lead 
	07776482337
	sarah.needham15@nhs.net  




Other point or sources of information which may be useful:

Website additions to consider: 
An additional page or added to the Accessibility section already there:
· Links, audio track on NHS Accessible Information Standard: https://soundcloud.com/nhsengland/sets/accessible-information-standard- overview
· BSL friendly video on the NHS Accessible Information Standard:
https://youtu.be/WWrZlEu_KhQ
· Documents - Add these documents if you have ability to upload documents
· Summary of Accessible Information easy read 
· Summary of Accessible Information standard 
· Something added at the end of the PPG Registration form that gives patient the opportunity to disclose any accessibility needs before submitting
· [bookmark: _bookmark85][bookmark: _bookmark86]Social Media - NHS England have launched an information pack for general practice on communications and we would like practices to develop the suggested info graphics for use in advertising that you are still open during the pandemic.
· How information displays should look within your waiting area: 


Accessibility Checklist for use by practices

	Statement
	Yes
	No
	Unsure

	Disabled access
	
	
	

	We have enough disabled parking
	
	
	

	We have at least a 3 metre slope from entrance
	
	
	

	There is a handrail either side of the slope
	
	
	

	Our front door is at least 36 inches wide
	
	
	

	There is a low threshold floor bar at the entrance
	
	
	

	The signage for disabled toilet access is at eye level
	
	
	

	The disabled toilet has a door at least 36 inches wide
	
	
	

	There is a caution sign for very hot water in the disabled toilet
	
	
	

	We have a Falls Procedure
	
	
	

	The disabled toilet hygiene products are at a suitable height
	
	
	

	The disabled toilet has at least a 1 metre turning circle
	
	
	

	We have an alarm system in the disabled toilet
	
	
	

	Our Fire Exits are accessible by wheelchair
	
	
	

	We have seats appropriate for those with limited mobility
	
	
	

	Communication
	
	
	

	We can arrange for an interpreter when necessary for those where language is a barrier
	
	
	

	We have a hearing loop
	
	
	

	We can arrange for a BSL interpreter for those with hearing impairment
	
	
	

	The counter at Reception is at a height accessible for wheelchair users to communicate easily with staff
	
	
	

	We have a website that is user friendly for those with accessibility needs
	
	
	

	We have a “Point to your language” table for non-English Speaking patients available at Reception
	
	
	

	Patients can contact the surgery via;
	
	
	

	· Email
	
	
	

	· Text
	
	
	

	· Phone
	
	
	

	· Website
	
	
	

	Information
	
	
	

	We are displaying info in our Waiting area on The Accessibility Information Standard
	
	
	

	We are displaying information in our Waiting area explaining that interpreting services are available
	
	
	

	We let patients know that information is available in different formats e.g. Braille / Easy Read
	
	
	

	We have information on our website explaining the Accessibility information standard
	
	
	

	We have a toolkit for supporting staff to meet the needs of patients with accessibility issues
	
	
	

	We have a member of staff who is our Accessibility Champion (People Participation Lead)
	
	
	

	We are displaying information that encourages patients to let Reception know if they have accessibility needs that we are unaware of
	
	
	

	We ask patients if they have accessibility needs upon registration
	
	
	

	We record accessibility needs of all patients
	
	
	





[bookmark: _bookmark87][bookmark: _Toc146205063]Translation Services

Bedfordshire practices under BLMK ICB for interpretation and translation services

There are two translation services, one for spoken and one for non-spoken:

DA Languages for spoken languages - Award Winning Translation Agency | DA Languages

Language Empire for non-spoken languages – https://www.language-empire.net/

Video link: https://vimeo.com/693451065/fc0f4524d5




Process for London Practices
Language Line Interpreting Services
This service provides face-to-face interpreting, telephone interpreting, video interpreting and an online booking management system.
Language Line’s Telephone Interpreting Service
This is an established and proven 24/7/365 on-demand and flexible service. It is easy to access via any telephonic equipment and   can   facilitate   communication   in   over 200 languages. With this service, you may:
· Hold a conversation with a limited English patient when they are with you
· Connect to an interpreter and call the patient (3rd party dial out)
· Take a call from the patient and connect to an interpreter (if your phone has a conference facility)
· Facilitate interpreting support for any Attend Anywhere appointments, by muting the audio through the laptop and using LanguageLine’s third party dial-out facility.

Language Line Face to Face Interpreting Service
This provision provides you with an interpreter for those appointments that require a physical presence (please refer to the trust guidelines). You will need to pre-book these sessions using the online booking portal. Please remember to cancel the interpreter if the clinical consultation itself is cancelled. There is a one-hour minimum charge for the face-to-face service irrespective of the actual interpreting usage.
Language Line Video Interpreting Service (InSight).
This is a secure, end-to-end encrypted, on-demand platform that facilitates video face-to-face communication in 40 of the most common languages within London including BSL. This award-winning service is designed for when the patient is with you. It also provides the option to access the telephone service - all through one-touch app-based access. The service needs a stable Wi-Fi or good roaming connection but can be accessed through smartphones, tablets, laptops, and desktops (with a camera facility).

Website https://www.languageline.com/uk 

https://languageshop.org/ 


[bookmark: Equipment][bookmark: _bookmark88][bookmark: _bookmark89][bookmark: _Toc146205064]Equipment

Medical equipment is any device that is used in the rendering of patient care. Medical equipment is inventoried, tracked and maintained by Key Health Solutions clinical engineers. The accountability for ensuring this process happens is you the end user.

Calibration
All practices have access to a calibration. ELFT has the below company for Service and maintenance of medical equipment
https://www.avensysmedical.co.uk/
Phone: 01562 745 858

Medical devices
Any issues related to medical devices contact ELFT team at elft.medicaldevices@nhs.net

PAT testing
A 2 yearly cycle facilitated by the estates team.


[bookmark: Estates][bookmark: _bookmark90][bookmark: _bookmark91][bookmark: _Toc146205065]Estates

Estates & Facilities look after Trust buildings.

The Helpdesk prioritises jobs according to urgency. Jobs logged for non-urgent maintenance will be passed to the contractors and attended to as part of the monthly community maintenance days. Ensure a record of logged jobs is kept locally to avoid duplication.


Who can help you?

	Leighton Road Surgery

	Rydons – Grovebury Road

	0845 269 5914
	erithhelpdesk@rydon.co.uk 

	Cauldwell Medical Centre

	Other issues: (maintenance / cleaners etc.)
Emergency -
	01234 792 016
01234 355 122
	https://bedfordhospital.mi cadhd.net/

	Capital Project Officer - Mark Duffin Bedford Hospital
	01234 792
058 x2800
	

	Apcoa Parking UK (car park) Raj Singh
	01234 792 168
	raj.singh@apcoa.com

	Bramingham Park Medical Centre

	NHS PS
Sarah Jerocritou 
	
	

	Kingsway Health Centre

	NHS PS
Sarah Jerocritou 
	
	

	Health E1
	
	

	Barts Health Helpdesk
	02082238697
	Estates_helpdesk@barts health.nhs.uk

	Newham Transitional Practice





	CHP (Community Health Partnership)
For big works, contact ELFT Estates Dep.
	0161 509 3350

01895 671 478
	c.services@communityhe althpartnerships.co.uk

	Greenhouse Practice

	NHS PS
For big works, contact ELFT Estates Dep.
	0800 085 3015

01895 671 478
	https://www.property.nhs. uk/contact-us/

	Main ELFT Estates & Facilities department

	ELFT Estates Helpdesk - OPTIMUM
	01895 671 478
	servicedesk@ogs.eu.com

	[bookmark: _bookmark92]David Stevens
	Director of Estates &
Capital Development
	0207 655 4043
	

	Frank Riedel
	Associate Director of Capital Development & Property Management
	02081215629
07973 227902
	Frank.riedel@nhs.net

	Adam
	Energy & Environmental
	02081215634
	Adam.toll@nhs.net

	Toll
	Manager
	/07815956091
	




Estates policies and procedures of interest:





[bookmark: _MON_1742904884][bookmark: Flu_Vaccination_ordering][bookmark: _bookmark93][bookmark: _bookmark94]

[bookmark: _Toc146205066]Flu Vaccination Ordering

The Practice Manager and Lead Clinician will review the usage of vaccines in the current season and estimate how much will be ordered for the year ahead. Orders should be placed by the end of January (end of the current flu season) for the next flu season. Flu clinics are booked after the first vaccines have been delivered.

Health E1, The Greenhouse Practice and Newham Transitional Practice adult flu vaccines are ordered from, and delivered by, ELFT Pharmacy. Newham Transitional Practice order children’s flu vaccines from ImmForm.

Cauldwell Medical Centre and Leighton Road Surgery order their adult vaccines from Seqirus. Children’s flu vaccines are ordered from ImmForm.
Seqirus also have an online platform and contact details as follows: 
Login or signup easily at flu360.co.uk
Telephone: 0345 0093 804
Email: flu.salesuk@seqirus.com

[bookmark: COVID-19][bookmark: _bookmark95][bookmark: _bookmark96]
[bookmark: Primary_Care_Networks][bookmark: _bookmark97][bookmark: _bookmark98][bookmark: _Toc146205067]Primary Care Networks

[bookmark: _bookmark99]PCNs were introduced in July 2019 based around populations of 30,000-50,000, an ideal size seen to be small enough for personalised care and population health management but large enough for the sharing of at-scale staffing and back-office functions to support resilience. PCNs in response to a funding deal higher than inflation, and the rest of the NHS, have been committed to delivering 7 of the NHS Long term plan aims, by the introduction of 7 nationally directed services over 3 years and support them in delivering this the funding comes in the way of part cash and mostly additional staffing.

We really want to ensure that every practice works as a strong partner within their local PCN. Being active refers into the shared additional staffing roles and supporting the delivery of integration and the 7 national DES specifications.






Who can help you?

	Practice
	PCN
	Clinical Director
	Manager

	Bramingham Park Medical Centre
	Phoenix Sunrisers
	
	Farkhanda Mehmood
f.mehmood@nhs.net 

	Cauldwell Medical Centre
	East Bedford PCN
	Dr T J Gill
tajvir.gill@nhs.net

	Carolyn Boyd
carolyn.boyd1@nhs.net 

	Greenhouse
	Well Street Common, Hackney
	Dr Simirit Degun
s.degun@nhs.net 
	Christine Sanders

	HealthE1
	Network 2 /East End Health
Network Tower Hamlets
	Dr Spyros Symmiakou
	Ashraf Ullah

	Kingsway Health Centre
	Phoenix Sunrisers
	
	Farkhanda Mehmood
f.mehmood@nhs.net

	Newham Transitional Practice
	Stratford PCN
	Dr Subir Sen
	Manuel Antony 

	Leighton Road Surgery
	Leighton Buzzard PCN (Leighton-Linslade Connections)
	Dr John Henderson and Dr Laura Lewis
	Manager - Stephanie King Operations Manager 




Key things PCNs are commissioned to do (this is not exhaustive):

Enhanced health and care in care homes –
 (Contractual delivery with Community Services). A PCN must work with community service providers ‘whose contracts will describe their responsibility in this respect’, and other relevant partners, to establish and coordinate a multidisciplinary team (“MDT”) to deliver these Enhanced Health in Care Homes service requirements. Includes, leading an MDT, lead accountable named clinician, weekly ward rounds, alignment to a single PCN of care homes and establish protocols between the care home and with system partners for information sharing, shared care plans.

Structured Medications Scheme - use appropriate tools to identify and prioritise the PCN’s patients who would benefit from a structured medication review, which must include patients in care homes, with complex and problematic polypharmacy, specifically those on 10 or more medications. On medicines commonly associated with medication errors. With severe frailty, those who are particularly isolated or housebound patients, or who have had recent hospital admissions and/or falls, and using potentially addictive pain management medication.

Early diagnosis of cancer – includes review the quality of the PCN’s Core Network Practices’ referrals for suspected cancer against the recommendations of NICE Guideline 1252 and make use of clinical decision support tools. Practice-level data to explore local patterns in presentation and diagnosis of cancer, and where available, the Rapid Diagnostic Centre pathway for people with serious but non-specific symptoms. Build on current practice to ensure a consistent approach to monitoring patients who have been referred urgently with suspected cancer or for further investigations to exclude the possibility of cancer (‘safety netting’), in line with NICE Guideline 12. Ensure that all patients are signposted to, or receive information on, their referral including why they are being referred, the importance of attending appointments and where they can access further support. Contribute to improving local uptake of National Cancer Screening Programmes.

· Collaboration with the Community Trust - A PCN must agree with local community services providers how providers will work together, including agreed communication channels, agreed representatives, and how any joint decisions will be taken. A PCN must detail the arrangements with its local community services provider(s) in Schedule 7 of the Network Agreement

· Additional Roles Workforce Intentions Submission– Submit to NHSE which will feed HEE their 4-year additional roles recruitment plan – setting out which and how many of each role they will recruit over the years

· Collaboration with the Mental Health Trust and Community Pharmacy. A PCN must detail its arrangements with community mental health providers, and community pharmacy (via the community pharmacy nominated Pharmacy PCN Lead) in Schedule 7 of the Network Agreement.

Impact and Innovation Fund – A population health improvement-based scheme, which encourages PCNs to meet high-level patient outcomes metrics. This scheme started small in 20/21 (worth around £25k per PCN rising to approx. £240k per PCN by 23/24 for full achievement).

To support the delivery of all the above and the future schemes to come – PCNs are resourced with some main funding streams in an additional roles scheme which is worth £12per weighted head of the PCNs registered population by 23/24. PCNs also receive £1.50 per head for administering the PCN (year on year) by way of leadership and a payment depending on PCN size for the clinical director. PCNs also receive this year a fair share of £43.7m in PCN development funding which nationally this year is focused on:

To recruit, embed and retain new roles to support the delivery of the workforce manifesto commitments (26,000 additional primary care professionals and 6,000 additional GPs) that reflect workload, activity and increase capacity across PCNs. Staff will be supported to have the skills and capability to operate effectively across networks and as part of integrated teams. Staff induction, clinical supervision and a focus on staff wellbeing and resilience, along with support to model demand and re-design ways of working should help embed the new workforce

To enhance integration by building on the work that’s already happened with care homes and community pharmacy in response to Covid-19 and strengthening this through multi-disciplinary team ways of working with community & mental health services, secondary care and other care and wellbeing providers. Working with patients, their carers’ and the wider community will be essential to create a joint model of proactive and personalised care.

To continue to improve access by embedding the use of total triage and remote consultation; cutting waiting times and supporting the interface between primary, community and secondary care.

To reduce health inequalities, enhancing population health management locally with a focus on prevention recognising the inequality in relation to COVID-19 and those groups who may have been disproportionally disadvantaged.


Additional roles (ARRS) and the £ available to PCNs
The ARRS is intended to deliver 26,000 extra staff by 2023/24. Recruitment through the scheme has been strong, and as of 31 December 2022 stands at 25,262 additional FTE. PCNs are on track to meet the 26k target for March 2024 over a year early.

Additional resources to those originally agreed in 2019/20 continue to be available for the ARRS as shown at row (B) of the table below to give total funding of £1,412 million in 2023/24.

[image: ]


The 14 Additional roles which can be funded via from 2020/21
· Nursing Associates (Band 4) 
· Trainee Nursing Associate (Band 3) 
· Social Prescribing Link Worker (band 4 or 5)
· Care Coordinator role (band 4 or 5)
· Pharmacy Technician role (Band 5)
· Health and Wellbeing Coach role (Band 5)
· Occupational Therapist role (Band 7)
· Dietician role (Band 7)
· Podiatrist role (Band 7)
· Clinical Pharmacist role (band 7 or 8a)
· MSK Physiotherapist (band 8a)
· [bookmark: _bookmark101]Physicians Associate (band 8a)


Additional roles which can be funded from April 2021
All the above and there will also be the introduction of two new roles (to make 14) to the additional roles scheme and they are:
· Mental Health Therapists (band 7) and
· Community Paramedic Practitioners (approx. band 6 or 7)




[bookmark: Key_contacts_for_the_Primary_Care_Direct][bookmark: _bookmark102]
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	Abbreviations
	Meaning

	APMS
	Alternative Provider Medical Services

	ARRS
	Additional Roles Reimbursement Scheme

	BDU
	Business Development Unit

	CAS
	Central Alert System

	CMO
	Chief Medical Officer

	CQC
	Care Quality Commissioning

	DES
	Directed Enhanced Service

	DMT
	Directorate Management Team

	DSE
	Display Screen Equipment

	ELFT
	East London Foundation Trust

	FFT
	Friend and Family Test

	FGM
	Female Genital Mutilation

	FTSU
	Freedom To Speak Up

	GP
	General Practitioner

	H&S
	Health and Safety

	ICB
	Integrated Care Board

	JDs
	Job Descriptions

	KPIs
	Key Performance Indicators

	LES
	Local Enhanced Services

	MDT
	Management Directorate Team

	MHRA
	Medicines and Healthcare products Regulatory Agency

	NHSE
	National Health Service England

	NHSI
	National Health Service Improvement

	NICE
	National Institute for Health and Clinical Excellence

	PALS
	Patient Advice Liaison Service

	PBCGM
	Practice Based Clinical Governance Meeting

	PC
	Primary Care

	PCD
	Primary Care Directorate

	PCN
	Primary Care Network

	PPG
	People Participation Group

	PPL
	People Participation Lead

	PREM
	Patient Reported Experience Measures

	PSA
	Patient Safety Alert

	QA
	Quality Assurance

	QAC
	Quality Assurance Commission

	QAF
	Quality Assurance Framework

	QAG
	Quality Assurance Group

	QCL
	Quality & Compliance Lead

	QI
	Quality Improvement

	SBS
	Shared Business Services

	SFIs
	Standing Financial Instructions

	SIs
	Serious Incidents

	TOR
	Terms of Reference
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Standard Operating Procedure 

IT Escalation Routes - Primary Care





Greenhouse Practice



		Service

		Escalation



		

Network / Wi-Fi 

		Requests should go to ITS Digital (support@itsdigital.co.uk / 01234383030). 



If anything needs to be escalated, there is an escalation route via the Helpdesk Manager (helpdesk.manager@itsdigital.co.uk / call the same number and ask to speak to the manager).



		Mobile phones

		Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



		Desk phones

		Requests should go to ITS Digital (support@itsdigital.co.uk / 01234383030). 



If anything needs to be escalated, there is an escalation route via the Helpdesk Manager (helpdesk.manager@itsdigital.co.uk / call the same number and ask to speak to the manager).



		Clinical systems (EMIS Web)

		Call raised directly with TPP 

· 0113 205 0099

Call raised directly with EMIS

· 0330 024 1270

· Raise a ticket via https://www.emisnow.com/csm

If the problem is identified as a network issue, they need to refer to their network support provider.

If the problem is identified as a hardware issue, they need to refer to whoever supports the laptop/PC.



		Hardware support

		ELFT Devices

Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



ICB Devices

Requests should go to ITS Digital (support@itsdigital.co.uk / 01234383030). 



If anything needs to be escalated, there is an escalation route via the Helpdesk Manager (helpdesk.manager@itsdigital.co.uk / call the same number and ask to speak to the manager).





		Prescription / General / Brother printing

		Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004





		Apogee Printers

		Each printer has a sticker on the side with an ID and contact details for Apogee. Users will have to call or e-mail Apogee with the printer ID and Apogee will investigate the fault remotely and if required assign an engineer to visit the site.



Tel: 03453009955

E-mail: Callcentre@apogeecorp.com





























Leighton Road Grovebury & GPSU



		Service

		Escalation



		

Network / Wi-Fi 



		Requests should go to ITS Digital (support@itsdigital.co.uk / 01234383030). 



If anything needs to be escalated, there is an escalation route via the Helpdesk Manager (helpdesk.manager@itsdigital.co.uk / call the same number and ask to speak to the manager).





		Desk phones 



		Requests should go to ITS Digital (support@itsdigital.co.uk / 01234383030). 



If anything needs to be escalated, there is an escalation route via the Helpdesk Manager (helpdesk.manager@itsdigital.co.uk / call the same number and ask to speak to the manager).





		Mobile phones

		Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004





		Clinical systems (EMIS Web)

		Call raised directly with TPP 

· 0113 205 0099

Call raised directly with EMIS

· 0330 024 1270

· Raise a ticket via https://www.emisnow.com/csm

If the problem is identified as a network issue, they need to refer to their network support provider.

If the problem is identified as a hardware issue, they need to refer to whoever supports the laptop/PC



		Hardware support

		ELFT Devices

Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



ICB Devices

Requests should go to ITS Digital (support@itsdigital.co.uk / 01234383030). 



If anything needs to be escalated, then they have an escalation route via their Helpdesk Manager (helpdesk.manager@itsdigital.co.uk / call the same number and ask to speak to the manager).





		Prescription / General / Brother printing

		Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004





		Apogee Printers

		Each printer has a sticker on the side with an ID and contact details for Apogee. Users will have to call or e-mail Apogee with the printer ID and Apogee will investigate the fault remotely and if required assign an engineer to visit the site.



Tel: 03453009955

E-mail: Callcentre@apogeecorp.com

































Cauldwell Medical Centre



		Service

		Escalation



		

Network / Wi-Fi 



		ELFT network: Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



ITS network: Requests should go to ITS Digital (support@itsdigital.co.uk / 01234383030). 



If anything needs to be escalated, there is an escalation route via the Helpdesk Manager (helpdesk.manager@itsdigital.co.uk / call the same number and ask to speak to the manager).







		Mobile Phone

		Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



		Desk phones 



		Requests should go to ITS Digital (support@itsdigital.co.uk / 01234383030). 



If anything needs to be escalated, there is an escalation route via the Helpdesk Manager (helpdesk.manager@itsdigital.co.uk / call the same number and ask to speak to the manager).



		Clinical systems (EMIS Web)

		Call raised directly with TPP 

· 0113 205 0099

Call raised directly with EMIS

· 0330 024 1270

· Raise a ticket via https://www.emisnow.com/csm

If the problem is identified as a network issue, they need to refer to their network support provider.

If the problem is identified as a hardware issue, they need to refer to whoever supports the laptop/PC



		Hardware support

		ELFT Devices

Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



ICB Devices

Requests should go to ITS Digital (support@itsdigital.co.uk / 01234383030). 



If anything needs to be escalated, there is an escalation route via the Helpdesk Manager (helpdesk.manager@itsdigital.co.uk / call the same number and ask to speak to the manager).





		Prescription / General / Brother printing

		Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



		Apogee Printers

		Each printer has a sticker on the side with an ID and contact details for Apogee. Users will have to call or e-mail Apogee with the printer ID and Apogee will investigate the fault remotely and if required assign an engineer to visit the site.



Tel: 03453009955

E-mail: Callcentre@apogeecorp.com























Newham Transitional Practice



		Service

		Escalation



		

Network / Wi-Fi 



		Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



		Mobile Phones

		Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



		Desk Phones

		Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



		Clinical systems (EMIS Web)

		Call raised directly with TPP 

· 0113 205 0099

Call raised directly with EMIS

· 0330 024 1270

· Raise a ticket via https://www.emisnow.com/csm

If the problem is identified as a network issue, they need to refer to their network support provider.

If the problem is identified as a hardware issue, they need to refer to whoever supports the laptop/PC.



		Hardware support

		ELFT Devices

Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



		Prescription / General / Brother printing

		Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004





		Apogee Printers

		Each printer has a sticker on the side with an ID and contact details for Apogee. Users will have to call or e-mail Apogee with the printer ID and Apogee will investigate the fault remotely and if required assign an engineer to visit the site.



Tel: 03453009955

E-mail: Callcentre@apogeecorp.com











































































Health E1 



		Service

		Escalation



		

Network / Wi-Fi related issues 



		Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



		Mobile Phones

		Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



		Desk Phones

		Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



		Clinical systems (EMIS Web)

		Call raised directly with TPP 

· 0113 205 0099

Call raised directly with EMIS

· 0330 024 1270

· Raise a ticket via https://www.emisnow.com/csm

If the problem is identified as a network issue, they need to refer to their network support provider.

If the problem is identified as a hardware issue, they need to refer to whoever supports the laptop/PC.



		Hardware support

		ELFT Devices

Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



		Prescription / General / Brother printing

		Requests should go to the ELFT service desk

· Raise a request on the service desk portal, or

· Call the service desk at 02076554004



		Apogee Printers

		Each printer has a sticker on the side with an ID and contact details for Apogee. Users will have to call or e-mail Apogee with the printer ID and Apogee will investigate the fault remotely and if required assign an engineer to visit the site.



Tel: 03453009955

E-mail: Callcentre@apogeecorp.com
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PRIMARY CARE DIRECTORATE LEAVE RECORD 

YEAR: 1 APRIL 2023 - 31 MARCH 2024



		Name

		

		Annual leave entitlement (pro rota/ minus bank holidays)

		



		WTE

		

		Bank holiday entitlement (pro rata)

		



		Years of NHS reckonable service 

(as verified by People & Culture)	

		

		Number of days carried over from the previous year 

(with manager approval signiture)

		



		Annual Leave Calculator (2023-2024)

		



		Exceptional work attendance in 22/23 (with P&C, managerial and ESR verification)

		







		ANNUAL LEAVE



		Date request made

		Date from

		Date to

		Days/ Hours requested

		Days/ Hours remaining

		Managers signature



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		







		SICKNESS / CPD/ CARERS OTHER LEAVE



		Date request made

		Date from

		Date to

		Days / Hours requested 

		Days / Hours remaining 

		Managers signature



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		







		Please Note



		Annual leave can only be calculated in full months



Your line manager is responsible for calculating and agreeing your entitlement to annual leave and Bank Holidays.



If you have any further queries regarding annual leave please contact your line manager or P&C representative



Primary Care directorate team does not work bank holidays, they should be booked off on the basis of days worked at the beginning of the year 



All annual leave records should be kept by both the individual and manager for a minimum of 6 years

  

Exceptional leave needs to be approved by both People & Culture and your line manager    

 

All long service leave awards should be verified before award – a spreadsheet of NHS reckonable service can be found by asking People and Culture.



The full time bank holiday entitlement for April 2023 - March 2024 is 10 days.



		Entitlement on Joining



		Your entitlement in your first year is calculated on the number of complete calendar months you are due to work after the date of joining and before the end of the leave year.



If your employment begins in the first seven days of the month, you will receive the full annual leave entitlement in respect of that month; if it begins on or after the eighth day of the month will not receive leave entitlement for that month.



		Working Part-time, or a Non-standard Week (e.g. shifts)



		If you work part time or you work a full time equivalent in a non-standard week (e.g. you work 37.5 hours in 4 days or do shifts) you need to calculate your annual leave in hours, not days.   



Your total leave entitlement is Annual Leave + Bank Holidays and is calculated pro-rata.



If a Bank Holiday falls on a day that you would normally work, you must deduct the number of normal working hours from your total leave entitlement. No deductions are made for bank holidays NOT falling on a day you would normally work.



		



		



		This calculator will calculate hours in a decimal format so remember to round up these figures



		 

		e.g.

		

		35.1







		 

		 

		 

		 

		 

		 



		 

		 

		35.2

		 

		 

		 

		 

		 

		 



		 

		 

		35.3

		 all equal

		35 and a half hours

		 

		 

		 



		 

		 

		35.4

		 

		 

		 

		 

		 

		 



		 

		 

		35.5

		 

		 

		 

		 

		 

		 



		 

		 

		

		35.6







		 

		 

		 

		 

		 

		 



		 

		 

		35.7

		 all equal

		36 hours

		 

		 

		 

		 



		 

		 

		35.8

		

		

		 

		 

		 

		 



		 

		 

		35.9

		 

		 

		 

		 

		 

		 





 

2



image1.jpeg

NHS|

East London
NHS Foundation Trust






image2.emf

AfC Annual Leave  Calculator 2023_2024.xlsx




AfC Annual Leave Calculator 2023_2024.xlsx

Home





						Annual Leave Calculator (April 2023 - March 2024) 





						CALCULATE LEAVE FOR FULL YEAR, LESS THAN A YEAR OR PART TIME








						Please Note


						Annual leave can only be calculated in full months


						Your line manager is responsible for calculating and agreeing your entitlement to annual leave and Bank Holidays.


						Entitlement on Joining


						* Your entitlement in your first year is calculated on the number of complete calendar months you are due to work after the date of joining and before the end of the leave year.                                                                                                                                                                                                                       


						* If your employment begins in the first seven days of the month, you will receive the full annual leave entitlement in respect of that month; if it begins on or after the eighth day of the month will not receive leave entitlement for that month.


						* If you start part way through the year or leave earlier than March, only insert the bank holidays during this period.


						Working Part-time, or a Non-standard Week (e.g. shifts)


						*If you work part time or you work a full time equivalent in a non-standard week (e.g. you work 37.5 hours in 4 days or do shifts) you need to calculate your annual leave in hours, not days.                                                                                                                                                 * Your total leave entitlement is Annual Leave + Bank Holidays and is calculated pro-rata.                                                                                                                                                                         * If a Bank Holiday falls on a day that you would normally work, you must deduct the number of normal working hours from your total leave entitlement. No deductions are made for bank holidays NOT falling on a day you would normally work.








						This calculator will calculate hours in a decimal format so remember to round up these figures


									e.g.			35.1


												35.2


												35.3			 all equal			35 and a half hours


												35.4


												35.5


												35.6


												35.7			 all equal			36 hours


												35.8


												35.9


						If you have any further queries regarding annual leave please contact your line manager or HR representative


						Please print and retain a copy of your annual leave calculation, keep one copy for yourself and put another on your personal file.


						The full time bank holiday entitlement for April 2023 - March 2024 is 10 days.

















Calculator


			Calculating for Full Year, Less than a Year or Part Time 


			(April 2023 - March 2024)


						Annual Leave Entitlement





									Select Dates


												From:			1-Apr-23			to 			31-Mar-24


															0						12


																					=			12			month/s








									Select Service Length			Full Time annual leave entitlement - 27 (under 5 years, 29 (under 10 years) or 33 (over 10 years)																		27








									Insert Hours			Hours worked per week																		37.5








									Select Bank Holidays			No. Bank Holidays occuring during above period (See 'Bank Holiday 23/24' table below)																		10








									Bank Holiday 23/24									202.5			Annual Leave (Hours)


									Good Friday (Friday)			07 April 2023


									Easter Monday (Monday)			10 April 2023


									Early May Bank Holiday (Monday)			01 May 2023						75.0			Bank Holiday Entitlement (Hours)


									Coronation of King Charles III (Monday)			08 May 2023


									 Spring bank holiday (Monday)			29 May 2023


									Summer Bank Holiday (Monday)			28 August 2023						277.5			Total Leave Entitlement (Hours)


									Christmas Day (Monday)			25 December 2023


									Boxing Day (Monday)			26 December 2023


									New Year's Day (Monday)			01 January 2024


									Good Friday (Friday)			29 March 2024











																								Home Page










































































Data





			4/1/23			4/30/23			27			4/1/23			0						4/30/23			1


			5/1/23			5/31/23			29			5/1/23			1						5/31/23			2


			6/1/23			6/30/23			33			6/1/23			2						6/30/23			3


			7/1/23			7/31/23						7/1/23			3						7/31/23			4


			8/1/23			8/31/23						8/1/23			4						8/31/23			5


			9/1/23			9/30/23						9/1/23			5						9/30/23			6


			10/1/23			10/31/23						10/1/23			6						10/31/23			7


			11/1/23			11/30/23						11/1/23			7						11/30/23			8


			12/1/23			12/31/23						12/1/23			8						12/31/23			9


			1/1/24			1/31/24						1/1/24			9						1/31/24			10


			2/1/24			2/29/24						2/1/24			10						2/29/24			11


			3/1/24			3/31/24						3/1/24			11						3/31/24			12
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PRIMARY CARE DIRECTORATE LEAVE RECORD (MEDICAL) 

YEAR: 1 APRIL 2023 - 31 MARCH 2024



		Name

		Dr Peter Buchman

		Bank holiday entitlement - pro rota (see notes)

		



		WTE / Sessions

		

		Number of days carried over from the previous year 

(with manager approval signiture)

		



		Annual leave entitlement (30 / pro rota)

(minus bank holidays)

		

		Exceptional work attendance in 22/23 (with P&C, managerial and ESR verification)

		



		Statutory days (2 days / pro rata)

		

		Total

		







		ANNUAL LEAVE



		Date request made

		Date from

		Date to

		Days/ Hours requested

		Days/ Hours remaining

		Managers signature



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		







		SICKNESS / CPD/ CARERS OTHER LEAVE



		Date request made

		Date from

		Date to

		Days / Hours requested 

		Days / Hours remaining 

		Managers signature



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		







		Please Note



		Annual leave can only be calculated in full months



Your line manager is responsible for calculating and agreeing your entitlement to annual leave and Bank Holidays.



If you have any further queries regarding annual leave please contact your line manager or P&C representative



Primary Care directorate team does not work bank holidays, they should be booked off on the basis of days worked at the beginning of the year 



All annual leave records should be kept by both the individual and manager for a minimum of 6 years

  

Exceptional leave needs to be approved by both People & Culture and your line manager    

 

The full time bank holiday entitlement for April 2023 - March 2024 is 10 days.



		Entitlement on Joining



		Your entitlement in your first year is calculated on the number of complete calendar months you are due to work after the date of joining and before the end of the leave year.



If your employment begins in the first seven days of the month, you will receive the full annual leave entitlement in respect of that month; if it begins on or after the eighth day of the month will not receive leave entitlement for that month.



		Working Part-time, or a Non-standard Week (e.g. shifts)



		If you work part time or you work a full time equivalent in a non-standard week (e.g. you work 37.5 hours in 4 days or do shifts) you need to calculate your annual leave in hours, not days.   



Your total leave entitlement is Annual Leave + Bank Holidays and is calculated pro-rata.



If a Bank Holiday falls on a day that you would normally work, you must deduct the number of normal working hours from your total leave entitlement. No deductions are made for bank holidays NOT falling on a day you would normally work.



		



		



		This calculator will calculate hours in a decimal format so remember to round up these figures



		 

		e.g.

		

		35.1







		 

		 

		 

		 

		 

		 



		 

		 

		35.2

		 

		 

		 

		 

		 

		 



		 

		 

		35.3

		 all equal

		35 and a half hours

		 

		 

		 



		 

		 

		35.4

		 

		 

		 

		 

		 

		 



		 

		 

		35.5

		 

		 

		 

		 

		 

		 



		 

		 

		

		35.6







		 

		 

		 

		 

		 

		 



		 

		 

		35.7

		 all equal

		36 hours

		 

		 

		 

		 



		 

		 

		35.8

		

		

		 

		 

		 

		 



		 

		 

		35.9
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EXAMPLE TIMESHEET
MONTHLY SALARY RETURN

NAME: x0000000000000000000X

PAYROLL ASSIGNMENT NUMBER.
FAILURE TO COMPLETE THESE SECTIONS MAY RESULT IN DELAY IN PAYMENT

COST CENTRE; 000

BAND/GRADE:.

MONTH ENDING DATE SEPTEMBER 2020

FULLTIME OR PART TIME -

19

22[23[24[25[26 [2728 [29 ]30]31]T0TAS

“ADDITIONAL
BASIC

3
5

SAT.
ENHANCED

B
5

SUN.
ENHANCED

BIHOL.
ENHANCED

NIDUTY
ENHANCED

UNSOCIAL
ENHANCED

WEEKDAY
o

'SATURDAY
o

SUNJBHOL
o

NIDUTY
o

REMARKS:

FALSIFICATION OF THIS TIMESHEET MAY RESULT IN SUMMARY DISMISSAL IN ACCORDANCE WITH THE DISCIPLINARY RULES OF THIS TRUST.

SIGNATURE OF EMPLOYEE:

AUTHORISED BY MANAGERHEAD OF DEPARTMENT:

DATE:

DATE:

This timesheet must be returned to the University Hospital’s Birmingham NHS Foundation Trust, East London NHS Foundation Trust Payroll Team, PO Box 16967,
Edgbaston, Birmingham B15 6TT, by no later than the 5th of the following month, or the next available working day if this falls on a weekend.
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Patient Information and Noticeboards 


This is a listing of information to be displayed in areas of the Trust. It tells you who to contact if you want to add key information for 


your service users or if you want to refresh tatty items. 


Displaying Information Safely 


Notices need to be displayed behind safety glass on a notice board, or be plastic-coated so they can be wiped clean to reduce dust accumulating causing an 


infection risk. Laminating should be used with caution if the sharp edges could present a risk to the client group. Foam board posters are long-lasting and 


cleanable. 


Noticeboards can be purchased via the stationery company (clares)  


You will need to contact your Estates Helpdesk to get these installed.  


Keeping it Real and Relevant 


Some of the information listed below is optional depending on its relevance to your service.  


E means the item is essential and should be displayed. 


Loving Your Noticeboard  


It is good idea to allocate the management of noticeboards to someone in your team to remove 


information when it is out of date, ensure no information is added which does not fit in with the 


Trust’s values, and keep noticeboards fresh and interesting.  


Make your noticeboard an event. Highlight health awareness weeks, local community events and fascinating facts about your service, 


speciality or staff. 


Accessible Information 


When displaying and providing information we need to consider the specific needs of the users of the service. Accessible versions of information can be 


found on the K Drive in the Green Light Toolkit – Resource Sharing Area.  
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Poster Page Poster Page 
COVID posters 
NHS Track and Trace QR code posters 


Hand Hygiene posters 
Trust Values Posters 
Trust Board 
Zero Tolerance Poster 


Welcome in Multiple Languages 
The Local Senior Team 
EHIC Posters 
Lester Tool 


Ward Team Photoboards 
PALS Posters 
PALS leaflets 
Complaints Posters 


Complaints leaflets 
Your Records and You leaflets 
Your Records and You posters 
Understanding the Mental Capacity Act leaflet 


Understanding the Deprivation of Liberty Safeguards 
Mental Capacity Act 
 


3 
3 


3 
4 
4 
4 


5 
5 
5 
5 


6 
6 
6 
6 


7 
7 
7 
8 


8 
8 


10 Points for Staff 
Safeguarding Adults posters 


Carers Information 
Staffing Levels wipe boards 
Printed Information about Medication 
Printed Information about Mental Health Conditions 


How to access Talking Therapies/IAPT 
Printed Information about Physical Health Condition 
General Information from specialist charities and 
organisations 


Improvement Noticeboard Section 
Service leaflet 
Welcome Packs 
‘Hotel’ Information 


Patient Feedback/Quality Improvement posters or 
displays 
Freedom to Speak Up Poster 
Trust Strategy softboards 


CQC Ratings Board 


8 
9 


9 
9 
9 
10 


10 
10 
 


10 


10 
11 
11 
11 


 
12 
12 
12 


13 


 


Many of the items listed can be downloaded from the intranet here or a contact person for the specific item will be indicated. 


 



http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=34640
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Item Summary of Item Essential/
Optional 


Who to contact 
to obtain item 


Link to Item 


COVID Poster Softboard posters advising visitors 
to stay at home if they have 
symptoms of COVID, to sign-in, to 
sanitise hands and follow one-way 
systems where they exist. Roller 


banners for main entrances can also 
be ordered. Contact the Comms 
team: elft.communications@nhs.net 


E Your Head of Admin 
may have some 
supplies. 
You can download 
this from the intranet 


to print in colour or 
b&w here >> 
 


 


NHS QR code 
Track and Trace 


poster 


A QR code for members of the 
public to check-in to venues 


E Download from Gov. 
website: 


https://www.gov.uk/cr
eate-coronavirus-qr-
poster 
 


 


Handwashing 
poster 


NHS poster advising on how to 
reduce the transmission of infection 


E Download Hand 
Washing poster from 


the intranet here >> 
 
WHO hand hygiene 
posters >> 


 



file:///C:/Users/flahertyj/Documents/elft.communications@nhs.net

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=64509

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=64509

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=64509

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=64509

https://www.gov.uk/create-coronavirus-qr-poster

https://www.gov.uk/create-coronavirus-qr-poster

https://www.gov.uk/create-coronavirus-qr-poster

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=61716

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=61716

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=61716

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=62441

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=62441
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Trust Values 
Posters 


Displayed at 
entrances to ELFT 


premises 


Softboard posters to emphasise and 
communicate the Trust values: We 
Care, We Respect, We are 
Inclusive. Shows photos of staff with 


a statement about the Trust’s 
values. 
*We are not producing any more of these at 
present as new branding imminent 


O 
Receptions 


 
Display if 


you have 
them 


Issued by the 
Communications 
team and installed by 
the Estates dept.  


 


 
Trust Board Names and photos of the Trust 


Board Directors 
Updated March 2021 


E 
Reception 
and Ward 


areas 


Can be downloaded 
from the intranet: 
http://elftintranet/sites


/common/Private/Con
tentobject_View.aspx
?id=34437 


 
Zero Tolerance 


Poster 
Joint poster with police stating our 


expectations of patients and visitors 
behaviour. 
Three versions: a London version a 
Bedfordshire and Luton MH version 


and a Beds and CCST version 


E 


Receptions 
and Wards 


Contact Hafiza 


Rahman 
 
Hafiza.rahman1@nhs.net 


 



http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=34437

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=34437

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=34437

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=34437
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Welcome 
 
In English and 
other languages 


For entrances and reception areas. 
These can be ordered direct from 
Apogee, ELFT’s designated print 
company. Selections of sizes 


available depending on space 
available 


E 
 


Intranet page with 
Apogee details 
http://elftintranet/sites
/common/Private/Con


tentobject_View.aspx
?id=59772 
 


 
The Senior Team 
Photograph showing 
the  Directorate 
Management team at 
entrance of inpatient 
units inc PP leads 


A board showing the photographs of 
the senior team for the directorate 
and their job title 


At 
entrance to 


inpatient 


units 


To be arranged by 
the local DMT  


 
GHIC Posters 
European Health 
Identity Card 


A poster to be visible at all access 
points to ELFT services stating that 
European visitors should show a 
valid GHIC (Global Health Insurance 


Card), otherwise they may have to 
pay for healthcare 


E 
To be 


displayed all 
Reception 


areas in the 
Trust 


Issued by the 
Overseas Visitor 
Team on 020 7655 
4179/0203 738 7273 


Or email:  
cyril.okolocha@nhs.net  


 
Lester Tool This is a CQUIN requirement that 


requires all consulting rooms where 


people with mental health issues are 
seen and assessed to display a 
Lester Tool poster to assist in the 
management of the patient’s 


physical health care 


E 
In all mental 


health 
consulting 


rooms 


Contact your Service 
Director for these 


 



http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=59772

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=59772

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=59772

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=59772

file://///SVR-FS01.xelcmht.nhs.uk/K_SharedDepts/Communications%20Department/Projects/CQC%20Inspection%20Project/Noticeboards/cyril.okolocha@nhs.net%20
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Ward Team 
Photoboards 


A board showing the photographs of 
the ward team and their job titles. 
 
Can be displayed creatively using 
cartoons, trees, etc. 


E 
All wards 


To be determined by 
service manager/lead 
nurse/ward manager 
 
 


 
PALS Posters A poster explaining the steps to take 


if an individual or family not happy 
with what is happening with their 
care. The PALS team can intervene 
and nip issues in the bud. 
Two versions: a London version and a 
Bedfordshire and Luton version 


E  


In all areas 


Contact: 
elft.pals@nhs.net 
 


 
PALS leaflets A leaflet explaining the steps to take 


if an individual or family not happy 
with what is happening with their 
care. The PALS team can intervene 
and nip issues in the bud. 
Two versions: a London version and a 
Bedfordshire and Luton version 


E 
In all areas 


Contact: 
elft.pals@nhs.net 
 


 
 


Complaints 
Posters 


A poster explaining how to make a 
complaint and provide feedback to 
the Trust about care and treatment. 


 
Two versions: a London version and a 
Bedfordshire and Luton version 


E  
In all areas 


Contact: 
elft.pals@nhs.net 
 


 
 



mailto:elft.pals@nhs.net

file://///SVR-FS01.xelcmht.nhs.uk/K_SharedDepts/Communications%20Department/Projects/CQC%20Inspection%20Project/Noticeboards/elft.pals@nhs.net

file://///SVR-FS01.xelcmht.nhs.uk/K_SharedDepts/Communications%20Department/Projects/CQC%20Inspection%20Project/Noticeboards/elft.pals@nhs.net
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Complaints 
leaflets 


A leaflet explaining how to complain 
and/or provide feedback to the 
Trust. Has a tear-off panel to send 
via freepost address. 


 
Two versions: a London version and a 
Bedfordshire and Luton version 


 


E 
In all areas 


 


Contact: 
elft.pals@nhs.net 
 


 


Your Records and 


You leaflets 
A booklet explaining why the Trust 


gathers information about patients, 
safeguards around confidentiality 
and how they can access their own 
records. 
 


E 


In all areas 


Available on the 


intranet here 
 
Contact: 
elft.information.governanc
e@nhs.net  


 
Your Records and 


You posters 
A poster explaining to service users 


how they can apply to access their 
records. 
 
 


E Available on the 


intranet here 
 
Contact: 
elft.information.governanc
e@nhs.net 
 


 
 



file://///SVR-FS01.xelcmht.nhs.uk/K_SharedDepts/Communications%20Department/Projects/CQC%20Inspection%20Project/Noticeboards/elft.pals@nhs.net

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=57379

mailto:elft.information.governance@nhs.net

mailto:elft.information.governance@nhs.net

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=57379

mailto:elft.information.governance@nhs.net

mailto:elft.information.governance@nhs.net
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Understanding the 
Mental Capacity 
Act leaflet 


A guide for service users, their 
families and carers. 
 
Explains what the Mental Health 


Capacity Act is, how someone is 
assessed, what this means and how 
this can be challenged. 


E 
 


Contact Johanna 
Turner 
johanna.turner3@nhs.net 


 
 


 
Understanding the 
Deprivation of 
Liberty 
Safeguards 


A guide for service users, their 
families and carers. 
 
Simple explanation of the criteria, 
assessment, what it means in 


practice, how it is reviewed and 
when DoLs doesn’t apply. 


E Contact Johanna 
Turner 
johanna.turner3@nhs.net 


 
Mental Capacity 
Act 
10 Points for Staff 


A flyer to remind staff of key 
principles: presume patients can 
make a decision for themselves 
unless you have shown otherwise, 


support them to make their own 
decision, they have the right to 
make an unwise decision and 
always act in your patient’s best 


interests applying least restrictive 
effective option. 


E 
In mental 


health care 
settings 


Contact Johanna 
Turner 
johanna.turner3@nhs.net 
 


 
 


 



mailto:johanna.turner3@nhs.net

mailto:johanna.turner3@nhs.

mailto:johanna.turner3@nhs.
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Safeguarding 


Adults posters 
A simple poster to say staff are 


trained to help if someone is upset 
or worried about something that has 
happened to them. 
Local authority reporting number for 


each borough is included. 
 
A version for each area showing the 
local authority contact number 


E 


All health 
care 


settings 


Contact the 


Safeguarding Adults 
lead for your service 


 
Carers Information A leaflet which explains that all 


carers are entitled to have a carers 
assessment with a listing of local 


support and information 
 
A version for each area  showing the 
local authority contact number 


 


E 
In all 


health care 


settings 


Contact the carers 
lead for your area 


     
Staffing Levels 
wipe boards 


A display which is updated at every 
shift change to indicate how many 
staff are on the ward. 


E 
On all 
wards 


Contact John Peers, 
Lead Nurse on 07941 
375 089 or email: 
john.peers2@nhs.net 


 
Printed 


Information about 
Medication 


The Trust has produced resources 


in a range of languages for patients. 
These can be accessed via the icon 
on all Trust desktops. 


Print off  
information 
as required 


for 
individual 
patients 


Print as required for 


individual patients 


 



file://///SVR-FS01.xelcmht.nhs.uk/K_SharedDepts/Communications%20Department/Projects/CQC%20Inspection%20Project/Noticeboards/john.peers2@nhs.net
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Printed 
Information about 
Mental Health 
Conditions 


The Trust signposts people to the 
Royal College of Psychiatrists 
website as they have a range of 
good quality information that can be 


accessed online by patients or can 
be printed off for them. 


Print off the 
leaflet/ 


information 
as required 


for 
individual 
patients 


Print as required for 
individual patients 


Information on the Trust Intranet 


Posters 
signposting to 
Emotional Support 


These posters can displayed in 
community health and primary care 
settings for people having difficulty 


coping with life issues 


Print off the 
poster has 
needed or 
direct to 


ELFT 
website 


Check intranet for 
ELFT IAPT/Talking 
Therapies Services 


Here >> 
 


Printed 


Information about 
Physical Health 
Condition 


The NHS Choices website has good 


quality medically validated 
information that can be accessed 
online by patients. Information can 
also be printed off for them by staff. 


Print off the 
leaflet/ 


information 
as required 


for 
individual 
patients 


Print as required for 


individual patients 


NHS Choices website 


 
And available on RiO 


General 
Information from 
specialist charities 
and organisations 


Teams may wish to purchase and 
display specialist information to 
provide patients and carers with 
useful national or local information. 


Optional To be determined by 
service manager/lead 
nurse/ward manager 


 


Improvement 


Noticeboard 
Section 


For local info: PROMS, PREMS, 


‘You Said, We Did’, QI Project 
findings, awards, accreditation, etc. 


All areas To be determined by 


service manager/lead 
nurse/ward manager 


Can be displayed creatively by 


the team: speech bubbles, 
graphs, charts, leaves, etc. 
 



http://elftintranet/sites/common/private/community_view.aspx?id=404&pageid=4494

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=63308

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=63308

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=63308

http://elftintranet/sites/common/Private/Contentobject_View.aspx?id=63308

http://www.nhs.uk/pages/home.aspx
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Service leaflet Information about the service stating 
what the service does, reasons for 
referral, assessment process, 
support offered and contact details 


to reinforce discussion between 
professional and patient/family/carer 


All 
services 


Send draft leaflet 
content to the 
Communications 
team for advice on 


wording. 
 
They can get a quote 
and arrange the 


design and print 


 


Welcome Packs The People Participation team have 


developed Welcome Packs for 
London Inpatient Wards stating 
what patients can expect and useful 
information. 


 


All 


inpatient 
services 


Local People 


Participation lead 


 
‘Hotel’ Information A template to go on the back of 


every bedroom door to convey key 
information useful to patients during 
their stay. Reinforcing some of the 
information in the Welcome Packs 


Optional 


To go on 
bedroom 
door of all 


rooms 


Template to be 


completed by named 
health care worker. 
Needs to be 
customised for each 


ward. 
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Patient 
Feedback/Quality 
Improvement 
posters or 


displays 
 


Information about PREMS, PROMS, 
You said, we did … 
Any relevant data or facts about 
improvements to the service, 


awards, accreditations, prizes, etc. 
Can be displayed creatively 


To be 
displayed 
on wards 


or in 


waiting 
areas in 


community 
centres 


Contact Apogee, the 
Trust’s print and 
design company 
 


Complete a Job 
Request Form  


Email it to dds-
digitalprint@apogeeco


rp.com together with 


the document(s)/file(s)
/artwork to be printed. 


 


Freedom to Speak 
Up Poster 


Information about ELFT’s Freedom 
to Speak Up Guardian and how to 


raise a concern 


E 
 


To be 
displayed 


in all areas 


Contact Ade 
Dosunmu 
adewunmi.dosunmu@nhs
.net 


 
Trust Strategy 


softboards 
Information in a graphic about the 


Trust’s strategic direction, mission 
and vision 
 
*No longer being produced. Continue to 
display if you have them 


E 


 
To be 


displayed 
in entrance 


areas and 
reception 


areas 


Contact the Comms 


team: 
elft.communication@nhs.
net 


 


 



http://elftintranet/download/5b045a58-68cf-450b-ba5d-80c5879d186e/f/Job_Request_Form.pdf

http://elftintranet/download/5b045a58-68cf-450b-ba5d-80c5879d186e/f/Job_Request_Form.pdf

mailto:dds-digitalprint@apogeecorp.com

mailto:dds-digitalprint@apogeecorp.com

mailto:dds-digitalprint@apogeecorp.com

mailto:adewunmi.dosunmu@nhs.net

mailto:adewunmi.dosunmu@nhs.net

mailto:elft.communication@nhs.net

mailto:elft.communication@nhs.net
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CQC Ratings 
Board 
 


This sets out the rating each team 
or service received in the last CQC 
assessment. It shows visitors the 
calibre of service they are visiting. 


E Contact the Comms 
team: 
elft.communication@nhs.
net 


 


 
 



mailto:elft.communication@nhs.net

mailto:elft.communication@nhs.net
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FIRE SAFETY POLICY 


 


 
 


 


 


 
 
 


 


 


Services  Applicable  


Trustwide X 


Mental Health and LD   


Community Health Services   


Version number : 12.0 


Consultation Groups  Quality Committee; 


Local Health and Safety Groups 


Approved by (Sponsor Group) Health , Safety and Security Committee 
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1 Purpose 


East London NHS Foundation Trust (herein after referred to as the Trust), through the content of this policy 


document details the structure of the organisation and the management of fire safety throughout the Trust’s 


premises. 


This policy applies to all Trust premises and employees and is integral to the Trusts risk management 


arrangements and links to the Trusts Risk Management Framework. 


 


 


2 Policy Aims 


The Trust’s Fire Safety Policy has the following aims: 


 To minimise the incidence of fire throughout the Trust’s premises 


 To minimise the impact from fire on life safety, delivery of service, the environment and property. 


 To ensure that the Trust fully complies with the requirements of The Regulatory Reform (Fire Safety) 


Order 2005, Fire codes and all other Fire Regulations and Standards relevant to the Trust operations. 


 


 


3 Policy 


East London NHS Foundation Trust believes that the organisation must be, by definition, a safe and secure 


organisation. It therefore follows that caring for all personnel and minimising risk is inseparable from other 


Trust objectives. To achieve this the Trust accepts that a fire safety strategy requires a high level of 


management commitment, professional competence and adequate resources. 


 


 


4 Roles and Responsibilities 


4.1 The Trust 


 The Trust recognises its responsibilities to implement in full their duties in respect of fire safety of 


their estate and to ensure all employees understand and partake in fire precaution routines. The 


board should ensure they have appropriate assurance that the requirements of current fire safety 


legislation are met and, where appropriate, that the objectives of Firecode are met. The overall 


responsibility for the performance of the Trust in respect of fire precautions and fire safety is 


delegated to the Chief Executive.  


4.2 The Chief Executive 


 The Chief Executive has overall responsibility for ensuring that current fire legislation is met and 


that, where appropriate, Firecode guidance is implemented in all premises owned or occupied by 


the Trust. The Chief Executive will ensure that appropriate fire safety policies and programmes of 


work are in place in order to improve and maintain fire precautions within the Trust’s premises, the 


day to day management of such protocols are delegated to Board Director level. 
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4 Roles and Responsibilities (continued) 


4.3 Board Level Director (Fire Safety) 


 This responsibility is delegated to the Director of Finance. The Board Level Director is responsible 


for championing fire safety issues at board level.  The Director will also propose programmes of 


work relating to fire safety for consideration as part of the Trust’s Governance Activity. 


4.4 Director Estates, Facilities and Capital Developments (Fire Safety Manager) 


 The Director Estates, Facilities and Capital Developments will carry out the role of Fire Safety 


Manager and be responsible for the day to day fire safety activities and taking the lead on all fire 


safety matters. Accountability for all fire safety matters will always be through the Board Level 


Director. 


The Fire Safety Manager will be sufficiently empowered and have access to adequate resources to 


enable him / her to perform their duties effectively.  Responsibilities will include the following: 


  An awareness of all fire safety features and their purpose, including fire safety risks particular 


to the organisation; 


 Requirements for disabled staff and patients (related to fire procedures); 


 Ensuring appropriate levels of management are always available to ensure decisions can be 


made regardless of the time of day; 


 Compliance with legislation; 


 Development and implementation of the organisation's fire safety policy; 


 Development of the organisation's fire safety strategy 


 Coordination and cooperation between other employers where two or more share the 


premises; 


 The reporting of fire incidents in accordance with current practice; 


 Monitoring and mitigation of unwanted fire incidents;  


 Liaison with enforcing authorities; 


 Liaison with other managers; 


 Monitoring of inspection and maintenance of fire safety systems; 


 Reporting to, and raising issues at the Trust Safety Committee. 


 The Fire Safety Manager will be responsible to the Board Level Director for: 


  Appointing suitably qualified and experienced members of Estates Department to act as 


Deputy Fire Safety Managers to ensure cover in case of absence; 


 Appointing and managing the activities of the consultant Fire Safety Advisor; 


 Ensuring that all physical fire safety measures within the Trust estate are adequately 


maintained in accordance with statutory legislation and the recommendations of Firecode; 


 Implementing adequate “Permit to Work” systems to ensure safe working by directly 


employed and contract building operatives; 


 Developing proposals to improve fire safety measures for inclusion within the Trust’s 


Governance Plan; 


 Ensures written Fire Risk Assessments are carried out by the Fire Safety Advisor and 


reviewed annually; 
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4 Roles and Responsibilities (continued) 


  Upon receipt of the Fire Risk Assessments prioritise the contents and formulate a programme 


for compliance in respect of each report and ensure that any items arising from Fire Risk 


Assessments denoting ‘significant risk’ are immediately notified to the Board Level Director. 


  Ensure that any other incidences that come to light from alternatives sources that may have 


serious consequences in relation to fire that may significantly affect the safety of staff, 


patients or premises are also immediately notified to the Board Level Director. 


4.5 Fire Safety Advisor 


 The Fire Safety Adviser shall be an appropriately trained, competent and experienced consultant 


appointed on an annual basis to undertake the role and perform the required duties. 


The Fire Safety Adviser's role is to provide technical expertise to the Fire Safety Manager to enable 


them to fulfil their duties effectively.  Therefore, the Fire Safety Adviser will be responsible for the 


following: 


  Providing expert advice on the application and interpretation of fire legislation and fire safety 


guidance, including Firecode; 


 Advising on the content of the organisation's Fire Safety Policy; 


 Assisting with the development of the organisation's fire strategy; 


 Helping with the development of a suitable training programme, including delivery of the 


training; 


 Liaising with enforcing authorities on technical issues; 


 Liaising with managers and staff on fire safety issues. 


4.6 Local Risk Officer  


 All premises managed by the Trust shall have a Local Risk Officer.  A deputy (or deputies) should 


also be nominated to provide cover for when the appointed Risk Officer is absent on leave or sick. 


Local Risk Officers do not require technical fire safety knowledge.  The role is to ensure that 


policies and procedures are in place and staff and visitors are aware of the procedures and adhere 


to them.  


 The Duties of the Local Risk Officer  include: 


  Overall responsibility for fire safety management of the premises; 


 Report any concerns on fire safety to their line manager and the Fire Safety Manager; 


 Ensure procedures are in place for summoning the fire brigade in an emergency; 


 The first point of contact for the premises for visits / inspections by the Fire Brigade; 


 Ensure all staff (particularly agency or other temporary staff) are aware of fire and emergency 


evacuation procedures; 


 Ensure arrangements for evacuating disabled staff and visitors are in place; 


 Ensure sufficient Fire Wardens (and deputies) are appointed, trained and regularly inspect 


the premises for fire safety deficiencies and either rectify them, if they are simple to resolve 


(i.e. fire doors wedged open), or report them to the responsible person. 
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4 Roles and Responsibilities (continued) 


4.7 Fire Wardens 


 Fire Wardens will be appointed by the Local Risk Officer. 


The Fire Wardens should: 


  Act as focal point for fire safety issues with local staff; 


 Organise and assist in the fire safety regime within local areas raising any arising issues with 


line management; 


 Assist with coordination of the response to an incident within the immediate vicinity; 


 Be responsible for roll-call during an incident; 


 Be trained to tackle fire with first aid fire-fighting equipment; 


 Support line managers on fire safety issues. 


4.8 All staff 


 All staff, including Agency and Bank personnel, must co-operate to ensure the workplace is safe 


from fire and its effects, and must not do anything that will place themselves or other people at risk. 


Each and every member of staff has an individual responsibility to help prevent the outbreak of fire, 


to help maintain the integrity of fire precaution measures and to follow the established procedures 


for the management of any actual or suspected fire incident. 


 It is essential that every member of staff:  


  Observes the Trust no smoking policy;  


 Understands the character of fire, smoke and toxic fumes;  


 Knows the fire hazards involved in their working environment;  


 Practices and promotes fire prevention;  


 Knows the correct action to take if fire breaks out; 


 Assists the Fire Warden’s to evacuate patients and visitors. 


4.9 Contractors 


 All appointed contractors working on the Trust’s premises must adhere to the Trust’s fire safety and 


other policies and procedures. 


 Private contractors working within the Trust's sites must be afforded the same protection from the 


hazards of fire as any other visitor or member of staff. Contractors similarly have the same duty of 


care as the Trust's staff not to create risk of fire or impede or impair fire prevention arrangements 


and facilities. 


 The manager and department responsible for arranging any contract work must ensure that the 


contractor is advised of our policy and procedures and the requirement to comply with them. There 


must also be adequate supervision of that contract work to ensure compliance as far as that is 


practical. Since comprehensive supervision is not always possible, all staff are required to be 


vigilant of contractors activity when this takes place in their working area and report any untoward 


incidents to the supervisor of the contract, or their department's manager. 


 Certain contracting work will by necessity interfere with existing fire prevention facilities. In these 


circumstances the officers arranging the work must seek advice from the Fire Safety Advisor and 


make appropriate alternative arrangements. 
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4 Roles and Responsibilities (continued) 


4.10 Quality Committee 


 The Trust Quality Committee shall act as the Fire Safety Committee and be responsible for the 


review of all fire safety matters including fire incidents, unwanted fire incidents, enforcement action, 


and staff training. 


4.11 Premises with more than one employer 


 Where two or more employers share premises, each employer should be responsible for managing 


fire safety within their own area. There must be formal arrangements put in place to share 


information about the risks, emergency procedures, staff training and individual organisational 


responsibilities.  For the common areas of the premises (such as stairways, corridors etc), the host 


employer / landlord will have the responsibility for managing fire safety.  Each employer must 


cooperate fully with the other to ensure that fire safety measures are not compromised.  


4.12 Policy review 


 The Trusts Fire Safety Policy will be reviewed regularly so that changes in the healthcare premises' 


structure, function, procedures and other matters that have a bearing on fire safety can be taken 


into account promptly.  In any case, policies and plans should be reviewed every three years. 


4.13 Fire Risk Assessment and Risk Escalation. 


 Fire Risk Assessments (FRAs) are carried out on all Trust premises, in accordance with the 


Regulatory Reform (Fire Safety) Order 2005.  Upon receipt of the Fire Risk Assessments the Fire 


Safety Manager ensures that his / her department prioritises the contents and formulates a 


programme for compliance in respect of each report. 


The Local Risk Officer must ensure that an appropriate action plan is implemented.  Employees 
are to be provided with clear and relevant information on the risks to them identified by the Fire 
Risk Assessment, about the measures that are taken to prevent fires and how these measures will 
protect them if a fire breaks out 
Any outstanding risks should be discussed with the team / service manager and considered for 
escalation to the  Trust Risk Registers including local team risk registers, directorate level risk 
registers and where necessary escalation to the Corporate Risk Register dependent on the level of 
risk. 
 


4.14 General  


 The main task in managing Trust buildings is to minimise the risk of fire occurring, and if a fire does 


occur, to prevent it escalating into a serious incident. The maintenance of furniture, furnishings and 


equipment is as important as maintaining the fire safety equipment for the safety of the building 


occupants. Key tasks and considerations to reduce the risk of fire include: 


  Housekeeping; 


 Monitoring of no-smoking / safe smoking policies; 


 Routines for disposal of waste; 


 Policies for procurement of furniture and textiles; 


 Control systems for procurement and storage of flammable substances and liquids; 


 Control permits (for example ‘hot work’); 


 Supervising contractors; 


 Carrying out routine checks and inspections (including means of escape, fire doors, and 
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4 Roles and Responsibilities (continued) 


firefighting equipment); 


 Preparing and acting upon Fire Risk Assessments. 


 


5 Fire Safety Management 


5.1 Fire safety management structure   


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


5.2 Fire procedures 


 Managers at each appropriate level in the Trust must ensure that an operational strategy, for 


immediate implementation when a fire emergency arises, is in place. This strategy should set out 


the emergency procedures and should be prepared to suit the circumstances of individual 


premises and departments. 


Chief ExecutiveTrust Board


Director of Capital, 


Estates and Facilities


(Fire Safety Manager)


Board Level Directorate 


(Fire Safety)


Local Risk Officer  


Fire Wardens


Staff


Trust Safety Committee


Fire Safety Advisor
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5 Fire Safety Management (continued) 


 Evacuation strategies 


 An evacuation strategy will be dependent upon the type of building, its use, and the occupancy 


profile (including staff levels).  


The structural design of Hospitals will accommodate the concept of progressive horizontal 


evacuation, which enables occupants to move away from a fire to a place of relative safety on the 


same floor level.  Occupants can remain in place, protected by the barrier of the fire resisting 


structure of the building until the fire has been dealt with, or if necessary move further into the 


building away from the source of fire.  Alternatively at a certain point vertical evacuation may be 


considered using stairways or appropriate lift (evacuation lift).  


Other healthcare buildings often operate on the principle of full evacuation.  


It will be incumbent on the Local Risk Officer to ensure that the evacuation strategy for the 


premises adequately reflects the individual needs of both the building and its occupants.  


 Evacuation strategies should clearly define the sequence to be followed, and should include 


reference to: 


  Evacuation of building occupants including visitors and contractors;  


 Refuges and places of intermediate safety;  


 The use of lifts (including evacuation lifts); 


 Communications during the evacuation.  


 Detailed procedures in the strategy should also ensure that: 


  All persons are accounted for;  


 Designated staff carry out a thorough check to ensure no persons have been left behind; 


 Appropriate protocols are in place for summoning the Fire Service (by automated or manual 


means);  


 The arrangements for the mobility impaired are adequate;  


 Re-entry to the building is not permitted until it is safe to do so.  


 Strategies may differ between patient areas and those areas to which only staff have access. 


However, the concept of inclusive means of escape should be adopted for all areas of all buildings. 


This concept ensures that means of escape for disabled people are not considered in isolation. 


 Fire fighting 


 Fire fighting is always secondary to life safety. 


 All Trust premises are provided with portable fire extinguishing equipment appropriate to local 


risks.  Extinguishers may be supplemented by fire blankets in certain areas (e.g. in kitchens). 


 It is only intended that staff use the appliances in order to extinguish a small fire, if it is still safe to 


do so, or to safeguard their escape route.  People must not put themselves at risk and should 


understand the limitations of tackling fires with portable extinguishers, etc.  


 No one should use an extinguishing appliance unless they have received information / training in 


its use. 
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5 Fire Safety Management (continued) 


 Fire prevention 


 Each and every member of staff has an individual responsibility to help prevent the outbreak of fire, 


to help maintain the integrity of fire precaution measures, and to follow the established procedures 


for the management of any actual or suspected fire incident.  Certain staff will have more extensive 


duties and responsibilities for fire prevention and management than others, by virtue of their role, 


or their particular knowledge or expertise.  


 All staff must be familiar with: 


  The established local fire procedures; 


 The positions of and use of the fire equipment in the proximity of their place of work; 


 The escape routes from their place of work; 


 The relevant fire assembly points(s). 


 Staff that operate across various departments and sites are expected to be especially observant of 


the above fire prevention arrangements in their travels. 


 All staff have a responsibility to: 


  To keep fire escape routes clear at all times; 


 To follow safe working practices at all times; 


 To be vigilant to any potential fire risks, and bring these to the attention of their line managers 


or to the manager of the department concerned. 
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Appendix 1: Trust Fire Strategy 


A robust fire strategy is the key to ensuring a high standard of fire safety. The Trust fire strategy reflects the 


organisation and addresses the following: 


 Fire policy; 


 Management roles and responsibilities; 


 New building specification; 


 Upgrading of fire precautions; 


 Alarm and detection systems; 


 Training; 


 Fire-fighting; 


 Emergency plans (including evacuation strategies); 


 Procurement; 


 Fire safety audits; 


 Assessments under Dangerous Substances and Explosive Atmospheres; 


 Disability Discrimination Act (2005) audits; 


 Maintenance; 


 Records; 


 Fire Risk Assessments; 


 Integrated risk management plans (IRMP). 


This list is not exhaustive, but these are considered to be core elements. 


Fire strategy shall set out the approach to be taken by the Trust in relation to each of the points above, 


clearly and without ambiguity.  


For the benefit of the future management of the premises, the design decisions in relation to new buildings 


or building alterations shall be adequately documented as part of the fire strategy.  This would include 


identifying where a design solution achieves the objectives of Firecode by another method.  Any 


assumptions made during the design stage must be included in the fire strategy. 
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Appendix 2: Planning and responding to an emergency 


The safety of building occupants is paramount and will depend on the successful implementation of safety 


procedures, in addition to the use of active and passive systems (for instance fire alarm and detection 


systems, fire doors, fire-fighting equipment etc). 


Pre-planning for fire is key to the success of safeguarding the occupants and the fabric of the building and 


will also include testing the proposed measures to ensure they achieve their intended objectives.  The 


overall aim is to ensure that all occupants can escape unharmed to a place of safety either within the 


building (progressive horizontal evacuation) or outside the building.  In order to achieve this, there must be 


a prompt response to the alarm and an effective strategy for evacuation. 


In complex buildings such as hospitals, a sufficient number of adequately trained staff will need to be 


available to assist occupants who may be unfamiliar with the building layout or need assistance due to their 


medical condition.  


It is not possible to give precise guidance on every conceivable situation that could arise in a fire 


emergency, however, here are some considerations to make when preplanning:  


 Action on discovery; 


 Warning and alarm signals; 


 Calling the fire and rescue service; 


 Fire Risk Assessment findings (risk to occupants whilst evacuating); 


 Arranging and coordinating evacuation; 


 Fire-fighting (prior to the arrival of the fire and rescue service); 


 Availability of staff as an additional resource; 


 Internal management control systems; 


 Availability of additional specialist equipment and facilities for the continuation of care; 


 Caring for high-risk and vulnerable patients; 


 Information for the fire and rescue service; 


 Contingency planning; 


 People with disabilities; 


 Visitors and relatives; 


 Information, instruction and training; 


 Debriefing after the incident; 


 Returning the building to normal service. 


In addition, information about the premises should be readily available for attending fire and rescue 


services.  The information should be located at a pre-agreed location (usually a main entrance area). 


Information required by fire crews about premises e.g. building construction, contents, hazards and built-in 


fire protection measures etc. will reduce risks to occupants, fire crews and, potentially, the premises.  The 


type of information that should be available will include: 


 Plans of the premises; 


 The location of valuable equipment (for example CT and MRI scanners); 


 Fire and safety systems; 


 Utilities and environmental systems; 


 Hazardous contents of the premises. 
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Appendix 3: The evacuation of disabled people 


1 Introduction 


 The Disability Discrimination Act (superseded by the Equalities Act 2010) requires the adjustment of 


policies, practices and procedures and, where necessary, the building fabric, so as not to 


discriminate against disabled people.  The development of a fire strategy must take account of the 


requirements of the DDA. 


 The safe evacuation of disabled staff and visitors is the responsibility of the Trust. It is essential to 


identify the needs of disabled people and to make proper arrangements for their assistance in the 


event of an emergency evacuation. These guidance notes will not determine which procedure 


should be adopted in any particular circumstances. The procedure will vary as to the needs of 


disabled people, their relationship to the building they occupy and its structural characteristics.  


 As far as is practical disabled people, particularly wheelchair users should be accommodated and 


treated in ground floor accommodation.  All sites where lift access to upper floors available are 


provided with appropriate evacuation equipment (normally AlbacMat or Ski-pad).  


 Lifts are normally prohibited from use during an emergency evacuation. The only lifts that can used 


are special Evacuation Lifts which fully comply with BS 5588 Fire Precautions in the design and 


construction of buildings Part 8: Code of practice for means of escape for disabled people. 


2 Planning an evacuation procedure 


 The following issues need to be considered when planning an evacuation procedure for disabled 


people:  


  Identify the number of disabled staff and visitors and where they will be in the premises; 


 Implement Personal Emergency Evacuation Plans (PEEPs); 


 Consider the characteristics of the building;  


 Assess the evacuation equipment disabled people will need;  


 Train staff to deal with emergency evacuations; 


 Determine what needs to happen when the alarm goes off.  


3 Personal Emergency Evacuation Plan (PEEP) 


  The purpose of a PEEP is firstly to ensure the safety of the named individual in a building 


evacuation situation;  


 The PEEP will also record the safety plan e.g. routes, corridors, stairs or refuges etc, identify 


those persons who will assist and any training or practice needs;  


 The PEEP is a personal plan and so must be drawn up with the active participation of the 


person concerned; 


 All staff who could be expected to aid the evacuation of a disabled person should receive a 


copy of the relevant PEEP;  


 A practice fire drill should be carried out at least once a year to monitor the effectiveness of 


any active PEEP;  


 A PEEP should be activated immediately the alarm is raised;  


  The PEEP should address work out of normal hours or areas where close supervision is not 


available. A person with a mobility impairment working unaccompanied may mean that they 


cannot evacuate (e.g. on any floor other than the ground floor. In these circumstances the 


TPCT can insist they work on the ground floor. 
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Appendix 3: The evacuation of disabled people (continued) 


4 Implementation of personal emergency evacuation plans (staff and visitors) 


 In conjunction with the disabled person the Local Risk Officer and their Head of Department are to 


meet and agree the PEEP.  Following assessment evacuation equipment specific to the individual’s 


needs may have to be provided. 


 Where areas above or below the ground floor are identified that are regularly visited by persons 


(including visitors) who are wheelchair users or otherwise disabled, the Local Risk Officer should 


take appropriate action to ensure these persons can be evacuated in a fire or other emergency.  The 


use of generic evacuation equipment may be considered in these instances. 


5 Implementation of personal emergency evacuation plans (patients) 


 A PEEP should be completed for any patient who requires assistance with a mobility issue in 


regards to any aspect of emergency evacuation.  Managers and clinical staff will agree the 


methodology of evacuation with the patient (where the latter has the ability to provide input).  Once 


developed, the PEEP will describe the individual’s intended means of escape in the event of 


emergency, including during fire drills.  The documentation will be included within the patient care 


plan.  The PEEP will specify what type of assistance is agreed and how it is to be maintained to 


ensure the patient’s continued safety and should include assistance required from the moment of 


alarm activation through to arrival at a designated safe area.  Specific equipment may be required 


for the individual patient. 


Note: All documentation relating to the evacuation of disabled person from Trust premises is located 


at the following source on the Trust network: 


Shared Depts. (K): Fire Safety: Disability documentation. 
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Appendix 4: Training 


Fire safety training is essential for all staff and is a legal requirement under legislation, namely: 


 The Health and Safety at Work etc Act 1974 


 The Management of Health and Safety at Work Regulations 1999  


 The Regulatory Reform (Fire Safety) Order 2005. 


Staff need to have an understanding of fire risks and know what to do in the event of a fire so that fire 


safety procedures can be applied effectively.  It is therefore imperative that the Trust provides appropriate 


levels of fire safety training.  This applies to all staff without exception.  Senior management and senior 


medical staff should lead by example. 


The Fire Safety Manager is responsible for developing a training programme.  The programme should 


reflect staff responsibilities for fire safety and set in place appropriate means for recording and monitoring 


staff training.  More information on training can be found in HTM 05-01 – Managing Healthcare Fire Safety 


(2
nd


 ed. 2013). 


The Fire Safety Manager in conjunction with the Training Dept. is responsible for monitoring the efficacy of 


staff training and reporting this back to the Board Level Director. 


All staff should receive induction training on or before their first day of employment.  This may take the form 


of generic training.  Where staff are working in areas where there are specific risks or hazards, the 


induction training must be supplemented by job-specific instruction as soon as their employment 


commences.  


All staff should receive regular, updated training and instruction.  Reference should be made to the most 


recent Trust ‘Statutory and Mandatory training policy’ and the Risk Management Training Needs Analysis 


(TNA) which is an appendix to this policy.  This will determine specific training requirements by staff groups 


and for those with certain responsibilities for fire safety. 


Under the requirements of the Regulatory Reform (Fire Safety) Order 2005 one or more competent 


persons must be appointed to carry out any of the preventative or protective measures required.  This task 


would normally be carried out by a Fire Warden who should undergo specific training to fulfil the role, which 


should be repeated at two yearly intervals. 


Training programmes should include the following (this list is not definitive): 


 Basic fire safety; 


 Good housekeeping; 


 Actions to take on discovering a fire; 


 Raising the alarm; 


 Actions to take on hearing the fire alarm; 


 Procedures for evacuation; 


 Knowledge of escape routes; 


 Staff responsibilities during a fire incident; 


 Specialist roles (switchboard staff, estates staff, fire wardens etc.); 


 Fire extinguishing media. 
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Appendix 5: Fire Safety Manual 


A Fire Safety Manual is an essential tool in managing the fire safety of an occupied building. It should 


contain both design information and operational records for the premises. 


The manual should initially be created by the design team (for new builds), as it needs to provide details of 


assumptions and decisions made during the design stage which led to the final building design. This 


should include explicit assumptions made in respect of ongoing management arrangements once the 


building has become occupied. 


Upon handover, responsibility for the manual transfers to the Trust. It should be maintained by the Local 


Risk Officer. The following information should be included: 


 Planning arrangements for fire safety, construction and details of the fire safety systems installed (for 


example alarm and detection, fire suppression etc); 


 Records of observed fire evacuation training; 


 Records of ongoing fire safety testing and maintenance (which should be continually updated). 


The Fire Safety Manual should be available for inspection by any auditor, regulator or the fire and rescue 


service. 


BS 5588-12 Annex A gives more detailed suggestions of the content of a fire safety manual in respect of 


both the design information and the operational records. 


Whilst this section is primarily aimed at developing a fire safety manual for new buildings, The Trust will 


consider developing manuals for existing buildings. 


For new buildings, the fire safety manual should be part of the health and safety manual, developed to 


comply with the requirements of the Construction (Design and Management) Regulations. 
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Appendix 6: Reducing Unwanted Fire Signals (False Alarms) 


False alarms from automatic fire-detection systems are a major problem and result in many unwanted calls 


to the fire and rescue service every year.  


The occurrence of unwanted fire signals (UwFS) are detrimental to the operation of any healthcare 


establishment.  Such instances lead to disruption of service and patient care, increased costs, and 


unnecessary risk to those required to respond to the alarm raised.  Therefore, no unwanted fire signal is 


acceptable.  At the same time it is recognised that the complete elimination of UwFS is impossible. 


All Trust staff have a responsibility to minimise UwFS. It is incumbent on all staff to reduce UwFS wherever 


possible, by controlling their environment, processes and actions to avoid unnecessary activation of the fire 


detection and alarm system. 


The Trust will follow the guidance contained in HTM 05-03 Part H — 'Reducing unwanted fire signals in 


healthcare premises' to mitigate the risk and number of unwanted fire calls. 


All unwanted fire signals should be categorised in order to identify their causes, record and report their 


occurrence, and allow appropriate actions to be decided on for their reduction.  


Following any UwFS an investigation should take place to identify the cause. Incidents will be classified in 


accordance with Appendix A of the HTM. These classes should be used in all UwFS recording and 


reporting. 


Where an unacceptably high rate of false alarms does occur, it is the responsibility of the user to ensure 


that appropriate steps are taken to reduce the rate at which they occur, such as, where the false alarms 


are caused by damage to fire alarm call points then consideration should be given to providing protective 


covers. It is also the responsibility of the servicing organization to consider the recorded false alarm 


experience on each occasion that the system is serviced, so that unacceptable rates of false alarms can be 


identified and that appropriate advice can be given to the user. 


All Trust premises should put measures in place to minimise their UwFS. Each premise should identify 


their current level of UwFS and set the corresponding continuous improvement goal as a key performance 


indicator within Controls Assurance. 
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Appendix 7: Routine Inspection and Maintenance of Fire Safety Installations  


(BS 5588 – 12:2004 - Managing Fire Safety) 


 


1 General  


 It is essential for the safety of the occupants of a building that fire safety equipment (including 


passive fire protection provisions) is inspected frequently.  Although some informal inspection can 


be undertaken by nominated personnel a formal agreement should be made with the installer or 


the installer’s representative to provide the regular formal inspection and testing described in the 


relevant British Standards for individual fire safety installations.  Unless temporary alternative fire 


safety systems can be put in place, it might be appropriate for certain of the inspections carried out 


at three-monthly or longer intervals to be done outside normal working hours. 


 The relevant standards for certain fire safety systems recommend that records are kept with regard 


to maintenance and testing.  It is recommended that a single log book is the most convenient way 


of maintaining the relevant records and should contain records for the following: event log; staff 


training; fire drills; and the testing servicing & maintenance of: fire alarm system; emergency 


lighting and all other fire safety equipment and fire protection provisions, electrical systems and 


PAT testing. 


  


2 Daily inspections 


2.1 General 


 The checks described below should be undertaken on a daily basis by nominated member of staff 


(e.g. Fire Warden):   


2.2 Fire Detection and Alarm Systems 


 All fire detection and alarm system panels should be visually inspected daily.  In particular, it 


should be ensured that: 


  The control panel indicates normal operation or, if any fault is indicated, that it has been 


logged and the appropriate action(s) taken; 


 Any fault recorded the previous day has received attention. 


2.3 Sprinkler systems (if applicable) 


 All sprinkler systems should be visually inspected daily. In particular, it should be ensured that: 


  Unless the connection to the fire service is automatically monitored continuously, there is 


continuity of the connections between the alarm switch and the control unit and between the 


control unit and the fire service (usually via a remote manned centre); 


 Unless automatically controlled, the water level and air pressure are correct in any pressure 


tank that provides a duplicate supply; 


 Any necessary corrective action(s) are taken. 


2.4 Portable fire extinguishers  


 The presence of all portable fire extinguishers should be conformed daily.  Missing or damaged fire 


extinguishers should be replaced immediately. Any extinguisher used in a fire or for training, or 


otherwise discharged, should be recharged immediately.  
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Appendix 7: Routine Inspection and Maintenance of Fire Safety Installations (continued) 


(BS 5588 – 12:2004 - Managing Fire Safety)  


 


3 Weekly inspections 


3.1 General 


 In addition to the recommended daily inspections detailed in the previous section the following 


checks should be carried out on a weekly basis by a competent person or nominated contractor: 


3.2 Fire detection and alarm systems 


 All fire detection and alarm systems should be tested weekly by means of activation.  In particular, 


it should be ensured that: 


  The control equipment is able to receive a fire signal and to initiate the evacuation procedure, 


recording which trigger device has been used, in accordance with BS 5839.1 (2013); 


 Any standby batteries are in good condition and the fuel, oil and coolant levels of any standby 


generators are correct, topping up as necessary. 


3.3 Fire door automatic release mechanisms 


 All doors that are held open by automatic release mechanisms should be checked for operation at 


the same time as the weekly fire alarm test.  They should release upon operation of the alarm and 


revert to a fully closed position. 


3.4 Smoke control systems for means of escape 


 Activation of the system should be simulated once a week with the fire alarm.  It should be ensured 


that any fans and powered exhaust ventilators operate correctly, smoke dampers close (or open in 


some systems), natural exhaust ventilators open, automatic smoke curtains move into position, etc. 


3.5 Fire hydrants 


 All fire hydrants within the confines of the site should be visually inspected once a week. In 


particular, it should be ensured that there are no obstructions impeding access and that the 


indicator plates are in position.  
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Appendix 7: Routine Inspection and Maintenance of Fire Safety Installations (continued) 


(BS 5588 – 12:2004 - Managing Fire Safety)) 


 


4 Monthly inspections 


4.1 General 


 In addition to the checks detailed in the previous sections of the appendix  the following should be 


should be undertaken once a month by competent person or nominated contractor: 


4.2 Fire detection and alarm systems 


 Any standby generator should be started up once a month by simulating failure of the normal 


power supply, and allowed to energize the system for at least 1 hour, while the system is monitored 


for any malfunctioning caused by the use of the generator.  After restoring the normal supply, the 


charging arrangements for the generator starting battery should be tested, and the appropriate 


action should be taken if they are found not to be functioning correctly.  In addition, the oil and 


coolant levels should be topped up and the fuel tanks filled. 


4.3 Emergency and escape lighting systems 


 A failure of the supply to the normal lighting should be simulated once a month (or at a regular 


interval decided upon by the Estates Department), during which all luminaires and exit signs should 


be inspected to determine whether they are functioning correctly.  If the standby supply is from a 


generator with back-up batteries, a test should be carried out to determine whether all luminaires 


and exit signs function correctly even if the generator is prevented from starting.  Any luminaries or 


exit signs that do not function correctly should be repaired or replaced.  After restoring the supply to 


the normal lighting, it should be ensured that: 


  Indicator lamps or devices to self-contained luminaires or internally illuminated exit signs 


show that the normal supply has been restored; 


 Indicator lamps or devices to central battery systems show that the normal supply has been 


restored, and that the charging arrangements are functioning correctly; 


 The oil and coolant levels are topped up and the fuel tanks filled. 


4.4 Evacuation lifts and fire-fighting lift installations 


 A failure of the primary power supply should be simulated once a month.  If a generator provides 


the standby power supply, it should energize the lift(s) for at least one hour. 


4.5 Hose reels (if applicable) 


 Hose reels should be visually inspected once a month. In particular, it should be ensured that there 


are no leaks and that drum assemblies are free to rotate on their spindles. 


4.6 Automatic opening doors 


 The operation of fail-safe mechanisms should be tested once a month, either by “breaking-out” the 


doorset or by simulating failure of the mains power supply, as appropriate.  The results of the test 


should be recorded.  Any doors that are found to be faulty should be repaired. 


4.7 Doors on hold-open devices 


 The operation of hold-open devices should be tested once a month by simulating failure of the 


mains power supply or operation of the fire alarm system.  The results of the test should be 


recorded.  Any doors that are found to be faulty should be repaired or replaced. 
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Appendix 7: Routine Inspection and Maintenance of Fire Safety Installations (continued) 


(BS 5588 – 12:2004 - Managing Fire Safety) 


 


5 Three monthly inspections 


 In addition to the previous periodic requirements the activation of all smoke control systems should 


be simulated once every three months.  All zones should be separately tested and it should be 


ensured that any fans and powered exhaust ventilators operate correctly, smoke dampers close (or 


open in some systems), etc. 


 


6 Six monthly inspections 


6.1 General 


 In addition to previous requirements detailed in the appendix the following checks should be 


undertaken once every six months. Arrangements should be made for six-monthly inspections and 


tests to be carried out by competent persons on the fire detection and alarm systems, the sprinkler 


systems, any extinguishing systems, the emergency and escape lighting systems and the fire-


fighting lift, for any defects found to be logged and the necessary action taken, and for certificates of 


testing to be obtained. 


6.2 Fire alarm and detection systems 


Six monthly servicing of the system in accordance with BS 5839-1:2013 by a competent person or 


nominated contractor.  Certificates of testing to be obtained. 


6.3 Emergency lighting systems  


Six monthly servicing of emergency lighting systems in accordance with BS 5266-1:2011 by a 


competent person or nominated contractor.  Certificates of testing to be obtained. 


Note: the Trust has adopted a regime of monthly and annual testing of all emergency lighting 


systems. 


6.4 Fire doors 


 All fire doors should be inspected every six months. In particular, it should be ensured that: 


  Heat-activated seals and smoke seals are undamaged; 


 Door leaves are not structurally damaged or excessively bowed or deformed; 


 Gaps between the door leaf and the frame are not so small as to be likely to bind, or so large 


as to prevent effective fire and smoke-sealing; 


 Hanging devices, securing devices, self-closing devices and automatic release mechanisms 


are operating correctly. 


6.4 Fire rising mains 


 All dry rising mains should undergo a visual inspection every six months by a competent person or 


nominated contractor in accordance with British Standard 5306:1976.  Certificates of testing to be 


obtained. 
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Appendix 7: Routine Inspection and Maintenance of Fire Safety Installations (continued) 


(BS 5588 – 12:2004 - Managing Fire Safety) 


 


7 Yearly 


 In addition to the checks recommended in 2, 3, 4, 5 and 6, arrangements should be made for 


appropriate annual inspections and tests of the following to be carried out by competent persons, for 


any defects to be logged and the necessary action taken.  Certificates of testing to be obtained 


where relevant: 


  Self-contained luminaries with sealed batteries, if more than three years old; 


 Smoke ventilators and smoke control systems; 


 Evacuation lifts for disabled people; 


 Fire-fighting lift installations; 


 Fire hydrants; 


 Fire rising mains (hydraulic pressure test); 


 Portable fire extinguishers (to BS 5306-3:2003); 


 Hose reels (if applicable) (to BS 3169:1986). 
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1. Introduction 
 


We care | We respect | We are inclusive 


Originally formed in 2000, ELFT has long been recognised as a centre of excellence 
for mental health care, innovation and improvement. Our ambition is to make a 
positive difference by providing people with mental and community health care 
services that support their recovery. And help them to achieve the most fulfilling lives 
possible. Everything we do is driven by our values of care, respect and inclusivity. 
Our patients’ needs matter most and we are constantly working to improve our 
support for all who use and have contact with our services. Our extensive research 
approach, commitment to education and emphasis on quality means we are at the 
forefront of excellence in mental health care.  


Outstanding Services 


In September 2016, the Trust was rated as ‘Outstanding’ by the Care Quality 
Commission. The Trust was once again rated at 'Outstanding by the CQC in June 
2018. 


Our Patch 


Wherever patients receive our services and from whichever team, our values of care, 
respect and inclusivity underpin all that we do. We were first established as a mental 
health trust to cover East London, but have been broadening our remit for some time. 
Our core area includes City of London, Hackney, Newham and Tower Hamlets and, 
Bedfordshire and Luton (since April 2015). We also deliver numerous services to 
many other people further afield. They include specialist services in north east 
London, Hertfordshire and Essex; psychological therapies in Richmond; and an 
award-winning specialist mother and baby psychiatric unit in Homerton that receives 
referrals from all across the south east. 


Our Staff | Estate | Population 


Our 6,300 staff, the heart of our operation, provide £467 million worth of services 
from over 100 community and inpatient sites.  Our East London population totals 
around 750,000 and we are proud to serve one of the most culturally diverse parts of 
the UK. In Bedfordshire and Luton, we are now responsible for a further 630,000 
people’s mental health and community health (Bedfordshire only) care needs. 


Our Services 


You can see the full range of our services in the website directory, but in brief the 
services we provide cover the following areas. Wherever possible our aim is to 
provide people with alternatives to hospital admission so that they can receive their 
care close to home, while remaining as independent as possible.  We have: 


 Addiction services 


 Assertive outreach services  



https://www.elft.nhs.uk/Services
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 Community services (Eg. Foot health, , wheelchair services, physiotherapy, 
occupational therapy and district nursing) 


 Community mental health teams 


 Crisis mental health teams 


 Forensic services 


 Home treatment teams 


 Inpatient mental health services  


 Learning Disabilities teams 


 Primary health care services   


 Psychological therapies 


 Rehabilitation teams 


 Specialist community health services in Newham (Diabetes care, continence, 
respiratory disease, and end of life care) 


 Telehealth 


 


Large quantities of waste and, specifically clinical waste, are produced every day from 


a whole range of workplaces. Unless the segregation, handling, transport and disposal 


are properly managed, such waste can present risks to the health and safety of staff, 


patients and others (persons not in the Trusts employment). 


 


The East London NHS Foundation Trust (the Trust) is committed to ensuring the 


health, safety and welfare of its employees and of others who may be affected by the 


waste generated from the Trust’s work. The aim of the policy is to arrange for the 


disposal of all waste regularly, safely and in accordance with statutory requirements. 


This policy is for use at all sites directly managed by the Trust. 


 


The waste disposal arrangements will be regularly reviewed. In accordance with the 


principles of the waste hierarchy, waste prevention/reduction is considered to be the 


first priority of waste management. Re-use and/or recycling initiatives will be taken 


where reasonably practicable in order to help protect the environment and make better 


use of resources. The Trust will approach the tackling of plastic pollution. Plastic being 


an important material in present’s economy but also a major source of pollution needs 


to be addressed seriously. It is England’s ambition to follow the European Strategy for 


Plastics in a Circular Economy (European Comission, 2018). Consequently, the Trust 


will be mindful of as we develop our approach to reusing and recycling. 


 


Waste must be managed, handled and disposed of in a manner that ensures: 


1. Risks to health, safety and the environment are controlled.  


2. All applicable legislation is complied with.  


3. The most viable disposal options are selected.  


 


Waste Hierarchy 
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This strategy document is designed to enable delivery of the following specific waste 


management aims: 


 To ensure that waste is segregated in an effective manner that meets the 


requirements of legislation and the Department of Health’s HTM 07-01 ‘Safe 


Management of Healthcare Waste’ 


 To minimise waste arisings 


 To ensure the safety of staff, patients and visitors  


 To ensure protection of the environment 


 To ensure protection against scavenging, infestation and human interference. 


 To meet the requirements of NEAT and contribute to the Trust’s compliance 


with the Government’s requirement fro the NHS to set sustainability at the 


heart of an integrated approach to good governance. 


 


This document therefore sets out the management arrangements within the Trust that 


will ensure effective waste management. This includes the establishment of clear 


responsibilities, and documenting performance requirements in key areas, particularly 


in relation to the segregation, storage, handling, transportation and disposal of waste. 


This will be achieved by better training and access to the waste strategy across all 


sites. High standards of waste management will not be achieved without thorough 


training for all relevant staff. 


 


 


2. Responsibilities 


 
Chief Executive 
 
The Chief Executive has responsibility for the following: 
 


 Overall compliance with the environmental policy statement and this strategy 
 


Chief Executive 


Director of Operations Director of Estates Directors/Deputy 


Directors/heads of 


Departments and Managers 


Environmental Manager 


Waste Officers 







 


5 
 


 Ensuring that, when advice or Enforcement Notices are received from the 
Environment Agency, Health and Safety Executive, Fire Service or Local Authority 
with respect to waste management activities, their implementation is secured.  


 


 Proposing to the Board objectives and targets associated with the pursuit of this 
strategy. This will fall in line with the carbon reduction commitment of 100% by 
2040 


 


 Ensuring the maintenance of the environmental policy statement and this strategy 
and their dissemination throughout the Trust 


 


 Monitoring of functions for waste management delegated to Directors. 
 
 
Director of Operations 
 
The Director of Operations has responsibility for the following: 
 
 Implementing the waste strategy requirements throughout the Trust 
 


 Monitoring of functions for waste management delegated to Directors, Managers 
and Heads of Departments. 


 
 Monitoring and reviewing this strategy at least once per annum, in co-ordination 


with the Director of Capital Development, Estates and Facilities Management 
 
 Overseeing a waste management training programme for all staff as appropriate 
 
 
Director of Estates, Facilities and Capital Developments 
 
The Director of Estates, Facilities and Capital Developments has responsibility for the 
following: 
 


 Implementing the waste strategy requirements throughout his department.  
 


 Ensuring effective liaison with the Health and Safety Executive, Environment 
Agency, Fire Service and Local Authority with respect to waste management 
activities.  


 


 Monitoring and reviewing this strategy at least once per annum, in co-ordination 
with the Director of Operations 


 


 Overseeing a waste management training programme for staff in his department. 
 


 Co-ordinating and responding in the event of accidents and emergencies. 
 


  Providing support and guidance to other Directors and Heads of Departments 
regarding waste management issues. 


 
 
Directors, Deputy Directors, Heads of Departments and Managers 
 







 


6 
 


All Directors, Deputy Directors, Heads of Departments and Managers have 
responsibility for the following: 
 


 Ensuring this strategy’s requirements are implemented within their own designated 
areas or departments.  


 


 Co-ordinating waste handling, segregation and storage arrangements within their 
area or department.  


 


 Liaising with the Director of Estates, Facilities and Capital Developments 
 


 Ensuring that staff within their area or department receive appropriate waste 
management training.  


 
 
Environmental Manager and Waste Officers 
 
The Waste Manager is responsible for ensuring that the storage and disposal of 
clinical waste is undertaken in accordance with the Department of Health’s HTM 07-01 
‘Safe Management of Healthcare Waste’ and waste legislative requirements.  The 
manager is also responsible for advising staff on the correct procedure for the handling 
and storage of clinical wastes, providing any training and ensuring that all sites have 
the correct disposal unit, consumables and waste guidance. 
 
 
Members of Staff 
 
All staff within the Trust are responsible for the following: 
 


 Adopting the Waste Management Strategy Document into their own work.  
 


 Ensuring that they handle, segregate and store waste generated by their activities 
in compliance with this Strategy Document.  


 
 
Environmental Risk Management Committee 
 
As defined by the Environmental Policy Statement document, an Environmental Risk 
Management Committee will be formed within the Trust. Members of the committee 
will be identified by the Director of Estates, Facilities and Capital Developments.  
 
Infection Control Committee 
 
Environmental manager to report on a 6 monthly basis to the Infection Control 
Committee highlighting any infection control risks that may occur as a result of waste 
handling and management. 
 
 
 
3. Legal Requirements and Guidance 
 
The following legislation has been identified as being applicable to waste management 
within the Trust: 
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Acts of Parliament 
 


 Environmental Protection Act 1990 – Part II 
The Environmental Protection Act saw the introduction of the ‘Duty of Care’ on 
waste. This requires that as a waste producer, the Trust must ensure that waste is 
not illegally disposed of, does not escape from a person’s control, and is only 
transferred, with a transfer note, to an authorised person. Typically, a person will 
be authorised to receive waste if they are registered as a waste carrier or hold a 
waste management licence. Though the Trust is under no specific obligation to 
audit its waste’s final destination, the Duty of Care Code of Practice considers it to 
be a prudent means of a person protecting their position because it demonstrates 
that steps have been taken to prevent the illegal treatment of waste. 
 
Where waste is brought on to any given Trust premises from other premises of any 
sort the Act usually requires a waste management licence to be in force relating to 
the activity of keeping (and undertaking any treatment) of the waste.  This 
requirement also applies where the Trust undertakes any waste treatment 
operations on its own waste prior to its removal from the premises.  Exemptions 
from licensing apply in limited circumstances and these circumstances are 
described in the relevant sections of this strategy document. 
 


 Health and Safety At Work Act 1974  
This Act is the major piece of health and safety legislation in Great Britain.  The Act 
introduced a comprehensive and integrated system to deal with workplace health 
and safety and the protection of the public from work activities. 
 
The Act places general duties on employers, employees, self – employed, 
manufacturers, designers and importers of work equipment and materials.  
Responsibilities are placed to produce solutions to health and safety problems, 
which are subject to the test of reasonable practicability. 
 
Various regulations are made under the Act, which have the same scope, many of 
these evolving from European Directives, which enables the potential to achieve 
clear and uniform standards. 


 
 
Statutory Instruments 
 


 Controlled Waste Regulations 1992 


 Controlled Waste (Registration of Carriers and Seizure of Vehicles) Regulations 
1991 


 Environmental Protection (Duty of Care) Regulations 1991 


 Landfill (England and Wales) Regulations 2002 


 Hazardous Waste (England and Wales) Regulations 2005 (as amended) 


 List of Wastes (England) Regulations 2005 


 The Control of Substances Hazardous to Health Regulations 2002 (as amended) 


 The Management of Health and Safety at Work Regulations 1999 


 The Manual Handling Operations Regulations 1992 (as amended) 


 The Personal Protective Equipment at Work Regulations 1992 (as amended) 


 The Provision and Use of Work Equipment Regulations 1998 (as amended) 


 The Health and Safety (Consultation with Employees) Regulations 1996 


 The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 1995 


 Waste Management Licensing Regulations 1994 (as amended)  


 The Waste Incineration (England and Wales) Regulations 2002 
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 The Pollution Prevention and Control (England and Wales) Regulations 2000 


 The Carriage of Dangerous Goods and Use of Transportable Pressure Equipment 
Regulations 2007 


 The Chemicals (Hazard Information and Packaging for Supply) Regulations 2002 
 
The Trust will assess its compliance with this legislation through regular review and 
monitoring by the Environmental Risk Management Group.  
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Guidance 
 
Guidance material; 
 
Health Technical Memorandum  07-01 ‘Safe Management of Healthcare Waste’ 
Standards for Better Health (DoH) 
Healthcare Waste Minimisation – a compendium of good practice (NHS Estates).  
Total Waste Management – Best Practice Advice on Local Waste Management for the 
NHS in England 
Sustainable Development: Environmental Strategy for the NHS 
Interim Guide: Hazardous and Offensive Healthcare Waste Disposal Services (PASA) 
Waste Management Strategy 
 


 
 
4. Waste Categorisation and Disposal 
 
As a minimum, the Trust will ensure that waste is segregated and disposed of in 
compliance with legislative requirements, the good practice set out in HTM 07-01 ‘Safe 
Management of Healthcare Waste’ and in a manner which is consistent with 
compliance with the Standards for Better Health C4(e) and C7.   
 
Eight waste streams are identified for the Trust and are summarised below, with their 
disposal routes.  
 
4.1. Mixed municipal waste 
 
This constitutes commercial office waste, including containers and catering waste (that 
have not contained hazardous substances), and other non-hazardous wastes not 
provided for elsewhere in this document. Some recyclable wastes may also fall into 
this category – for example cardboard and paper. This waste stream is likely to arise in 
both clinical and non-clinical areas. Currently, this waste will be removed from the 
Trust by a designated contractor and disposed of to landfill.   
 
On a regular basis, the Trust Environmental Risk Management Group will review this 
waste stream in line with the waste hierarchy, looking for techniques to avoid, reduce, 
reuse and / or recycle waste before disposal options are considered. The most feasible 
treatment and / or disposal route will be selected. Targets are to be set in accordance 
with the Carbon Reduction Scheme. An 80% reduction in carbon is currently required 
by 2050. Therefore a 2% reduction year on year of carbon emissions will be the aim of 
the Trust. Waste will form a part of this reduction but not exclusively.  
 
4.2. Clinical, Offensive/Hygiene Waste and Hazardous Wastes 
 
Clinical waste is defined under the Controlled Waste Regulations 1992 as: 
 
“Any waste which consists wholly or partly of human or animal tissue, blood or other 
bodily fluids, excretions, drugs or other pharmaceutical products, swabs or dressings, 
needles, or syringes, needles or other sharp instruments, being waste which unless 
rendered safe may prove hazardous to any person coming into contact with it; and 
 
Any other waste arising from medical, nursing, dental, veterinary, pharmaceutical or 
similar practice, investigation, treatment, care, teaching or research or the collection of 
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blood for transfusion, being waste which may cause infection to any persons coming 
into contact with it.” 
 
The previous clinical waste classification scheme using Groups A-E has been removed 
because it does not reflect the Lists of Waste codes (which implement into English and 
Welsh law the European Waste Catalogue). Waste that is not infectious (human 
hygiene and sanitary protection waste) is referred to in this document as 
offensive/hygiene waste.   
 
Clinical wastes will be segregated at source from all other waste streams.  The type 
and colour of containers used for each type of clinical waste will accord with HTM 07-
01.  All clinical wastes will be coded using the codes set out in Chapters 18 and 20 of 
the List of Wastes (England) Regulations 2005. This will be achieved through training, 
signage and supplying the correct equipment/receptacles to make this possible. 
 
The assessment of a clinical waste to determine whether it is potentially infectious and 
should therefore be treated as a hazardous waste is made without regard to the level 
of infection posed.  In the pursuit of a precautionary approach to the handling, storage 
and disposal of clinical waste, there is a presumption in favour of classification as 
infectious if a clinical assessment has not been made at all.  Only healthcare 
professionals are permitted to make clinical assessments of infection hazard and 
assessments must be patient- and item-specific.    
 
Medicinal waste includes expired, unused and spoilt pharmaceutical products and 
items contaminated with such products. Medicinal wastes can be broadly divided into 
three groups: 
 
 Cytotoxic and cytostatic (clinical hazardous) 
 Pharmaceutical, but neither cytotoxic nor cytostatic (clinical non-hazardous) 
 Non pharmaceutically active (non-clinical non-hazardous) 
 
Though not hazardous for the purposes of waste legislation, non-cytotoxic and non-
cytostatic medicines may still possess hazardous properties and their disposal will 
always therefore be preceded by a consideration of any hazardous properties shown 
in the Manufacturer’s Safety Data Sheets (MSDS).   It is a Duty of Care requirement 
that the written description accompanying a waste transfer is sufficient to allow the 
correct handling by the transferee and so any hazards or particular handling 
requirements shown on the MSDS will be reflected in such written descriptions.  
Cytotoxic and cytostatic medicines will not be mixed with other medicines where they 
are incompatible or where the treatment/disposal requirements would be affected.   
 
Offensive/hygiene waste is non-clinical and non-hazardous.  It includes incontinence 
and sanitary wastes, and medical items which do not pose a risk of infection.  It does 
not need to be classified for transport.   
 
All materials contaminated with mercury are hazardous and must be consigned as 
such.  The packaging and labelling of all dangerous wastes will accord with the 
Carriage Regulations (e.g. Class 6.2 for infectious wastes and Class 3 or 6.1 for 
medicinal wastes).   
 
Used medical devices will be assessed in accordance with the framework set out in 
the Hazardous Waste (England and Wales) Regulations 2005 in the same way as all 
other waste items.  Such assessment will take account of not just the infection hazard 
but also other potential hazards posed by components such as batteries.  
Appropriately disinfected or unused medical devices will not be considered to pose an 
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infection hazard.  Devices removed from patients and disposed of or returned to the 
manufacturer are subject to the same Duty of Care provisions as other waste items.   
 
Bed mattresses will be clinically assessed by nursing staff to determine whether or not 
they constitute infectious clinical waste. In some cases, they will be determined as 
non-clinical waste and will be disposed of via the mixed municipal waste stream. All 
clinical waste will be removed from the Trust by an appointed contractor and disposed 
of via incineration or first subject to appropriate treatment, after which it will then be 
incinerated.   
 
The hazardous waste assessment framework will consider, in relation to healthcare 
wastes and wastes arising from municipal sources which are similar to healthcare 
waste: 
 
 Assessment for medicinal properties  
 Assessment for the chemical properties 
 Assessment for the infectious properties 
 Review of assessment 
 Assessment for offensive properties 
 
As part of the Trust’s arrangements for compliance with the COSHH Regulations and 
the Management of Health and Safety at Work Regulations, the risk of staff coming 
into contact with potentially infectious wastes will be risk assessed.   
 
Regular assessments, training and audits will be undertaken to ensure that clinical 
waste is effectively segregated throughout the Trust.  
 
In accordance with the Hazardous Waste Regulations 2005, the Environment Agency 
will be notified annually of each of our premises that produce more than 500kg of 
hazardous waste a year.  If less than 500kg/year is produced at any of the premises, 
the premises will be exempt from this requirement. 500kg of hazardous waste equates 
to approximately: 
 
 10 small TVs; or 
 14 lead acid batteries; or 
 500 fluorescent tubes; or 
 5 small domestic fridges;  
 
or any combination of the above. 
 
Mixing of hazardous wastes and hazardous and non-hazardous wastes is prohibited.   
 
Please see below for the waste streams the Trust currently uses; 
 
Domestic Waste – General domestic waste, paper towels, food produce etc Gloves 
and aprons not contaminated by blood and body fluids. 
 
Offensive Waste – Soiled bandages, nappies, gowns, bloodied swaps. Offensive 
waste (not known to be infected.)Gloves and aprons contaminated by blood and body 
fluids but not known to be infected. 
 
Yellow lidded Sharps Box – Syringes, razors, disposable scissors, scalpels 
 
Clinical waste Bio-Bins – Any infectious materials such as swabs, dressings, gowns 
etc.Gloves and aprons known to be contaminated with infectious material. 
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Blue Lidded medicine Boxes – For disposal of tablets, liquid medicines etc 
 
4.2.1 District and Community Nurse Waste Disposal Provisions 
 
If you operate as a nurse in the community you may not have the same access to 
waste disposal as a staff member operating out of a Trust managed property and 
therefore waste disposal differs to accommodate this. The same waste categories still 
apply but below sets out the manner in which it is to be disposed of.  
 
Clinical waste 
  
These are materials that are either assessed by a GP or a district nurse to pose a risk 
of infection to those who come into contact with them or they are contaminated with 
hazardous medicines, such as cytotoxic or cytostatic drugs or other dangerous 
substances. Consult your waste manager or infection control representative to find out 
if your healthcare waste is clinical (infectious or hazardous) waste. Please make sure it 
is not offensive waste (see below). If it is clinical waste your waste manager or 
infection control representative should make appropriate arrangements for its 
collection.  
  
Sharps, such as needles, blades and syringes, are also classified as clinical waste. 
Under no circumstances should sharps be disposed of in the normal household 
rubbish. Even if they are not contaminated or used they should be placed in special 
sharps boxes for separate collection and disposal. Your waste manager or infection 
control representative should make appropriate arrangements for its collection. 
  
If you are treating a service user at their home or at a care home, the waste produced 
cannot simply be placed in the normal household rubbish. Ask your waste manager or 
infection control representative to assess the waste and advise you on how to dispose 
of it. While some of your waste could need special collection (clinical waste) some can 
be double wrapped and disposed of with normal household rubbish (offensive waste). 
 
The local council will usually provide a service for the removal of all types of potential 
medical waste and they are the first port of call for clinical waste removal. If this is not 
possible for whatever reason then on a one of an ad hoc basis, clinical staff can take 
clinical waste to the nearest healthcare site that the Trust operates a clinical waste 
system from. 
  
Offensive (hygiene) waste 
  
‘Offensive waste’ is non-clinical waste that’s non-infectious and does not contain 
pharmaceutical or chemical substances, but may be unpleasant to anyone who comes 
into contact with it. 
 
You must segregate healthcare offensive waste from both clinical and mixed municipal 
wastes. 
 
If you’ve produced more than 7kg of municipal offensive waste, or have more than one 
bag in a collection period, you must segregate it from any mixed municipal waste. 
 
If you’ve produced less, you can dispose of your municipal offensive waste in your 
mixed municipal waste (‘black bag’). Use classification code 20-03-01. 
 







 


13 
 


 
Examples 


Waste status Human 
healthcare 


Animal 
healthcare 


Healthcare 
offensive 
waste 


Outer dressings and protective clothing like 


masks, gowns and gloves that are not 


contaminated with body fluids, and sterilised 
laboratory waste 


Non-


hazardous 


18-01-04 18-


02-


03 


Municipal 
offensive 
waste 


Hygiene waste and sanitary protection like 


nappies and incontinence pads 


Non-


hazardous 


20-01-99 20-


01-


99 


 
Medicines 
  
Out of date and surplus medicines should not be dispose of in your normal household 
rubbish but taken back to a pharmacy for correct disposal. 
  
Empty non contaminated packaging and containers for medicines and other medcial 
products can be placed in household recycling bins. These may include cardboard 
boxes, paper instructions and clean plastic bottles. 
 
 
4.3 Confidential Waste 
 
In some cases, paper waste will require specialist disposal due to the fact that it 
contains confidential information (e.g. patient’s records).  
 
Some confidential waste will be shredded on site, and subsequently disposed of via 
the general waste stream. Non-shredded confidential waste will be removed from the 
site by a specialist contractor, who will arrange for secure disposal.  
 
Confidential waste may occasionally by contaminated and form clinical waste. Such 
paper will be disposed of as clinical waste. 
 
 
4.4 Asbestos and Waste Oils 
 
Asbestos waste is hazardous and will be consigned as such via the contractor carrying 
out removal works. Waste oil (hazardous) and items contaminated with waste oil 
(always assumed to be hazardous) will be consigned from the site and reprocessed.  
 
 
4.5 Waste electrical and electronic equipment (WEEE) 
 
The Waste Electrical and Electronic Equipment Directive (WEEE Directive) was 
introduced into UK law in January 2007 by the Waste Electronic and Electrical 
Equipment Regulations 2006. 
The WEEE Directive aims to reduce the amount of electrical and electronic equipment 
being produced and to encourage everyone to reuse, recycle and recover it. 
The WEEE Directive also aims to improve the environmental performance of 
businesses that manufacture, supply, use, recycle and recover electrical and electronic 
equipment. 
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4.6 Gardening Waste 
 
All gardening waste must either be composted on site or removed from site and 
composted. If this is not possible then there must be a separate waste stream in place 
for an external organisation to remove in a brown bin setup or similar where the 
organic waste is treated properly and composted. 
 
 
4.7 Current Trust Waste Stream 
 
The Trust currently uses offensive waste as the main waste receptacle on site wards 
and treatment rooms. This is a yellow and black tiger striped bag with clear signage on 
all bins. We then operate a bio-bin clinical waste system. These bio-bins are stored flat 
pack within the treatment room and only used when the nursing staff have treated an 
infectious patient. Once used these bio bins are taken away and disposed of as normal 
clinical waste would be. The Trust uses yellow lidded sharps boxes for disposal of 
sharps. The Trust is also endeavouring to introduce blue lidded pharmaceutical boxes 
for disposal of medicines. 
 
4.8 Waste Tagging 
 
The Trust has currently sought to introduce waste tags for all clinical or offensive 
waste producing sites. These are being distributed to all sites at the time of writing. 
These must be attached to any clinical or offensive waste bags or containers.  
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5. Storage Requirements 
 
In order to protect the health and safety of employees, visitors and patients, and the 
wider environment, all waste must be appropriately stored at all times.  For each of the 
waste streams described above, the following storage requirements must be observed. 
 
All containers used for waste must meet Trust requirements and comply with all 
relevant current legislation and guidance.  
 
 
5.1 Mixed Municipal Waste 
 
Mixed municipal waste must be stored in either green or black bins or black bags. Any 
containment must be adequate enough to prevent leakage of the waste and all 
containers must be sealed when full.  
 
In clinical areas, full bags will be removed to a designated point by either domestic 
staff or nursing staff. The individual removing the full bag is responsible for replacing 
with a new bag. Portering staff will then use the tug system to collect the waste from 
the designated point and remove it to the compactor, replacing the full container or bin 
with an empty one. Bins will be washed on a monthly basis. 
 
In non-clinical areas, waste may be removed as described above, or alternatively 
domestic staff may take the bag directly to the compactor.  
 
All staff are required to ensure that mixed municipal waste is effectively segregated 
from clinical waste. 
 
 
5.2 Clinical, Offensive/Hygiene Waste and Hazardous Wastes 
 
Storage and packaging requirements for clinical and offensive/hygiene wastes will be 
subject to the system set out below. Waste types used by Trust in bold: 
 


 
Packaging 
Requiremen
ts 
 


 
Waste Types 


 
Disposal 
Requirement
s 


Yellow bag 
with radiation 
hazard 
symbol 


Healthcare waste contaminated with radioactive 
material (e.g. dressings and tubing from treatments 
involving low level radioactive isotopes) 


Incineration 


Yellow bag or 
container 
with purple 
stripe 


Infectious waste contaminated with 
cytotoxic/cytostatic medicines (e.g. dressings and 
tubing from cytotoxic/cytostatic medical treatments) 


Incineration 


Yellow with 
purple lid 


Sharps contaminated with cytotoxic/cytostatic 
medicines 


Incineration 


Yellow bag 
or container 


Infectious and other waste requiring incineration 
including anatomical waste, diagnostic 


Incineration 
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specimens, reagents or test vials, and kits 
containing chemicals 


Yellow 
container 


Partially discharged sharps not contaminated 
with cytotoxic/cytostatic medicines (e.g. syringe 
bodies) 


Incineration 


Yellow 
container 


Medicines in original packaging Incineration 


Yellow 
container 


Medicines not in original packaging (e.g. waste 
tablets not in foil or bottle) 


Hazardous 
waste 
incineration 


Orange 
container or 
bag 


Infectious and potentially infectious waste, 
autoclaved laboratory waste (e.g. soiled 
dressings gloves and aprons) 


Licensed/per
mitted 
treatment 
facility 


Yellow 
container 
with orange 
lid 


Sharps not contaminated with medicines or fully 
discharged sharps contaminated with non-cyto 
medicines (e.g. sharps from phlebotomy) To be 
used by phlebotomy only. 


Incineration 
or alternative 
treatment 


Yellow bag 
with black 
stripe 


Offensive/hygiene waste (e.g. bedding and 
plaster casts) Sanitary pads, incontinence pads, 
dressings, all not known to be infected. 


Deep landfill 


Black or 
clear bag 


Mixed municipal waste (domestic waste) e.g. 
confectionary waste and flowers Also gloves and 
aprons not contaminated with blood and body 
fluids / infected. 


Waste 
recovery 


White 
container 


Amalgam waste Recovery 


 
Source:  Health Technical Memorandum 07-01: Safe Management of Healthcare Waste
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For all types of clinical waste, the bags and / or container used should not be filled 
above 75% of capacity. 
 
ALL types of clinical waste must be labelled with their source: each clinical area will be 
provided with identification tags and this must be used on each bag or container 
placed for disposal. These waste tags are used for domestic waste also. 
 
Once placed in a waste container, clinical waste should not be removed.  
 
Once the container is sealed, it must not be re-opened without the permission of the 
Director of Estates and Facilities.  
 
In clinical areas, full clinical waste bags or containers will be removed to a designated 
point by either Domestic Staff or Nursing Staff. The individual removing the full bag or 
container is responsible for replacing with a new bag. Portering staff will then use the 
tug system to collect the waste from the designated point, replacing the full container 
or bin with an empty one. Clinical waste bins will be washed on a monthly basis. 
 
Mercury waste will arise following a mercury spillage. Spillage kits including 
disposable plastic gloves, paper towels, a bulb aspirator (for the collection of large 
drops of mercury), a vapour mask, a suitable receptacle fitted with a seal, a mercury-
absorbent paste will be available for the clean-up of mercury spillages.  The response 
to mercury spillages will be risk-assessed by the Trust.  Any residual waste must be 
containerised in a leak-proof container and consigned as hazardous waste. Vacuum 
cleaners and aspiration units will not be used.   
 
Batteries will be removed by Portering Staff or Domestic Staff. Batteries will be stored 
in containers that could prevent leakage of any battery liquids and kept within a secure 
area at all times. 
 
5.3 Confidential Waste 
 
Confidential waste must be stored in a manner that ensures it remains secure and 
cannot be accessed by unauthorised persons.  
 
For non-clinical Confidential Waste that is to be removed by the specialist contractor, 
dedicated bags will be provided. Once filled, these should be securely sealed and 
removed by the contractor.  
 
Clinical confidential waste should be stored according to the category of clinical waste 
that it falls within: see section 5.2.   
 
 
5.4 Waste Oil. All waste oil arising will be placed in the dedicated Waste Oil Tank. 
Items contaminated with oil (for example filters and wipes) will be placed in the 
adjacent dedicated wheelie bin. Both containers must be kept secure at all times and 
prevent the escape of the oil. Waste oil and oil contaminated items will be consigned 
as hazardous waste. 
 
 
5.5 Asbestos waste will only be handled and stored by the appointed Asbestos 
Removal Contractor. Whilst on site, all asbestos waste must be double bagged and 
placed within the locked container provided. The appointed Asbestos Removal 
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Contractor must provide detailed guidance prior to commencement of works with 
regard to specific storage and removal procedures. These must be reviewed and 
approved by the Trust.   
 
 
5.6 Fluorescent tubes will either be stored in a dedicated area awaiting treatment 
using the on-site crusher, or stored in a dedicated container awaiting collection by a 
specialist contractor. Particular care will be taken when handling any damaged or 
broken fluorescent tubes. 
 
 
5.7 Gardening Waste is the responsibility of the Grounds Maintenance staff who will 
be required to remove it, in vehicles where necessary, to the dedicated composting 
setup.  
 
5.8 Contractors’ Wastes Waste produced by contractors will be stored in designated 
areas and in dedicated containers as provided by the contractor, unless otherwise 
agreed by the Site Manager.  Contractors will be required to demonstrate a Duty of 
Care over any waste produced and disposed of by them on the site. 
 
 


 
6. Handling Requirements 
 
A manual handling assessment will be carried out in accordance the Manual Handling 
Policy. 
 
The assessment will consider the following areas: 
 


 The need to undertake manual handling 


 The task 


 The working environment  


 Individual capability  


 Any other factors 
 
The assessments will identify manageable weights, specific personal protective 
equipment to wear such as gloves and/or safety shoes, lifting aides etc, which will 
culminate in a documented safe system of work for each identified type of waste load.  
In addition, in accordance with COSHH requirements, waste handling activities will be 
risk assessed.  As part of the risk assessment process (and the identification of 
appropriate control measures), the need for immunisation (for example against 
Hepatitis B and tetanus) will be considered.   
 
The Ward/Department in co-operation with the Manual Handling Advisor and others 
will ensure that all members of staff receive training on likely hazards and safe working 
practices prior to commencement of the activity.  In addition to the training to be 
delivered to all those who are likely to handle waste (and as part of the induction 
process), job-specific training may be required. Where any waste management 
licensable activities are carried out, it will be ensured that the relevant WAMITAB 
certificate of technical competence is held by the operator/supervisor (i.e. someone 
with day-today involvement) of those operations.  Relevant operational training will be 
provided to those undertaking waste management activities exempt from the 
requirement for a waste management licence (e.g. baling).   
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7. Documentation 
 
Under section 34 of the Environmental Protection Act, the Trust is required to fulfil its 
Duty of Care on Waste. Evidence must be available to demonstrate that waste is not 
illegally disposed of, is handled by an authorised person and is transferred with a 
transfer note.  
 
For each of the waste streams described earlier in this document, the following 
documentation must be retained:  
 


 Waste transfer note between Trust and appointed disposal contractor (for 
hazardous Waste, a Consignment Note must be completed).  


 Copies of waste carrier’s registration certificates for all contractors moving the 
waste until its final resting point. (N.B. Waste Carrier registrations expire every 
three years).  


 Copies of waste management licences/PPC permits for each site receiving the 
waste until and including its final resting point. 


 
Where licences cannot be provided, contractors are required to provide appropriate 
evidence of exemptions. The validity of waste carrier registrations will be checked 
directly with the Environment Agency (either online or by telephone) prior to the use of 
a waste carrier for the first time and then at least once each year thereafter.  Because 
the Duty of Care Code of Practice considers it a prudent means of an organisation 
protecting its position by demonstrating that steps have been taken to prevent the 
illegal treatment of waste, the Trust will periodically audit those sites which receive its 
waste.  All those removing waste from the Trust’s premises will be registered waste 
carriers (or be proven exempt from the requirement to register).  Checks will be made 
to ensure that any party engaged to broker waste management services on behalf of 
the Trust is registered with the Environment Agency as a waste broker.   
 
 
7.1 Transfer Notes  
 
Transfer notes must: 


 Give a description of the waste 


 State the quantity of the waste 


 Give a description of the containment of the waste 


 State the time and place of the transfer 


 State the name and address of the persons transferring and receiving the 
waste 


 State whether the person taking the waste is a waste collection authority, 
holder of a waste management licence, a person exempt from such a licence 
or a registered waste carrier.  


 Give the 6-digit Lists of Waste code for the waste.  


 Give the SIC Code 


 Give permit number 


 Bes stored and provided by the Trusts waste contractor 
 


Where the waste type, quantity, source and destination are the same (known as repeat 
movements) a single waste transfer note may be written to cover all movements within 
a 12-month period. Transfer Notes will be retained for a minimum of 2 years.  
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7.2 Consignment Notes 
 
Consignment Notes must be completed in respect of movements of Hazardous 
Wastes. The format will differ depending on whether the consignment forms part of a 
multiple collection or not.  The Consignment Note must travel with the waste 
consignment. Returns from the recipient of the waste will be retained alongside 
consignment note copies for a minimum of three years online 
 
 
7.3 Duty of Care Visits 
 
Duty of Care visits may be made by the Trust in order to inspect the disposal of Trust 
waste. The visits may be announced or unannounced, and will typically commence 
with an employee of the Trust following the waste vehicle to confirm that it is taken to 
the designated disposal point. Further inspections of the disposal facilities may then 
also be carried out. In order to demonstrate that the Trust has undertaken such visits, 
a record of the visit will be prepared and retained. The record should detail the date of 
the visit, the site(s) visited and practices seen. Any concerns arising from these visits 
should be immediately reported to the Deputy Director of Estates, Facilities and 
Capital Developments. 
 
 
7.4 Internal Documentation 
 
Consignment notes will accompany the movement of hazardous wastes between trust 
premises and will be retained as set out in 7.2 above via na online portal provided by 
the contractor  
 
 
 
8. Accidents and Incidents 
 
In the event of any incident or accident (e.g. spillage of waste), the health and safety of 
patients, staff and visitors in the area of the spill must remain a primary consideration.  
 
Guidance on major incidents, accidents or spillages is provided in the Trust 
Emergency Management Plan.  
 
The risks arising from the incident will be assessed and appropriate action will be 
identified and taken. The following points should be observed at all times: 
 


 Staff dealing with the spill should wear Protective Clothing that is appropriate to 
the nature and magnitude of risks from the spillage.  


 


 The Trust’s policies, procedures and guidance relating to Infection Control must 
be observed. 


 


 The area affected by the spillage must be clearly marked, and if appropriate, 
isolated. 


 


 If an area is required to be disinfected, this should be done suing a disinfectant 
containing 10,000ppm chlorine.  
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 Appropriate absorbent materials should be used to contain liquids. Saturated or 
contaminated absorbent materials must be disposed of in an appropriate 
manner – e.g. absorbent material contaminated with blood, must be disposed 
of as clinical waste.  


 


 Sharps must not be picked up by hand, but should be removed to a sharps bin 
using appropriate remote handling equipment. 


 


 In the event of a sharps injury and / or accidental exposure to body fluids, the 
Trust Policy for the Management of Inoculation (Needlestick Injuries) Incidents 
will be followed.   


 


 Any absorbent materials, disinfection materials and PPE used in dealing with 
the spill or incident should be replaced with new materials. 


 
 
ALL accidents and incidents must be reported via the Trust Incident Reporting system 
Datix which can be found at this web address; 
 
http://mh126-hq-datix/Datix/Live/index.php 
 
 
 
9.  Compliance and Audit 
 
 
The Environmental Risk Management Committee will meet at least quarterly. These 
meetings will allow progress against requirements set in this strategy document to be 
monitored. Procedural guidance and training needs may also be reviewed. Minutes of 
these meetings will be kept. 
 
Internal Audit 
 
Waste Management will be part of the internal audit programme. A specific focus will 
be placed on checks to ensure that non-clinical wastes are being appropriately 
segregated from all non-clinical wastes.  Such audits of waste segregation will be 
supplemented by audits of waste storage and waste movement documentation.  In 
addition, this strategy document will be reviewed on an annual basis. Review of audit 
findings will be undertaken by the Audit Committee and they will report their findings to 
the Trust Board. 
 
 
External Audit 
 
Once per annum, this strategy document will be audited by an external organisation to: 
 


 Ensure that it remains appropriate to the Trust and its environmental position 
 


 Ensure that its requirements are being met in all areas of the Trust.  
 
 
Results of the Audit will be submitted to the Trust Board.  
 



http://mh126-hq-datix/Datix/Live/index.php
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10.  Monitoring and Recycling 
 


From April 2021 the rate of landfill tax will be £94.15 per tonne for active waste and 
£3.00 per tonne for inactive waste.  These costs are liable to rise annualy due to the 
need to avoid all landfill costs.  An inevitable passing on to the customer of these 
increased costs of disposal will result and so the financial driver for the Trust 
increasing recycling rates has never been stronger.   


 
The Trust has decided that a Total Waste Management approach has not been a 
successful one in past tender contracts and has therefore gone out for tender for April 
2021 awarding the 4 different lots to different contractors. It is hoped that this approach 
will provide value for money and also better control and management of the waste 
process for the different waste streams. 
 


All waste data and analysis will be found on the waste contractors waste portal and it 
is the responsibility of the waste team to analyse this and make savings and 
efficiency’s where possible. This data will also help the Trust to improve its 
environmental commitment and hit the carbon reduction targets that we have set. 
 
Waste produced by routine office activities shall be minimised through re-use and 
recycling wherever practicable and waste produced through the routine management 
of outside areas shall be minimised through the prevention of litter accumulation, and 
through on–site composting of ground waste, wherever practicable.  In addition, we will 
take the following approaches to specific waste arisings: 
 


 Waste produced as a result of the receipt of product samples shall be minimised by 
only requesting those product samples that are essential to effectively conduct a 
tendering exercise or execute a contract and arranging for supplier take back 
where practicable. 


 


 Waste produced from plant and equipment shall be minimised through its efficient 
operation and maintenance in accordance with manufacturer’s instructions. 


 


 Waste from refurbishment and other construction activities will be minimised by 
appropriate design specifications. 


 


Wastes will be segregated at source, into wastes requiring disposal and those for 
which recycling has been arranged.   At locations where provision is made for the 
segregation of paper, cardboard, plastics, aluminium, glass or wood, these containers 
will be clearly and appropriately labelled.  Redundant IT equipment will be sent for 
recycling to an approved contractor wherever practical. 
 


We will undertake a review of waste storage facilities in order to establish the viability 
of installing compactors for various waste types and investigations will be conducted 
into the costs of contracting additional recycling provision. Subject to the approval of 
the Board, staged numeric targets for increasing recycling rates across the estate will 
be set following this review of viability.  In reflection of the differing flexibility of sites to 
accommodate waste segregation schemes, targets will be specific to each site, in 
aggregate contributing to the Trust’s overall defined targets for waste recycling.   
 


 
 
11.  Covid 19 and general pandemic response 
 







 


24 
 


The Trust will adhere to COVID-19 waste management standard operating procedure 
5 January 2021, Version 4 which is shown below. Double click to access. 
 


 
 
12.  Review 
 
This Policy Document will be reviewed periodically (at least annually) by the Waste 
Management Committee, in conjunction with the Director of Estates, Facilities and 
Capital Developments and the Environmental Manager 
 
The Review will ensure that the document remains up to date, and includes any 
requirements as a result of changes to environmental legislation, or other internal 
documents.  
 
The review must be documented.  
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APPENDIX  
 


A. PROCEDURAL GUIDANCE 
 
Guidance for Domestic and Portering Staff 
 
Domestic and Portering staff will come into contact with a number of waste streams in 
the course of their work including: 


 Mixed municipal waste 


 Clinical waste  


 Confidential waste 


 Non-clinical hazardous wastes e.g. batteries and fluorescent tubes 
 
Whenever handling waste, staff are expected to meet Trust standards with regard to 
protecting the health and safety of staff, visitors and patients, and protecting the 
environment.  
 
1.1 Storage and packaging of waste 
 
If: 


 The waste container is broken or: 


 Waste is leaking from the bag or container (including any sharps) or: 


 There is evidence that incorrect waste has been placed in the bag or 
container or: 


 The waste is stored or packaged inappropriately 
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then staff should not move the waste, and must inform their Line Manager or 
Supervisor immediately. 
 
The correct requirements for waste packaging are set out earlier in this document.    
 
Once any waste bag or container is sealed, staff are not permitted to break the seal or 
re-open the bag or container. 
 
 
1.2 Waste Segregation 
 
Staff must never mix different types of waste where specific bins are provided for those 
waste types.  Hazardous and clinical wastes must never be mixed with other waste 
types.   
 
 
1.3 Waste Removal 
 
If a waste bag or container requires removal, staff should remove it to the hospital or 
office’s designated collection point for removal off-site by a waste contractor.  
 
Before removing a waste bag or container a manual handling assessment will have 
been carried out.  The safe system of work will have formed part of the training 
programme for the individual.  This will include the safe method of removal i.e. the lift 
and precautions to take (e.g. PPE).  If training has not been received, the individual 
should not attempt to move the load but ensure the area is safe until the supervisor 
can be contacted. 
 
In the event of a sharps injury or contamination with blood or body fluids, the member 
of staff must seek advice IMMEDIATELY from the Occupational Health Department or 
attend the Accident and Emergency Department of an acute services hospital. 
 
The individual removing the bag or container is responsible for replacing it with a new 
one.  
 
Staff must ensure that once sealed, Clinical Waste is stored in secure areas (e.g. a 
locked room or cupboard) or locked containers at ALL times.  
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Executive summary

The Trust accepts its responsibility under the Health and Safety at Work etc. Act 1974 and the Control of Substances Hazardous to Health Regulations 2002 to take all reasonable precautions to prevent or control the harmful effects of contaminated water (i.e., Legionella) to service users, staff and other persons working at or using its premises.

Legionellosis is a collective term for diseases caused by legionella bacteria including the most serious Legionnaires’ disease, as well as the similar but less serious conditions of Pontiac fever and Lochgoilhead fever. Legionnaires’ disease is a potentially fatal form of pneumonia and everyone is potentially at risk of infection, but with elderly and immunocompromised patients being more susceptible.

Health and social care providers should carry out a full risk assessment of their hot and cold water systems and ensure adequate measures are in place to control the risks.

East London NHS Foundation Trust have a robust framework in place to control the risk of exposure to Legionella throughout the Trust Estates.  The Trust complies with the law:

•	To minimise the risk of exposure.

•	To enable standard monitoring is carried out throughout the Trust Sites.

•	Ensure that standards are co-ordinated with others to minimise its impact.

•	Ensure the Trust’s built estate complies with all relevant standards and legislations.



1	Introduction

The purpose of this document is to provide a broad framework for controlling the risk of exposure across the estate to the Legionella bacterium. This document commits the Trust to taking preventative action including continual monitoring and outlines action to be taken in the event that such actions prove not to be effective.

This document intends to reflect how the Trust will take the necessary steps to comply with the requirements of the Health & Safety at Work etc Act, Control of Substances Hazardous to Health Regulations 1999 and the Health and Safety Commission Document Approved Code of Practice and Guidance Document (L8) – Legionnaires’’ Disease: The control of legionella bacteria in water systems 4th edition.



2	Purpose

To minimise the risk of exposure to Legionella by eliminating conditions that would allow the organism to proliferate, and where such condition do exist to take action to control the risk. These measures are   actively managed and clear auditable records are to be maintained









3	Duties

Statutory Duty Holder– Chief Executive

Person with statutory responsibility; for monitoring, supervision and implementation, delegated to Director of Estates, Facilities & Capital Development to take managerial responsibility for the implementation of precautions.

Responsible Persons: 	Contracts and Compliance Manager

Management:                          Director of Estates, Facilities & Capital Development



Responsible for day to day control and implementation of operational procedures.

A regular review of communication and procedures is undertaken and performance of external consultants or contractors who have responsibility for certain parts of the control regimes, such as monitoring and sampling are measured.  The names and contact details of external consultants ae to be clearly stated in the Legionella Control record files.


4	Risk Assessment

The last risk assessment commissioned by the Trust was with Clearwater Technology between December 2017 and November 2019. The Trust will undertake a review of the current risk assessment at least every 2 years and at such time the Trust suspects that it is no longer valid due to such factors as the following:

•	Changes to the water system

•	Building use or layout changes

•	Availability of new information about risk or control

•	Results indicating ineffective control measures

•	A case of Legionella at the Trust



In addition to the annual programme the Trust will ensure that appropriate checks and commissioning procedures are followed locally where alterations and adaptations have been undertaken. These checks must occur before the area is handed over and brought back into use, as new work is seen to increase foreseeable risk.

At the time of undertaking risk assessments, an action plan must evolve to identify clearly all the necessary action required to control the risk.

The following factors will be assessed:

•	Availability of up to date plans

•	Presence of Legionella

•	Source of water supply – mains or tank

•	Temperature of mains supply

•	Temperature of stored water

•	Temperature of flow and return water supplies

•	Water quality – impurities in the water supply and concentration

•	Presence of additional factors to sustain growth e.g. build-up of scale, rust and sludge

•	In plant, pipe work or on outlets

•	Condition of plant

•	Normal plant operation and procedures in event of breakdown

•	Risk of aerosol generation at any point in the system

•	Intensity/frequency of use of facility or space

•	Dead legs



5	Review and Records

The monitoring system, training, management system, communication and system condition needs to be kept under constant review. This will be managed by the designated responsible person and actions identified will be undertaken to ensure that controls remain effective. A regular report by exception will be submitted by Estates & Facilities to the Infection Control Committee identifying in summary current status, actions taken in reporting period, outstanding issues and risks.

Records will be maintained for the following:

•	Management structure

•	Results of monitoring and PPM results

•	Risk assessments

•	Chemical analysis of water

•	Action plans arising from risk assessments

•	Details of completed of corrective actions or precautions taken

•	Where action will not remove risk, statements will be recorded for control procedures

•	Process review records

•	Log books for all relevant plant and inspections made

•	Certification of cleaning and disinfection work for new and existing buildings/departments




6	Notification and Reporting

Results of the above routine checks will be reported to the Infection Control Committee on an annual basis, by the Director of Estates or a nominated person representing of Estates and Facilities or in the form of a written pro-forma.

In addition, the Infection Control Nurse must be informed immediately by the Responsible person from Estates under the following circumstances:

•	Any situation leading to the need for cleaning, disinfection and repair of the hot and

•	Cold water systems (see section)

•	Any significant change to the systems

•	Addition of any air conditioning facilities

•	Any significant change in the Risk Assessment

•	If there is any failure in any of the routine monitoring checks

•	If, for any reason, it is not possible to perform any of these checks at the recommended time intervals



7	Prevention or Control

On completion of the annual or interim risk assessments by the trust appointed contractor, an action plan is to be developed for future preventative maintenance or measures to be implemented to control exposure to the identified risk, block by block across the Trust.

If preventative measures are to remain effective in minimising risk a process of checking, inspecting and monitoring must be implemented. See table 1.0 for monitoring framework.


7.1 Treatment and Control Programmes for Domestic Hot and cold water systems.

The Approved Code of Practice (ACOP) states that the risk from exposure to legionella should be prevented or controlled. Precautions should include the use of water treatment techniques.

It is essential that the system is kept clean, because the efficacy of the control method (both temperature and biocide activity) may be reduced substantially in systems that are fouled with organic matter such as slimes or inorganic matter such as scale.

A temperature control regime is implemented and monitored by the trust appointed contractor. To demonstrate that the control remains effective.

7.2  For cooling towers the guidance in HSG274 part 1 will be strictly adhered to



8	New Works and Commissioning

A clear brief will be given to the design team in order that they get a full understanding of client requirements for operating conditions, performance, commissioning records and operation and maintenance manuals. The design will provide suitable conditions for the health safety and welfare of the occupants’ users and visitors. The designer will also have the responsibility of carrying out a risk assessment of the installation and maintenance of the design, highlighting any risks to personnel and detailing measures to minimise those risks.

The designer will have clear responsibility to specify requirements for the provision of adequate commissioning and the preparation of adequate operation and maintenance manuals.

It will be the clear responsibility of the designers and project managers to ensure that adequate precautions are taken to control the risk during commissioning and start up, and should address such issues as pipes that have been charged and left standing for any length of time before the work is carried out or the area is brought into operation. A commissioning report must be produced, handed over and accepted before practical completion will have deemed to have been achieved. This must contain all details of tests undertaken, outcomes and certificates of compliance. Formal checks will be made to authenticate the tests results. This information will then be incorporated in to the Health & Safety File. The designer must also hand over as built drawing for structure, fabric and services which must contain items detailed below and update the Trust records.

•	System overview

•	Record drawings

•	Manufacturers literature and maintenance instructions

•	Access point locations

•	Commissioning records

•	Maintenance schedules including frequencies

•	Safety information

•	Record sheets of changes to original system

•	Statutory compliance information



9	Action to be taken if a Single Patient with Legionnaires’ disease

	9.1  Confirm the diagnosis

	If the patient has a definite diagnosis of legionella pneumonia, ensure the deputy director infection control is informed.  If the patient is unwell they will be admitted to the acute hospital for further investigations and management.


9.2 Convene Incident Control Team

If the case is considered definitely nosocomial, an incident management team will carry out risk assessment with the Public Health Team and infection control.

Risk assessment will include:

Length of ELFT stay (admission)

Defined as [Nosocomial] if patient in hospital for all ten days before the onset of symptoms or probably nosocomial if patient in hospital for between one and nine of the ten days before the onset of symptoms AND a type of Legionella isolated that was indistinguishable from isolates obtained from the sampling the hospital water system at about the same time.

The Incident Control Team will decide on the need for environmental sampling and remedial control measures, on the advice of PHE/Health Protection Team and HSE.



10	Action to be taken in the Event of an Outbreak of Legionnaires’ disease

Cases of Legionnaires’ disease can be defined as:

i) Sporadic - a single case not associated with any other cases;

ii) Cluster/outbreak - two or more cases associated with a single source with dates of onset within six months of each other;

iii) Linked - two or more cases associated with a single source with dates of onset more than six months apart.

In the case of a suspected outbreak or linked cases of (2 or more) Legionnaires’ disease, the Director of Infection Control (DIPC) must be informed and a Hospital Incident Control team must be convened (see section 9.2) who will liaise with PHE/Health Protection Team to form an incident plan.  They will advise on implementing action to control the problem, including taking samples to investigate potential source.

Statements from the responsible person, authorised supervisor, works plant operatives and specialist contractors/consultants are to be obtained and all operational records are to be scrutinised. Infringements of agreed process are to be investigated



11	Cleaning, Disinfection and Repair



11.1 Air Conditioning & Ventilation Plant

If potential cause is through air conditioning shut down and decommission system, take samples cover air intakes and outlets. Investigate cause, identify plant failure and repair. Disinfect system, clean and disinfect again. Take samples and obtain clearance before starting re-commissioning.



11.2 Hot & Cold Water Services

Should be cleaned and disinfected in the following situations:

If routine checks and monitoring indicate control mechanisms are no longer effective (see table 1).

If the system or part has been substantially altered in a manner that may lead to contaminants in the system where there is no confidence that the contractor undertaking the alterations has completed the agreed commissioning process effectively during or following an outbreak or suspected risk of legionellosis.

Disinfection must be carried out by thermal or chemical process. Staff, patients and visitors must be informed of action and warned of risks arising to ensure that water services are not used by unauthorised personnel until process is complete, clearance is given and samples have been taken where necessary.

a) Chemical – check, disinfect, clean and disinfect calorifiers and tanks; chlorination by specialist contractor in controlled defined concentrations. If there is heavy organic contamination, the contractor should check, disinfect and clean calorifiers and tanks before undertaking a second disinfection process. Building occupants should be warned that the water is heavily chlorinated.

b) Thermal- raise temperature of contents of calorifiers to over 60°C and circulate through entire system for minimum of 1 hour; check temperatures before mixer valves; temperature should not be below 60°C; run all outlets sequentially for a minimum of 5 minutes at full temperature then reduce to normal operating temperatures and recommission system. This process requires strict management control and limitation on system usage as there is a high risk of severe scalding/burns.

It may be necessary to shut down the hot and cold water supply systems, repair, disinfect, clean and disinfect again, followed by further sampling before final clearance for restarting the system is obtained.



12	Training

The Trust must ensure that those persons who have responsibility for undertaking programmed monitoring, risk assessments, specifying and implementing precautionary measures and maintaining related plant, equipment and conduits have the training, instruction and resources to ensure they are competent and to enable them to undertake their tasks efficiently, effectively and safely. The Trust employs contractors and annually the training records are checked to ensure compliance.

All Trust staff during induction are to be made aware of issues relating to legionella and its control.

Records of training shall be maintained as a hard copy and electronically.
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14. Impact Assessment Tool

		

		

		

		Comments



		1

		Briefly describe the policy/decision?



		

		Guideline to control the risk of exposure to Legionella Bacterium and Prevention of Legionella



		1.1

		Briefly describe the purpose or objective of the policy/decision?



		

		To ensure control measures are to remain effective for preventing or controlling the risk of exposure to Legionella Bacteria 



		1.2





1.3

		Does the policy/decision have a legitimate aim?



Is the policy/decision necessary, proportionate and lawful?

		YES





YES

		Provide the East London NHS Foundation Trust’s approach to control the risk of exposure to Legionella.

To ensure comply with legal duties towards staff and patients.



		2

		Will the policy/decision affect one group or a combination of groups less or more favourably than others on the basis of: 

Race, Colour, Nationality, Gender, Age, Sexual orientation, Disability, Religion, Language



(Disability includes: learning disabilities, physical disability, sensory impairment and mental illness)

		NO

		No Adverse Impact.

The policy is designed to be sensitive to the needs of all groups and takes into account

Race, Colour, Nationality, Gender, Age, Sexual orientation, Disability, Religion, and Language



		2.1

		List or describe the evidence that some groups will be affected differently?



		

		The policy has been developed in accordance with the NHS requirements



		3

		Will the policy/decision affect or restrict anyone’s human rights? (see attached list) 



		NO

		The policy has been developed in accordance with the NHS requirements



		3.1

		If the answer to Q3 is yes, which rights will be affected or restricted?

a) absolute right  

e.g. the right to protection from inhuman & degrading treatment

b) limited right 

e.g. the right to liberty

c) qualified right

e.g. the right to respect for private and family life; freedom of expression; peaceful enjoyment of property etc;

		N/A

		The policy will have no direct impact on Human Rights



		3.2

		Can the policy/decision be achieved without the infringement of human rights?





		

		The policy will have no direct impact on any of the areas listed.



		4

		Will this policy/decision:



· Reduce or increase waste



· reduce or increase use of energy



· Have an impact on the use of transport



· Create community employment opportunities

		NO

		The policy will have no direct impact on any of the areas listed.



		5

		What action is to be taken to minimise the impact that the policy/decision will have on equality and diversity and human rights.

 



		N/A

		N/A



		5.1

		What action is to be taken to minimise the impact that the policy/decision will have on the environment 



		N/A

		N/A



		6

		Have you consulted with relevant groups around this policy/decision?

· Staff members

· Service Users

· Carers

· Other agencies

		

		This policy has been distributed to the Matrons, Infection Control Committee for comment and input



		6.1

		Do you have further plans to consult with the relevant groups



		NO

		NO



		7

		Will the policy/decision be monitored?





		

		Ongoing monitoring will be in place by Estates & Facilities.



		7.1

		Will the policy/decision be reviewed?

If yes, when?



		YES

		Bi-annually, next review is due in January 2018.



		7.2

		Will this policy/decision and this Impact assessment be published? 



If yes, list when and where this information will be available.

		YES

		On the intranet – in the Policies section











Appendix A – Contractor Sampling & Testing Schedule 

		

Service



		

Task

		

Frequency

		

Comment



		

Hot  Water Services

		

· Sampling- at source, plant and outlets

· Temperature flow and return checks to calorifiers

· Temperature checks on a representative sample of taps before mixer valve (TMV)

· Temperature of sentinel taps

· Monitor consumption rates

· Visual check on internal surfaces for scale and sludge



		

Annually



Monthly



Monthly





Monthly



Min 2 years 



		

Include laboratory checks



Outgoing water temperature must not drop below 60°C, return at least 50°C

To be at least 45°C after a minute





To be at least 50°C after a minute



To coincide with insurance inspections strip down and repair as necessary



		

Cold Water Services

		

· Check water temperature in tanks at ball valve (inlet) but mentioned below

· Check water temperature in tanks remote from ball valve

· Temperature checks on a representative sample of taps on a rotational basis

· Visually inspect water tanks for integrity, condition, scale and sediment/sludge; drain down, clean and paint 

· Laboratory checks

· Monitor consumption rates

		

monthly



monthly



Annually







Annually





Annually

		

Water temperature must not rise above 20°C

Water temperature must not rise above 20°Cto be below 20 °C after 2 minute run off A bio-film (scale and sludge) must not be allowed to form on water containment or conduits that are in contact with water

Comment on hardness, corrosion, dissolved solids and microbiological control and carry out remedial work where necessary





		

Shower Heads

		

· Dismantle, clean and descale shower heads and hoses



		

quarterly or as necessary

		



		

Little used outlets

		

· Flush through and purge to drain; without aerosol effect; remove from system if practical



		

Weekly

		

Domestic staff function instructed through contract variation 



		

Dead legs

		

· Inspect installation, update plans identify dead legs and eliminate where practical



		

6 monthly or where change of use of an area

		



		

Plant 

		

· Visual check of plant internally for scale and sludge; clean, descale and remove sludge as necessary

· Check pump performance

		

Min 2 years 





Weekly through BMS



		

To coincide with insurance inspections



		

Incoming Mains Supply



		

· Temperature checks

· Laboratory checks for what?

		

6 Monthly

Annually

		

If temperature rises above 20°C action to be taken by Supply Authority. Check in summer and winter





		

Air conditioning plant  and air cooled condensers

		

· Inspect plant and equipment; check if drains are clear, that there are is no build-up of water or leaks; check filters, fans, drain taps

· Inspect for contaminants and water droplets; repair plant and clean ductwork as necessary



		

6 monthly







Annually

		

Change filters and belts quarterly/annually as recommended by manufacturer.



Annually, open up inspect, clean, disinfect and repair as necessary
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1. Executive Summary 


 


Hospitals, in particular catering areas, provide ideal conditions for the survival and multiplication 


of pests. Cockroaches, houseflies, ants, insects and mites, rodents (especially mice), cats and 


birds can spoil and will contaminate food - and thereby transmit infections. They are attracted to 


the premises in search of warmth and food. They present a health risk to both patients and staff. 


 


2. Introduction  


 


The presence of pests can be offensive, present infection, contaminate foodstuffs, damage 


materials and structure or be a nuisance. Once established, pests can be difficult and costly to 


deal with. Satisfactory standards of pest control in both clinical and non-clinical areas are an 


integral part of providing an optimum environment for the delivery of good quality patient care. 


 


East London NHS Foundation Trust recognises its legal obligation to take necessary measures to 


prevent the risk of pest infestation in all food storage, distribution and catering areas and to 


ensure good standards of pest control in all other areas of its sites. 


 


Aim 


 
The aim of this document is to ensure that the Trust (including contract partners) has a 


comprehensive and consistent approach to pest control management, where: 


 


The Trust keeps its sites as free as is reasonably practical from pests in order to minimise the 


potential spread of disease and to satisfy its statutory duties. 


 


The Trust ensures that all staff, patients and visitors are aware of the services available to 


manage pest control. 


 


The Trust continually strives to improve its performance with regard to pest control management 


through participation with contracting partners, and support of all its employees. 


 


The Trust works closely with other organizations to ensure continued good practice across all 


sites. 


 


3. Scope  


 


This policy applies to all Trust employees as well as all contractors and temporary workers who 


are engaged to work on Trust premises and it is intended as the main policy statement regarding 


pest control management. 


 


Pest control contractors either directly with the Trust, or via a contracting partner must comply 


with this policy at all times. 


 


The main organisations with which there are policy links for similar activities are:  


 


 East London NHS Foundation Trust 


 Tower Hamlets PCT Trust 
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 Homerton Acute NHS Trust  


 All Cleaning Services Providers 


 Building contractors on the approved list 


 


4. Duties and Responsibilities 


 


Each employee has a responsibility to ensure compliance with this policy.  


 


4.1 Chief Executive 


 


In line with the Trust’s Health and Safety policy, the Chief Executive has overall responsibility on 


behalf of the Trust Board for ensuring compliance with statutory law.  The Chief Executive will 


ensure that the requirements specified within this policy are resourced and implemented within 


the Trust. 


 


This will be achieved by: 


 


 Ensuring receipt of periodic reports on audit compliance and incidents. 


 


 Taking all reasonable action on recommendations from the Director of Estates, Facilities 


and Capital Development and/or the Environment Committee. 


 


 Ensuring referral of pest control policy issues in governance forums to Director of Estates, 


Facilities and Capital Development and/or the Environment Committee. 


 


4.2 Director of Estates, Facilities and Capital Development 


 


The Director of Estates, Facilities and Capital Development is responsible for pest control 


management. 


 


The responsible duties are: 


 


 To be responsible for the day-to-day compliance of the Trust with all relevant legislation 


and requirements specified within the policy. 


 


 To ensure that there is an appropriate pest control policy adopted by the Trust and 


contracted providers of services.  


 


 To ensure that facilities/funding are available or are purchased, which comply with the 


relevant legislation and Standing Financial Instructions.  


 


 To also ensure that there is a regular review of the pest control policy and that there is an 


ongoing programme of work for monitoring and policing within the Trust Annual Business 


Plan. 


 


 To ensure that at least annually, a special report is presented to the Trust Board informing 


them of the current state of pest control management for which the Board is responsible. 
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4.3 Health and Safety Committee  


 
The Health and Safety Committee is responsible for developing, reviewing and updating 


processes, procedures and policies for the management of pest control to minimise risks to the 


health and safety of staff, contractors, patients, the public and the environment in accordance 


with all relevant legislation. 


 


The Committee is also responsible for: 


 The day-to-day compliance with the requirements of the policy and protocols. 


 Providing reports to the Infection Control Committee. 


 Ensuring that any documentation issued by the Executive or Health & Safety in pursuance 


of the safe management of pest control matters are reflective of legal requirements, good 


working practice and accepted guidance.  


 Ensuring that pro-active arrangements exist for the monitoring and implementation of the 


policy and will notify the Director of Estates, Facilities and Capital Development of areas of 


concern. 


 The Director of Estates, Facilities and Capital Development will receive reports on the 


monitoring and implementation of the policy. 


 


4.4 Heads of Services, Ward Managers, Modern Matrons, PINS and Supervisory Staff 


 
The above groups of staff are responsible to: 


 


 Investigate and report all incidents to the site service helpdesk. 


 


 Ensure that all staff has access to the Trust pest control policy. 


 


 Provide information to all staff working in their areas of responsibi lity information regarding 


pest control and reporting procedures. 


 


 Identify training needs of their staff. 


 


 The Trust Monitoring Officer will monitor for compliance against protocols, however this will 


not absolve local line management from their duty of care. 


 


 


4.5 All Staff 


    


For the purposes of this document bank/agency staff and students/trainees are considered to be 


Trust staff. 


All members of staff have a responsibility to report any sightings or incidents involving pests to 


the site service helpdesk. 
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4.6 Contractors 


All contractors employed by, or working on behalf of the Trust will make the necessary 


arrangements to comply with this policy. It is the responsibility of the Trust department head to 


ensure that contractors are aware of the policy. 


 


4.7 Contracting Partners 


 


All contracting partners who have a contract to provide Pest Control Services will let contracts out 


to reputable service providers in accordance with contract to supply and in accordance with this 


policy 


 


 


5. Key Performance Indicators 


 


It is anticipated that key performance indicators will be developed to support the Trusts Executive 


Governance team, in ensuring compliance to this policy. 


 


In addition the Trust operates a number of monitoring processes to ensure our service providers 


deliver the correct standards set out in this policy: 


 


5.1 Environmental Audits 


 


A regular inspection is carried out by Trust Monitoring officers with Matrons or heads of 


departments.  


 


5.2 Site Tour Inspections 


 


Regular inspections carried out by the nominated pest control contractors, during the 


Environmental Audit Monitoring Officers would also refer to current bait plans and callouts 


received to ensure the Trust is managing the requirements of identified pest.  


 


5.3 Helpdesk 


  


This function records all the requests made by staff and on issue of a reference number the data 


is available should any enquiry be required following any incident. 


Please contact 0845 463 0045 – Rydon Help desk 


01902 575050 – NHSPS Help Desk for Landlord Premises  


 


 5.4 Infection Control 


 


All infestation of Pests are to be reported to Infection Control via Datix Recording System. Pest 


Control is a standing item discussed by the Infection Control Committee. 


 


6. PEST CONTROL SERVICES 


 


 These are undertaken by a commercial servicing contractor under contract arrangements. 


 Catering service supervisor/relevant manager should be aware of the contract terms and 


specifications and maintain liaison with the Environmental co-ordinator. 
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 Successful pest control demands specialist knowledge of pests and pesticides. 


 All pesticides used by the Trust’s pest control contractor will be approved in accordance 


with The Control of Pesticides Regulations (COPR) 1986 (as amended 1997), be strictly 


controlled and monitored and fully comply with the requirements of the Control of 


Substances Hazardous to Health (COSHH) Regulations 2002. 


 


To request pest control services, please phone or email the helpdesk on…… 


Also, open inform the IPC team by opening a datix.  


 


7. NOMINATED OFFICER 


 


The Authorised Officer for co-ordinating all pest control within the Trust localities is the Director of 


Estates, Facilities and Capital Development. 


 


The day to day operations is under the responsibility of the service provider, under contract with 


the Trust. 


 


The Director of Estates, Facilities and Capital Development will report annually to the Trust Board 


on all matters of pest control including standards. 


 


8. METHOD OF OPERATION 


 


Records of treatment must be kept and such records must record the nature of the treatment, the 


dosage used, who carried out the treatment, date and time of treatment, and to whom of the local 


staff informed that treatment had taken place, and to what instructions had been given to the 


local staff. 


 


Pest control services are provided by a specialist contractor and any issues or sightings must be 


reported to the service helpdesk. 


 


In cases of difficulty with rodents the Chief Environmental Health Officers should be consulted 


and a disinfestations programme agreed. Chief Environmental Health Officers are normally able 


to provide all the guidance necessary for dealing with pests. 


 


It is essential for all those concerned to appreciate the treatment for pests uses of pesticides, and 


that pesticides are poison. Successful pest control, demands specialist knowledge of pest and 


pesticides and, therefore, with the exception of approved aerosol insecticides, pesticides are not 


to be purchased or used, except by trained and appointed persons. 


 


 


9. TRAINING 


 


All Nominated Officers for pest control measures will need training in basic pest control 


procedures and awareness. 


All staff that has an involvement with pest control (catering, domestic, works etc) are to attend an 


annual updating/refresher course on recognition of pests, signs of their infestation, pest control 


and procedures. 


All Food handling staff receives similar training as above in their food hygiene training course. 
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10. PREVENTION 


A system of strategically placed traps which are appropriately identified and recorded will be 


placed around all Trust premises. The traps will be visited every six weeks and catch recorded. 


Replacement traps will be re-laid as required. 


Depending on catch, suitable action will be taken. 


 


Report any sighting or signs of infestations, such as: 


 Gnaw marks on doors or woodwork. 


 Trails. 


 Holes in food containers, boxes, packets. 


 Gnawing of electric cables and equipment. 


 Droppings. 


 Visual live or dead bodies including eggs of insects. 


 Smears around pipes and holes indicate rat runs. 


 Food must only be stored, consumed and discarded in designated areas to enable the 


following to be adhered to. 


 Always keep food covered and protected from flies. 


 Never leave uncovered food in a kitchen overnight. Most pests will only come out at night, 


keep food in a refrigerator. 


 Keep rubbish bins covered and take all rubbish out of the kitchen/food areas at the end of 


the day. 


 Make sure all surfaces are clean, including floors and walls. Dirt and grease can collect in 


inaccessible areas which the pests can reach easily. Make sure that the corners and backs 


of units and equipment are also cleaned. Effective cleaning schedules should be in 


operation. 


 Wash up all plates, cutlery and utensils and dry them properly. Never leave dirty plates 


overnight in the kitchen. 


 Inspect deliveries, food stock and premises regularly to make sure there are no signs of 


pest infestation. 


 All food should have a good system of stock rotation. 


 All spillages should be cleaned as they happen. 


 All food stuff should be placed in a container with tight fitting lids. 


 Seal all cracks and crevices in walls, where pipes pass through a wall. 


 Put thick metal kick plates at the base of external doors. 


 Raise products off the floor using pallets to make nesting of rodents more difficult. 


 For flying insects, fine mesh screen should be placed over the opening windows and 


ventilators. 


 Stop any habits of feeding birds and stray animals, particularly cats, by all persons, 


regardless of weather conditions, and sentiment. 


 


11. CONTROL 


Prevention is better than a cure. However, despite the best intentions, infestation may take place. 


At this stage, physical and chemical control measures need to be taken. The advantage of a 


physical method is that the pest will be killed in a pre-determined place making the disposal of 


bodies easier, e.g. mouse traps, electrocution grids. When these methods fail to control the 


infestation or a large infestation is discovered then chemicals are used. 
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 EQUALITY IMPACT ASSESSMENT  


 


Impact Assessment Tool 


 


   Comments 


1 Briefly describe the policy/decision? 


 


 Guideline for the Control 


and Prevention of Pest 


infestation  


1.1 Briefly describe the purpose or 


objective of the policy/decision? 


 


 To ensure all preventative 


measures are undertaken at 


all Trust properties. 


1.2 


 


 


1.3 


Does the policy/decision have a 


legitimate aim? 


 


Is the policy/decision necessary, 


proportionate and lawful? 


Yes 


 


 


Yes 


Provide the East London 


NHS Foundation Trust’s 


approach to Pest Control. 


To ensure safe working 


practices for staff and 


patients. 


2 Will the policy/decision affect one 


group or a combination of groups 


less or more favourably than others 


on the basis of:  


Race, Colour, Nationality, Gender, Age, 


Sexual orientation, Disability, Religion, 


Language 


 


(Disability includes: learning disabilities, 


physical disability, sensory impairment 


and mental illness) 


No No Adverse Impact. 


The policy is designed to be 


sensitive to the needs of all 


groups and takes into 


account 


Race, Colour, Nationality, 


Gender, Age, Sexual 


orientation, Disability, 


Religion, and Language 


2.1 List or describe the evidence that 


some groups will be affected 


differently? 


 


 


 The policy has been 


developed in accordance 


with the NHS guidelines for 


Pest Control & Treatment. 


3 Will the policy/decision affect or 


restrict anyone’s human rights? (see 


attached list)  


 


 


No The policy has been 


developed in accordance 


with the NHS guidelines. 


3.1 If the answer to Q3 is yes, which 


rights will be affected or restricted? 


a) absolute right   


 The policy will have no 


direct impact on Human 


Rights 
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   Comments 


e.g. the right to protection from inhuman 


& degrading treatment 


b) limited right  


e.g. the right to liberty 


c) qualified right 


e.g. the right to respect for private and 


family life; freedom of expression; 


peaceful enjoyment of property etc; 


3.2 Can the policy/decision be achieved 


without the infringement of human 


rights? 


 


 


 


 The policy will have no 


direct impact on any of the 


areas listed. 


4 Will this policy/decision: 


 


 Reduce or increase waste 


 


 reduce or increase use of 


energy 


 


 Have an impact on the use of 


transport 


 


 Create community employment 


opportunities 


 The policy will have no 


direct impact on any of the 


areas listed. 


5 What action is to be taken to minimise 


the impact that the policy/decision 


will have on equality and diversity and 


human rights. 


  


 


 N/A 


5.1 What action is to be taken to minimise 


the impact that the policy/decision 


will have on the environment  


 


 N/A 


6 Have you consulted with relevant 


groups around this policy/decision? 


- Staff members 


- Service Users 


- Carers 


 This policy is for distribution 


to all staff responsible for 


control and management of 


an area. Infection Control 


Committee for comment 


and input. 
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   Comments 


- Other agencies 


6.1 Do you have further plans to consult 


with the relevant groups 


 


No  


7 Will the policy/decision be 


monitored? 


 


 


Yes Ongoing monitoring will be 


in place by Estates & 


Facilities. 


7.1 Will the policy/decision be reviewed? 


If yes, when? 


 


Yes Annually, next review is due 


in January 2011. 


7.2 Will this policy/decision and this 


Impact assessment be published?  


 


If yes, list when and where this 


information will be available. 


Yes On the intranet – in the 


Policies section 
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13. Appendix 


 


INDIVIDUAL PESTS 
 
1. Houseflies 


 
Significance 
Houseflies can transmit intestinal worms and their eggs are potential vectors of disease such as 
dysentery, gastro-enteritis, typhoid, cholera and tuberculosis. They will frequent and feed 


indiscriminately on any liquefiable solid food, putrefying material or food stored for human 
consumption. 
 


Control 
Flies have rapid, prolific breeding habits and high mobility. In order to break the lifecycle, control 
measures should be directed against larval and adult flies. 


 
Hygiene/Management 
Satisfactory hygiene is necessary to limit potential breeding sites and food sources.  
Entry of flies into buildings can be prevented by 1.12mm mesh fly screen, air curtains, bead 


screens or self-closing door equipment with rubber seals. 
 
2. Cockroaches Distribution 


Cockroaches are common in premises associated with the production or handling of  food. 
Gregarious and nocturnal they spend the day hiding in cracks and crevices around areas such as 
sinks, drains, cookers, the backs of cupboards and in refrigerator motor compartments. They 


favour buildings with service ducts and complex plumbing installations which allow them to travel 
freely. 
 
Significance 


Cockroaches are potential vectors of diseases such as dysentery, gastroenteritis, 
Typhoid and poliomyelitis. Their diet is omnivorous and includes fermenting substances, soiled 
dressings, hair, leather, parchment, wallpaper, faeces and food for human consumption. The 


latter may be contaminated either by the mechanical transfer of causative agents of disease from 
the insect's body, or by transmission in the faeces. 
 


Control 
Monitoring and control is essential although successful control of cockroaches is a complex 
subject, and depends very much upon tailoring control measures to the species concerned. 
Infestations can be difficult to control as cockroach eggs are poorly penetrated by insecticides. 


Consequently surveillance of the area by the pest control contractor may need to be prolonged. 
 
Hygiene/Management 


A high standard of hygiene will deny sources of food and hiding places. 
Source: Facilities Directorate Status: Approved Page 6 of 9 
Issue date: January 2009 Review date: December 2009 Document ref: PP (09)253 
 


3. Ants 
(a) Black Ants 
Foraging worker ants cause a nuisance as they travel widely in search of food, 


Following well-defined trails and clustering around the food source. Sweet foods 
Are preferred. They are obviously an unpleasant sight and may damage 
 


(b) Pharaoh's Ants 
These 2mm omnivorous light brown ants are half the size of the black ants. They are unable to 
breed without artificial heat, are very persistent and pose a serious cross infection risk in 
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hospitals. The ants may be found in wall cavities, heating pipes, behind sinks and ovens and 


therefore in laundry, linen rooms, clinical and 
Residential areas. They are particularly attracted to sweet or light protein. 
 
Hygiene/Management 


Although frequently inaccessible and difficult to destroy, ants’ nests must be eradicated.  
If infestation is to be successfully controlled, hormone treatment is required which 
Causes sterilisation in the female of the species. 


 
4. Wasps 
Wasp stings cause pain and distress. Some individuals are particularly sensitive. Wasp nests are 


only used for one season, so it may be possible to put up with the problem temporarily. They are 
often found in cavities in brickwork, in air bricks and roof vents. The nest can be treated by the 
Trust’s pest control contractor; such work may be best carried out in the evening or weekend as 
poisoned stupefied wasps can cause problems. Particular attention should be paid to areas 


around rubbish bins that should be kept in a hygienic condition. 
 
5. Other Insect Pests 


There are many other insect pests that occur sporadically in hospitals. The most 
Common being various species of fly’s, crickets, silverfish and the dry store 
Insects and mites which can be found infesting dried foods such as flour 


Weevils and maggots. 
 
6. Mice and Rats 
These are the vertebrates with greatest potential for damage to food stocks and building fabric in 


the Trust. Modern rodenticides are extremely efficient in the eradication 
To mice and rats from hospitals. The Trust will notify the relevant local authority of any infestation 
of its land or buildings by rats and mice in “substantial numbers” as required by the Prevention of 


Damage by Pests Act 1949.  Rodents have been known to gnaw through electric cables and 
cause fires. All sightings and other evidence of their presence should be reported to the 
Nominated Officer. 
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QUALITY OVERSIGHT AND GOVERNANCE FRAMEWORK FOR PRIMARY CARE

Brand new dedicated Primary Care Directorate with clear leadership and accountability up to board level

Robust structures in place to oversee quality and seek assurance from practices

Triumvurate leadership at Director level to provide operational and clinical support and leadership (Service Director, Medical Director & Nursing Director)

Systems and processes in place to achieve and maintain quality and continuous improvements

Quarterly Assurance visits made jointly by the triumvirate directors

Peer reviews and peer assurance processes in place – include mock CQC visits with clear action plans in place.

Assessment of practice against contract and quality KPIs to develop practice improvement plans where gaps are identified. 

Dedicated Quality and Compliance Officer to support quality reporting





INTRODUCTION: The purpose of this report is to provide assurance to the BLMK CCG that ELFT has robust systems and processes in place to maintain high quality services with positive outcomes for patients. This follows the work that has been undertaken with support from the CCG to improve services at the Cauldwell Medical Centre. Significant improvements have been made since then. In order to ensure that these improvements are sustained and the Trust has adequate oversight of quality and performance across primary care, the following have been established:
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ORGANISATIONAL STRUCTURES THAT SUPPORT QUALITY OVERSIGHT 

EXECUTIVE DIRECTOR FOR PRIMARY CARE

CHIEF MEDICAL OFFICER

(Joint Exec lead for Quality) 

CHIEF NURSE

(Joint Exec lead for Quality) 

DIRECTOR OF PRIMARY CARE

MEDICAL DIRECTOR FOR PRIMARY CARE

DIRECTOR OF NURSING FOR PRIMARY CARE & BCHS

HEAD OF PRIMARY CARE OPERATIONS

(Operational for practice Managers)

HEAD OF NURSING - PRIMARY CARE (Operational for Lead Nurses)







Practice Managers

Lead Nurses

PRACTICE LEVEL LEADERSHIP 

LEAD GP – LEAD NURSE – PRACTICE MANAGER





Quality and Compliance Lead
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QUALITY GOVERNANCE STRUCTURES & PROCESSES  THAT SUPPORT QUALITY OVERSIGHT

EAST LONDON FOUNDATION TRUST BOARD (ELFT)

ELFT QUALITY ASSURANCE COMMITTEE

Sub-Committee of the Board (Chaired by a NED)

Receives quality reports and assurance from services including primary care

Provides assurance to the Trust Board via summary Quality Reports

PRIMARY CARE QUALITY ASSURANCE GROUP (QAG PERFORMANCE PART 1 & 2) – Performance and Quality Reporting from practices

Practice Update Summary



Practice level Oversight

Identified clinical & admin leads for cervical screening, QOF, CQC & immunisations

Policies and SOPs to support practice

Audits & Mock CQC visits with action plans



Practice level  Meetings

Clinical Governance Meetings

CQC Action Plans 

Practice Improvement Plans

Practice team meetings including shared learning











PRIMARY CARE DIRECTORATE MANAGEMENT TEAM MEETING (DMT)

Practice 

Level

Assurance

Directorate level Assurance 

Trust-wide level  Assurance 

Board Level Assurance













PRIMARY CARE DIRECTORATE TRANSFORMATION BOARD
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  Written Complaints 


 


 


 


  


  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  


 


 


 


 


 


 


 


 


 


  


  


Written complaint 


received by central 


complaints team 


Written complaint 


received by local 


practice 


Send to local practice 


immediately 


Practice to log 


complaint on Datix 


N.B. Complaint 


will be reviewed 


by grading panel. 


If the panel 


declares a Serious 


Incident, the 


complaints 


process pauses 


Practice GP and Practice Manager review and 


risk rate complaint; if the complaint is 


clinical, investigated by GP, if non-clinical, 


investigated by Practice Manager 


Practice to acknowledge complaint 


within 3 working days 


Complaint deadline is agreed with the 


complainant 


Copy of written response (except to formal 


complaints) and all documents relating to 


complaint investigation are uploaded to Datix  


Complaints are reviewed and themes 


identified for learning lessons events  


Document deadline on Datix 


Populate actions module on Datix with 


recommendations and evidence 


Response letters 


to formal 


complaints to be 


sent to Complaints 


Team for CEO 


Sign off. 


Complaints Team 


to send letter 


directly to 


complainant and 


upload to Datix 
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                           Verbal Complaints 


 


 


 


  


 


 


 


 


  


 


  


 


 


 


 


 


 


   


 


 


 


  


 


 


  


 


 


  


 


 


  


 


 


  


Verbal complaint 


received by local 


practice 


Complaint is discussed 


with complainant and 


risk rated 


Copy of written response (if 


required by complainant) and any 


documents relating to complaint 


investigation are uploaded to Datix.   


Complaints are reviewed and 


themes identified for learning 


lessons events  


Complaint is resolved at 


the time; complainant 


may or may not require 


written response 


Log complaint on Datix 


(Complaint will be 


reviewed by grading 


panel) 


Complaint is not 


resolved at the time. 


Complainant may or 


may not require written 


response 


Outcome of complaint 


discussion/investigation recorded 


on Datix 


Complaint is 


investigated; if the 


complaint is 


clinical, 


investigated by 


GP, if non-clinical, 


investigated by 


Practice Manager  


Populate actions module on Datix 


with recommendations and 


evidence  


If the complainant 


is dissatisfied with 


the complaint 


response they can 


detail their specific 


queries and an 


Investigating 


Officer external to 


the practice will be 


appointed. 


Response will be 


signed off and 


sent from the 


CEO’s office 
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Complaints Risk Rating Matrix 


 


        


 


      


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


To consider: 


 


Is the patient or a staff member at immediate risk? 


Is there an immediate clinical risk? 


Is there a risk of reputational damage to the practice/Trust? 


Could there be a financial implication? 


Can the issue be resolved immediately? 


 


L I K E L I H O O D  


C 
O 
N 
S 
E 
Q 
U 
E 
N 
C 
E 


 


1 
Rare 


2 
Unlikely 


3 
Possible 


4  
Likely 


5 
Almost 
certain 


5 
Catastrophic 


5 10 15 20 25 


4 
Major 


4 8 12 16 20 


3 
Moderate 


3 6 9 12 15 


2 
Minor 


2 4 6 8 10 


1 
Negligible 


1 2 3 4 5 
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Mental Health and LD  
 


 


Community Health Services  
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 Executive Summary  
 


 The policy emphasises that its guiding principle is that the process should be 
complainant-led and collaborative in approach. 
 


 The policy describes the framework setting out how staff should deal with complaints 
about patient care and its services under the Regulations. 


  


 The policy describes the specific duties and responsibilities of various staff groups. 
 


 The policy sets out the principles for staff to follow along with specific guidance on 
complaint handling. 


 


 The policy includes details of the various stages of the complaints process including 
local resolution and the process for escalation to independent review by the 
Parliamentary and Health Service Ombudsman (PHSO). 


 


 The policy outlines how the organisation aims to improve its services by learning from 
complaints.    


 


 The policy also details the Patient Advice and Liaison Services (PALS) within the 
Trust. 
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1 Introduction  
 
 East London Foundation Trust is committed to continually improving the quality of the care and 


services it provides. As part of this commitment it invites and welcomes the views of service users, 
carers and the local community. The guiding principle of its complaints procedure is that it is led by 
the complainant who will be fully consulted at each stage of the process. No complainant or the 
patient they represent will be treated less favourably on the grounds of age, creed, colour, disability, 
ethnic or national origin, medical condition or marital status, nationality, race, gender (at birth or 
reassigned), or sexuality, nor will a complainant be placed at a disadvantage by making a complaint. 


 
 Any complaint must be seen as an opportunity to continuously improve the quality of the services that 


we provide and to learn lessons from mistakes that may have occurred. Knowledge from handling 
complaints will be shared and applied across the Trust, to support service user experience, better risk 
management and effective clinical governance. In addition to this, the Trust is required to comply with 
the procedures for complaints handling in line with the Local Authority Social Services and NHS 
Complaints (England) Regulations 2009. 


 
Complaints, comments or suggestions, whether oral or written made by service users or their 
representative, as well as information and subject access requests should be taken seriously, handled 
appropriately and sensitively. The Trust should always make every attempt to resolve complaints 
within the spirit of the Local Resolution principle. Service users should feel able to approach the staff 
that provided the service and staff should make every attempt to resolve complaints at an early stage.  
 
The process should be fair, open, flexible and conciliatory and should be easy to access for all service 
users. It is essential that the service user, relative or carer is treated with respect and confident that 
there will be no adverse consequences as a result of raising concerns. Rigid, bureaucratic and 
legalistic approaches must be avoided.  
 
As part of its commitment to accessibility, the Trust widely distributes posters and leaflets about the 
complaints procedures and PALs service within its clinical areas and on its website and provides a 
Freephone contact number and Freepost address. 
 


2 Purpose 
 
 This purpose of this policy is to provide a robust framework for all staff involved with informal and 


formal complaints within the Trust, in line with the objectives of the Local Authority Social Services 
and NHS Complaints (England) Regulations 2009 (The Regulations) and the Health and Social Care 
Act 2008 (Regulated Activities) Regulations 2014: Regulation 16.   


 
 This policy and the processes followed by the Trust are also underpinned by the Parliamentary and 


Health Service Ombudsman (PHSO) Principles of Good Complaint Handling and the Department of 
Health – Listening, Responding, and Improving: A guide to Better Customer Care (2009) and 
Healthwatch - Shifting the Mindset January 2020. 


 
3 Scope 
 


This policy is concerned with the handling of complaints and enquires about the staff and services of 
East London Foundation Trust and the procedures for local resolution. Staff concerns at work and 
complaints raised by professionals from within or outside the Trust will be dealt with via separate 
procedures. It will also uphold the framework that supports patients in meeting their information needs 
regarding all Trust services.    


 
3.1 Complainants can be current or former service users, individuals referred to the Trust, or any person 


who is affected by or likely to be affected by the action, omission or decision of the Trust.  
 
3.2 Other people may complain on behalf of an existing or former service user such as carers and 


relatives. However, their suitability to act as a representative will depend on a service user’s explicit 
knowledge and written consent that a specific person may act on their behalf in relation to the 
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complaint. All complaints from third parties where the patient does not provide consent will be 
carefully considered and a decision taken about whether an investigation can proceed without the 
patient’s consent. In responding, care will be taken not to disclose personal health information without 
the express consent of the service user. All complaints relating to patient safety and/or quality of care 
issues will be investigated irrespective of consent. 


 
3.3 Where an existing or former service user has died, or where an existing or former service user lacks 


the capacity to consent, any person may complain on their behalf. Confidential clinical information 
relating to deceased patients falls under the Access to Health Records Act 1990. Therefore careful 
consideration must be given about whether the complainant is a suitable representative under this 
legislation. However, the Complaints Manager has the right not to accept a person as a suitable 
representative.  


  
3.4 If it is decided that the complainant is not a suitable representative of a service user who is unable to 


give consent, or who has died, the Complaints Manager will inform them in writing, stating why the 
Trust has reached this decision. 


  
3.5 Complainants also have a right to request access to their complaints file. These requests should be 


handled in accordance with the Trust’s Access to Records Policy.  
 
3.6  If the Trust receives any complaints about a member of staff allegedly causing harm to a person 


under the age of eighteen years, they will be investigated under a separate procedure, Management 
of Child Abuse Allegations Made Against Employees of ELFT. Following the completion of this 
investigation, a response will be provided under the complaints procedure.  


 
3.7  Similarly, if the Trust receives any complaints about a member of staff allegedly causing harm to a 


vulnerable adult, the Trust will consider whether they should be dealt with under a separate policy, 
Management of Safeguarding Vulnerable Adult Allegations Made Against Employees of East London 
Foundation Trust and a response will be provided as detailed above. 


 
3.8 In certain circumstances, it will be appropriate for concerns raised via complaints and PALS to be 


investigated under the Trust’s Incident Policy.  Following the completion of this investigation, a 
response will be provided under the complaints procedure.  The complainant will be advised of the 
incident investigation and invited to contribute to that process as appropriate.  They will also be given 
the choice to have their concerns fully included in the incident investigation or for the complaint to be 
investigated separately to any other investigation. 


 
3.9 All individuals (service users, carers, relatives, stakeholders or staff) will be treated in an equitable 


manner, with respect for their views. They will have a right to comment on all services provided by the 
Trust and for their views to be properly considered. 


 
3.10 Staff will always be polite and responsive to patients and people that they liaise with in order to 


address concerns. 
 
3.11 Staff will not be judgemental when concerns and issues are raised. 
 
3.12 Staff will not raise expectations by giving undertakings that might not be possible to meet. 
 
3.13 All those that use the service have a right to privacy and confidentiality. 
 
3.14 Staff will endeavour to keep individuals informed of progress and any actions taken or proposed. 
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4 Duties  
 
 Applying the principles contained within this policy is the responsibility of all staff.  However, specific 


duties and responsibilities rest with designated groups and individuals: 
 
 
 
4.1 The Trust Board 
 Has a duty to ensure there is a complaints policy and procedures in place and that these are widely 


publicised and available to all patients and staff and any persons who may be involved in the care of a 
patient on a personal or professional level. The Trust Board also has a responsibility to regularly 
review complaints data in order to make service improvements where necessary and ensure that any 
identified risks are effectively managed.  


  
4.2 The Chief Executive  
 Has overall responsibility for the effective implementation of this policy and for responding to all formal 


complaints in writing. The Chief Executive is also the person with responsibility for ensuring that the 
Trust meets its obligations under the Regulations.  


  
4.3 The Chief Nurse 
 Is the Trust Executive Lead for Complaints and has responsibility for presenting regular complaint 


reports to the Board and for ensuring that action is taken in light of the outcomes of any investigation. 
 
4.4 Service/Borough Directors 
 Have responsibility for the investigation of all complaints relating to their areas of service and for 


ensuring that they are completed within the required time frame. Service directors have responsibility 
for ensuring that appropriately trained staff within their service are assigned to investigate complaints 
bearing in mind the need for objectivity, seniority, understanding and knowledge necessary to carry 
out a thorough investigation. Service directors also have a responsibility to ensure that any staff 
member identified in the complaint/complaints investigation is given the opportunity to participate in 
the investigation and is given a copy of the original complaint letter and a copy of the final response.  


 
4.5 Associate Director of Governance and Risk Management   
 Has responsibility for providing the Chief Nurse and the service directors with regular complaints 


monitoring reports and for monitoring the actions taken by services in light of outcomes of 
investigations. The Associate Director of Governance and Risk has responsibility for reporting 
compliance to the Service Delivery Board and reporting on a regular basis to the Quality Committee 
and Trust Board. 


 
4.6 The Incidents & Complaints Manager 
 Has day to day corporate responsibility in the direction and management of the Trust’s integrated 


incident and complaints processes.  The Incidents and Complaints Manager will ensure effective 
systems are in place for reporting, investigating and managing incidents and complaints and will 
provide credible, visible and effective leadership. 


 
4.7 The Deputy Incidents & Complaints Manager 
 Has responsibility to support the Incidents and Complaints Team Manager in the management of the 


Trust’s integrated incident and complaints processes and oversight of the complaints process through 
the provision of monthly reporting and monitoring, investigating and managing incidents and 
complaints, training and supporting all Trust staff. 


 
4.8 The Complaints Team Manager 
  Has responsibility for managing the complaints function of the Trust, which includes ensuring that all 


staff have the appropriate training and support to enable them to respond to informal and formal 
complaints. The Complaints Team Manager is responsible for monitoring the quality of information 
recorded on DATIX, investigations and action plans. The Complaints Team Manager is responsible 
for monitoring the quality of investigations to ensure that remedial action is taken and in the event of 
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an incomplete investigation escalate concerns to the appropriate Service Director and Deputy 
Incidents & Complaints Manager.   


 
 
5 Definitions 
 
  Formal Complaints  
 A concern raised by a complainant which it has not been possible to resolve informally, or where after 


discussion, the complainant has expressed a wish for their concerns to be subject to a formal 
investigation. Formal complaints can be made verbally or by written means (postal or electronically). 
Staff will provide the complainant with clear and comprehensive information about the range of 
complaint handling options, to enable them to make an informed decision as to whether they would 
like the complaint to be handled.   


 
5.1 PALS (Patient Advice and Liaison Service) Enquiries 
 Informal concerns, complaints and enquiries can be received from patients/service users and/or their 


families where the preference of the complainant is for these concerns to be resolved informally.   
 
 The Regulations provide that an inquiry, suggestion, comment or issue of concern made orally and 


resolved to the complainant’s satisfaction by the next working day does not need to be dealt with as a 
formal complaint. It should be normal practice for staff to communicate directly with the complainant, 
and staff should feel empowered to resolve issues without the need for them to go through the 
complaints process.  


 
 In all cases, staff should provide the complainant with clear and comprehensive information about the 


range of complaint handing options, to enable them to make an informed decision as to whether they 
wish for the complaint to be handled informally or formally. In all instances, staff must clarify with the 
complainant what their concerns are and what the desired outcome is. Where the complainant 
accepts the response as being satisfactory and appropriate there will usually be no need for further 
action. However, it is important for staff to recognise that there may be issues that need to be brought 
to the attention of senior managers in the organisation such as issues of patient safety. 


 
 PALS enquiries should be resolved within 48 hours to the individual’s satisfaction.  If this is not 


achievable the formal complaints route may be pursued in accordance with the individual’s wishes.   
  
 Please see section 10 for further details of the PALS interface and functions. 
 
 
5.2 Complaints not required to be dealt with (Regulation exemptions) 
 Under the Regulations 2009, there are types of complaints that the Trust is not required to investigate 


under a formal complaints procedure; please see appendix 5 for details. 
 
 
6 Principles of Complaints Handling 
 
 The guiding principle of all complaint handling is that it should be complainant-led and collaborative in 


approach. This should involve the complaints department actively seeking out the views of the 
complainant at each stage of the process. In handling complaints, the Trust endeavours to adhere to 
the Ombudsman’s Principles of Good Complaint Handling including:  


 


 Getting it right by acting in accordance with the law and relevant guidance 


 Being customer focused 


 Listening to the complainant to understand their concerns and the outcome they are seeking  


 Being open and accountable  


 Acting fairly and proportionately  


 Putting things right  


 Seeking continuous improvement 
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6.1 Time Limits for Formal Complaints 
 Under the aforementioned regulations, complaints must be made within twelve months of the event 


complained about or twelve months of the complainant becoming aware of the issues. The Trust has 
the power to exercise its discretion to investigate complaints outside of this time frame. In such cases, 
a desktop review will be undertaken to establish whether a viable investigation may be undertaken.  


 
6.2 Confidentiality 
 It is essential when dealing with complaints that employees of the Trust observe the legal obligation 


not to release information relating to the patient to a third party without appropriate consent. 
 
 
6.3 Protecting Complainants and Patients 
 The Trust is committed to ensuring that patients, their relatives and their carers are not treated 


differently as a result of making a complaint. It is Trust procedure that all records relating to the 
complaint and its investigation are held separately from the patient’s clinical records. Information 
about the complaint should only be disclosed between members of staff on a need to know basis and 
where it has a direct bearing on the patient’s clinical care.  


 
6.4 A Comprehensive Duty of Care 


When handling and investigating complaints the Trust has an obligation to address all issues of 
concern, including those expressly stated in the complaint, as well as any other concerns which are 
identified during the process of complaints handling and investigation e.g. safeguarding and equality 
issues.  


 
6.5 Consent 
 Where a complaint is raised by a third party, the complaints department will seek consent from the 


patient for the complaint to be investigated under the complaints process, and for confidential clinical 
information to be disclosed. However, as stated above, any concerns relating to patient safety will be 
investigated by the Trust. This section will not apply where the patient lacks capacity; the patient is a 
child or has died which are dealt with under separate headings. 


 
6.6 Capacity 
 Where a patient lacks capacity to make a decision about whether their personal information is 


disclosed to another party, the Trust will assess whether the complainant is an appropriate 
representative e.g. holds Power of Attorney for Health and / or is the identified Next of Kin.  
Additionally, where appropriate, in cases where a patient’s capacity is uncertain, a clinician’s view on 
capacity will be sought before any personal information is disclosed. In these circumstances a 
complaint may be put on hold if it is deemed to be in the patient’s best clinical interests.  


 
6.7  Complaints received about a child  
 In line with the regulations, where a representative makes a complaint on behalf of a child, the Trust 


will consider whether it is satisfied that it is reasonable for the complaint to be made by the 
representative instead of the child. If the Trust is not satisfied, it will notify the representative in writing, 
stating reasons for its decision. 


 
6.8 Complaints relating to the care of deceased service users 
 When dealing with complaints regarding the care of a deceased service user, careful consideration 


must be given to what information can be disclosed to the complainant. In such circumstances staff 
should be guided by principals of the Access to Health Records Act 1990 (deceased patients only) 
where applications for records or personal information can only be granted to legal representatives of 
the estate or to someone having a claim arising out of the death.  


 
6.9 Appropriate Representation 
 With reference to consent, capacity and representation, the complaints department will consider 


whether the complainant is a suitable representative of the patient and if it is not satisfied it will notify 
the representative in writing and state the reason for its decision. In doing so, the complaints 
department will take account of relevant legislation such as the Data Protection Act, Access to Health 
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Records Act and the Mental Capacity Act. In any event the Trust will review the concerns raised and 
report internally on its finding and apply learning as necessary.  


 
6.10 Interagency Complaints 
 When the Trust receives a complaint which appears to span more than one organisation, including 


the local authority, the complaints department will contact the complainant to establish whether they 
require a single or joint response, or where appropriate, a meeting. The complainant’s agreement to 
share the complaint with the other organisation(s) must be obtained.  


 
 The complaint will then follow the usual process for ELFT’s input and the complaints team will work 


with the complaints departments of the other organisation(s) to ensure co-ordinated handling and to 
provide the complainant with a single response which covers all aspects of the complaint.  This might 
not apply to integrated services.  


  
6.11 Complaints from external bodies directly into Trust Services 


Complaints received into the Trust from the Care Quality Commission (CQC), Member of Parliament 


(MP), Councillor, Parliamentary and Health Service Ombudsman (PHSO), Healthwatch, and any 


other external organisation must be forwarded to the complaints department immediately on receipt.  


6.12 Transferred services  
Where ELFT acquire a new service, a specific member of staff will be allocated to liaise with the other 
organization about every complaint that requires handover, and support the complainants who are 
affected by the transition of services, advising them of the organisational transfer, and which 
organisation will have overall responsibility for the continued handling of their complaint.  All new 
complaints received after the date of this handover will be managed by ELFT.  


 
6.13 Information for the complainant 


The Trust is committed to ensuring that information about how to access the complaints procedure is 
widely available in an accessible form. On receipt of a complaint, the complaints department will 
ensure that any additional information required by the complainant is provided.  
 


6.14 Support for the complainant 
The support needs of the complainant should be established at the outset in order for the complaint 
process to be as accessible as possible. This should take into the potential need for involvement of 
PALS, Advocacy, and Interpreting and Translation Services. Details of advocacy services are 
provided to every complainant when acknowledging their complaint.  


 
6.15  Being Open/Duty of Candour 


Open effective communication with service users, their relatives and carers is central to the process 
of complaint handling and addressing negative experiences of the care and service provided. It is 
important that the Trust acknowledges where mistakes have been made and apologises. The Trust 
must also explain what happened in terms of care and service delivery problems, any remedial 
response and longer term action required in order to minimise the likelihood of recurrence.    
 
In cases where moderate and above harm has been or is suspected to have been caused, the Trust 
will undertake its responsibilities under Duty of Candour in accordance with the applied statutory 
framework, in line with the incident reporting policy.  Complaints pertaining to harm being caused will 
be cross referenced against the Trust’s incident management system to ensure an incident report has 
been raised. 


 
6.16 Support for Staff 


It is important that staff who are subject to a complaints investigation, have confidence in the Trust’s 
complaints procedures and experience it as being fair and objective. The Trust will provide general 
training for its staff on the complaints procedure as part of its induction, as well as specific training 
session on its complaints policy and procedure. Staff can access advice about the complaints 
procedures and how they might be supported, from their line manager and the complaints 
department. In addition, as noted, staff will be provided with a copy of any complaint where they are 
named and a copy of the Trust’s response. Regular reports are provided to each Directorate to enable 
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managers to ensure that staff are adequately supported. As part of the support process the line 
manager must ensure that all staff are aware of how to seek additional support. If the staff member is 
experiencing difficulties associated with the complaint, then a referral to Occupational Health services 
should be made. The Trust has an ‘Employee Assistance Programme’ in place. The scheme is a 24 
hour, 7 days a week, free and confidential support service available to all Trust employees.  


 
 
Employee Assistance Programme Tel: 0800 282 193. 


 
6.17 Dealing with Aggressive/Threatening or Vexatious and Persistent Complainants 


On rare occasions despite the best efforts of staff, complainants may be aggressive, threatening, 
vexatious or persistent.  This may negatively impact both on their own and or other’s investigations, 
health & wellbeing and the Trust’s resources. 
 
Where complainants repeatedly contact the complaints department or the clinical services where they 
are being treated with the same issues, where the substance of a complaint continually changes or 
the complainant continually raises new issues, a discussion will take place between the Complaints 
Team Manager and Deputy Incidents and Complaints Manager, and other senior staff as required to 
agree an appropriate management plan. 
 
If the actions of the complainant are considered to be inappropriate, the complainant will be informed 
via email or letter of the Trust’s consideration to implement the Persistent Complainants procedure. If 
this procedure is implemented, a letter signed by the Chief Executive will be sent to the complainant 
outlining the plan; please see appendix 5. 


 
6.18 Conflict of Interest 


A conflict of interest occurs where an individual’s ability to exercise judgement, or act in a role, is or 
could be impaired or otherwise influenced by his or her involvement in another role or relationship. 
The individual does not need to exploit his or her position or obtain an actual benefit, financial or 
otherwise, for a conflict of interest to occur.    
 
Any member of staff directly involved with a complaint investigation should declare to the Complaints 
Manager if there is a conflict of interest as soon as they become aware, in line with the Trust’s 
Standards of Business Conduct Policy and will be required to sign a declaration, to that affect, at the 
point at which that they begin their investigation.  
 


 
7 Complaints Process 
 
 Complaints should, whenever possible, be resolved at the time by front line staff. If the complaint is 


resolved to the complainant’s satisfaction it does not need to be handled via the Trust’s formal 
complaints procedures. In situations where front line staff are unsure about the seriousness of the 
complaint or if it is felt that issues of patient safety are involved, advice should always be sought from 
the complaints department.  


 
7.1 On receipt of a complaint, the complaints department will establish whether the complaint falls within 


the remit of the regulations and record the complaint on DATIX (the Trust complaints database).  The 
complaints department will acknowledge receipt of the complaint in writing within three working days. 


 
7.2 Complaints will be graded according to seriousness (high, medium and low). The investigation of any 


complaint that has an initial ‘high’ grading will be brought to the attention of the Chief Nurse and Chief 
Medical Officer via the Trust’s serious incident grading panel where a decision will be made as to 
whether this case will be subject to a serious incident review.   


 
 The complaints process will be put on hold until a serious incident investigation has been completed.  


Any concerns not covered in the serious incident review will be addressed through the complaints 
process.  
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7.3 A Complaints Higher Level Committee meet on a weekly basis to review complex complaints 
providing oversight on progress and learning outcomes. 


 
7.4 Any complaint that fulfils the criteria of an incident (see the Trust’s Incident Policy) should be 


searched for on the incident module on DATIX. The complaint record should be linked to the incident 
record and the incident details forwarded to the directorate to assist in their investigation. 


 
7.5 All information relating to the complaint will be forwarded to the locality, along with supporting 


documents, including guidance on investigations and responding to a complaint.  The locality will 
appoint someone appropriate to review the complaint, conduct a preliminary investigation and contact 
the complainant to discuss their concerns – stage 1. At this stage it might be possible to resolve the 
complaint and identify any learning without further investigation. This will then be agreed with the 
complainant and a written response offered summarising the outcome. The complaints department 
will be updated accordingly and the complaint will be closed.  


 
7.6 If it is not possible to resolve the complaint under stage 1, an investigating officer will be appointed 


and it will progress to stage 2. An investigating officer will be appointed, whose day-to-day function 
sits outside that of the team subject to the investigation. They will contact the complainant to discuss 
how they would like their complaint handled and establish the preferred method of communication, 
timescale and any other requirements, including support needs or interpreting or translating needs. 
The investigating officer will update the complaints department accordingly. 


 
7.7 The Regulations stipulate that a complaint must be responded to within six months. The Trust aims to 


respond to those that are considered straightforward in 25 working days. However, in circumstances 
where complaints are complex, being investigated under other procedures, involve other agencies or 
where the witnesses are not available, the investigation will take longer. Time scales will therefore be 
negotiated by the investigating officer with the complainant.  


 
7.8 There may be times when extensions to an investigation time scale are required.  All extension 


requests must be made by the investigating officer to the Complaints Manager.  Where it becomes 
evident that a response will not be sent within the agreed time scale, the investigating officer will 
contact the complainant to apologise, provide reasons for the expected delay and provide a new 
timescale for the response. Please see appendix 3 for extension process.   


 
7.9 After investigating the complaint, the investigating officer will write a draft response that addresses the 


issues contained within the complaint and aim to satisfy the complainant that their concerns have 
been taken seriously. It should offer an explanation and an appropriate apology, and refer to any 
recommendations and/or remedial action that has and will be taken. The response will be reviewed by 
the complaints department before being personally signed by the Chief Executive.  A copy of the 
signed final response, together with any attachments will be recorded on DATIX. Please see 
appendix 1, complaints handling process chart. 


 
7.10 The response will provide details of how to seek an independent review by the PHSO and encourage 


the complainant to contact the Trust if they are dissatisfied with the content, or require clarification.  In 
such a case, the Trust will undertake further action as necessary to resolve any outstanding issues 
and to bring about a more satisfactory resolution for the complainant. If the Trust reaches the view 
that nothing further may be achieved, the complainant will be advised of this and provided again with 
details of the PHSO. 


 
7.11 Any formal complaint which includes a request for compensation or reimbursement (made by any 


source i.e. the complainant, legal representation, PHSO) should be copied to the Legal Services 
Team immediately on receipt. Once the draft response is completed and 
compensation/reimbursement is recommended, the response will be sent to the Legal Services Team 
outlining the outcome of the investigation.  


  
7.12 In the case of PHSO investigations, if compensation is recommended then this should be forwarded 


to the Legal Services Team to see if they approve the award.   
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7.13 When a compensation/reimbursement request that was made as part of the formal complaints 
process is approved, an ex-gratia form should be completed by the locality along with their budget 
code. This form will be processed by the Legal Services Team who will then notify the complaints 
department when the cheque is ready for collection. The cheque will be sent to the complainant via 
recorded/special delivery. 


  
 When a compensation/reimbursement request is made outside of the formal complaints process (i.e. 


via PALS), this will be forwarded to the Legal Service Team and the relevant locality.  
 


In the rare event that a complaint has been escalated and is being dealt with via the Chair’s office, the 


complainant will no longer liaise with the complaints department and will be redirected to the Chair’s 


PA.   


8 Improvement through learning from complaints 
  
 Effective complaint handling is an important driver for service improvement. The Trust welcomes 


complaints as an opportunity to learn and improve its services and seeks to adopt a non-defensive 
approach to complaints.   


 
 Where complaint investigations result in recommendations and actions, these must be SMART 


(specific, measurable, achievable, realistic and timely).  These actions will be documented on DATIX 
with allocated leads and completion timelines. They will be monitored locally by the directorate’s 
governance department and centrally by the complaints department.   If actions have not been 
completed, the reasons for this should be explored and every effort should be made to implement the 
necessary changes.  Once an action plan has been completed, the complaints department will write 
to the complainant with details of the improvements that have been made within the service. 


 
8.1 The Trust collates complaints data, including the number of complaints received and timeliness in 


responding, as well as themes, trends and actions implemented.  This data forms part of regular 
integrated governance reports which are considered at Trust wide committee level and is used to 
inform the Training Needs Analysis and high level discussion about identified themes and issues 
relating to Trust wide quality and safety issues.  


 
8.2 The Trust holds twice yearly learning from complaints events with a focus on evaluating the 


complaints processes within the Trust and improving patient safety and experience.  A range of 
stakeholders are invited to attend the events including complainants, commissioners, health watch, 
service representatives and local advocacy groups. 


 
8.3 Individual teams are expected to regularly review outcomes of complaints about their service, to gain 


insight into shortcomings in service delivery, with a view to identifying wider areas for improvement.  
 
8.4 Where a staff member is named in a complaint, it is a requirement that the staff member’s supervisor 


and/or line manager supports them through the investigation process and discusses the outcome with 
the staff member, to ascertain whether or not there are any individual practice issues that need to be 
addressed or from which learning can be derived.  


 
 
9 Monitoring and Control 
 
 This document will be ratified by the Quality Committee and any review of it will be agreed and signed 


off by the Quality Committee.  
 
9.1 This document will be disseminated to all staff via the Trust e-mail system and will be accessible to all 


staff via the Trust intranet and members of the public via the Trust website. Implementation of this 
document is detailed in the policy implementation plan that will accompany it at the review stage.  


 
9.2 Monitoring of compliance with the procedures and principles within this policy is done via the quarterly 


Integrated Governance Report provided to the Quality Committee, by local directorate governance 
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reporting and day to day oversight by the Complaints Manager and Deputy Incidents & Complaints 
Manager.  


 
9.3 Complaints data is recorded using the DATIX complaints module and reports are regularly produced 


that capture the numbers of complaints received, the category of complaint and the outcome of the 
complaint.  


 
9.4 The Trust will have regard to the number of cases referred to the PHSO. In addition, the Trust will 


take account of the outcome of the PHSO’s review of its complaints handling and any lessons that 
can be applied to increase compliance with the regulations thereby improving the experience of its 
services users. 


 
 
10 Patient Advice and Liaison Service (PALS) 
 


The PALS service is designed to act as an independent facilitator in addressing the informal 
concerns, with the power to negotiate immediate solutions or resolutions of issues as speedily as 
possible. It provides accurate information on all aspects of the Trust, including how to make a 
formal complaint about Trust services. 


10.1  As a result of early intervention, PALS expects to reduce the number of concerns that escalate into 
a formal complaint. However, there is no requirement for individuals to use the PALS before they 
can make a formal complaint and i t  i s the choice of the individual to use either the formal 
complaints process, or the PALS. 
 
PALS does not aim to reduce complaints to the Trust but to work with individuals to obtain the best 
possible outcome for them and to ensure the Trust learns from the persons experience. This may 
involve a significant amount of signposting to other services and agencies, both internally and 
externally.   


 
10.2  I t  i s  important that details of the enquiries dealt with by the PALS are recorded and monitored. 


PALS data is recorded on DATIX and reports are regularly produced that capture the numbers and 
category of the enquiries received. 
 


10.3 PALS operate an open referral system by which anyone can self-refer or refer someone to PALS.  As 
such, individuals may contact PALS: 


 


 In person (by drop-in* or appointment*).  


 By telephone 


 Through Trust staff 


 By returning a completed PALS card. 


 By referral of an external source. 


 By email 
 
*PALS clinics where applicable 
 
The service is accessible Monday to Friday from 9.00am to 5.00pm via a Freephone facility to 
ensure free and easy access to the service.  Outside these times, an answer machine will be 
available where individuals can leave brief details and they will be contacted as soon as the 
message has been retrieved.  In addition, the Trust has a postal free address for surface mail and 
an electronic mail address for users to contact over the Internet. 
 
PALS FREEPHONE: 0800 783 4839 
 


         PALS FREEPOST:  
FREEPOST RTXT-HJLG-XEBE 
Complaints Department 
The Green   
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1 Roger Dowley Court 
Russia Lane 
London E2 9NJ 
 
PALS Email:  elft.pals@nhs.net 
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Appendix 1  
 
 
 
 


  


 
 
 


 
  
 


Formal  


Acknowledgement. 


Complaint to directorate  


Complaints sent to 


locality for stage 1 


resolution  


Investigated by team 


lead or nominated 


person.   


 


Yes: 


Local Resolution form 


completed & letter 


completed (if required). 


 


 


No: Escalate to Stage 2 – IO 


allocated & investigation 


completed. 


Local resolution form and 


letter sent to complaints 


team. 


 


Response drafted by IO and 


approved by complaints 


team. 


 


CEO sign off & letter sent 


and case closed. 


Triage 


PALS 


PALS liaise with service 


& aim to resolve within 


48 hours 
Directorate inform 
PALS - no further 


action required case 
closed 


Resolved 


Complaint received  


Not 


Resolved 


Complaint 


resolved? 


Case closed subject to 


recommendations. Datix 


Updated. 


Case closed & Datix 


updated.  
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Appendix 2 


Complaint response review/comeback process 


If a complainant is unhappy with the response to the complaint, then the case can be 


reviewed.  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Request for review 


received  


Send 


acknowledgement 


letter  


Send to locality for review  


Locality review advise: 


to open review  
Locality review advise: 


nothing to review all 


points answered  


Re-open formal 


complaint on DATIX 


Re-investigation 


concluded and sent to 


Complaints team 


Draft final response and 


send to locality for 


approval 


Send final response 


from CEO  


Send final response to 


complainant and close 


(From complaints team 


manager)  
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Appendix 3 


Complaint investigation extensions process 


There are occasions where an extension is required to complete the investigation.    


All extension requests must be forwarded to the Complaints Manager for approval.  


Valid reasons for an extension include: 
 


 Complexity – once an investigation commences it may become apparent that additional time is 
needed to undertake a thorough investigation 


 Number and type of points raised by complainant – sometimes these include in excess of twenty 
points. Where there is a high number or the concerns raised cover several areas it may be 
necessary to grant an extension 


 Absence of key witnesses/interviewees (where it  is not possible to meet/interview within the 
timescale) 


 Investigation report does not capture all the points raised and further investigation is required 
 
Circumstances where an extension will not be granted: 
 


 Acknowledgement not completed on time 
 Inability to keep to agreed timescales for no valid reason 
 Annual leave of investigating officer 


 
Following the outcome decision, the investigating officer should contact the complainant and advise 
them of the planned extension and rationale and the revised completion date.   If an extension has not 
been granted and there is an expected delay in responding, the complainant should be informed of the 
expected delay in providing their response.  In all cases, DATIX must be updated by the complaints 
department with the outcome decision and summary of contact with the complainant. 


Extensions should be obtained as soon as possible and not left to the last minute, and the timeframes 
must account for the time required by the investigating officer and the internal quality assurance process. 
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Appendix 4 
 


 


Persistent Complaints procedure  
 
 
Introduction 
 
Unreasonable persistent complainants, although they are a small part of the complaints the 
Trust receives, they represent a particular problem in the resolution of complaints.   The 
difficulty in handling such complainants places a significant strain on time and resources 
and can be demoralising for staff.  The Trust’s staff are trained to respond sensitively to the 
needs of all complainants, but there are times when there is nothing further that can be 
done to assist them or to rectify a real or perceived problem.   This procedure has been 
created to ensure a joint understanding of what is considered as acceptable and unacceptable 
behavior. 
 
Implementing this procedure should be a last resort and after all reasonable measures have 
been taken to try to resolve complaints following the Trust policy and procedure. 
 
The procedure   is  also  designed  to  protect  and  support  staff who are the subject of 
persistent complainants and to maintain the integrity of the complaints procedure. 
 
Definition of unreasonably persistent behavior 


 
Complainants may be deemed to be unreasonably persistent where current or previous contact 
with them shows that they have met two or more (or are in serious breach of one) of the 
following criteria: 
 


 Persisting in pursuing a complaint where the NHS complaints process has been fully and 
properly implemented and exhausted.   For example, where investigation is deemed to be 
‘out  of  time’  or  where  the  PHSO  has  declined  a  request  for independent review. 


 


 Persisting in pursuing a complaint with the Trust in preference to contacting the PHSO for 
independent resolution 


 


 Repetition of a previous complaint where the Trust Complaints procedures has been 
implemented and exhausted. 


 


 The substance of a complaint is changed or new issues are raised persistently or 
complainants seek to prolong contact by unreasonably raising further concerns or 
questions during the complaints process or upon receipt of a response whilst the 
complaint is being dealt with.   Care must be taken not to disregard new issues which 
differ significantly from the original complaint – these may need to be addressed as 
separate complaints. 


 


 Complainants who are unwilling to accept documented evidence of treatment given as 
being factual or deny receipt of an adequate response despite correspondence 
specifically answering their questions/concerns.   This could also extend to complainants 
who do not accept that facts can sometimes be difficult to verify after a long period of time 
has elapsed. 


 


 Complainants   do   not   identify   clearly   the   precise   issues they wish to be 
investigated despite reasonable efforts to help them do so by Trust staff and/or other 
agencies, e.g. by referral to Independent Complaints Advocacy, conciliation/mediation. 
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 The concerns identified are not within the remit of the Trust to investigate. 
 


 Complaints focus on a trivial matter to an extent which is out of proportion to its 
significance and continue to focus on this point.   It should be recognized that determining 
what is trivial can be subjective and careful judgement must be used in applying the 
criterion. 


 


 Aggressive, rude or physical violence has been used or threatened towards staff or their 
families/associates at any time.   This will in itself  cause personal contact with 
complainant and/or their representatives to be discontinued and the complaint will, 
thereafter, only be pursued through written communication.  All such incidents should be 
documented on DATIX and reported, as appropriate, to the police. 


 


 Complainants have, in  the  course  of  pursuing  a registered complaint, had an excessive 
number of contacts with the Trust placing unreasonable demands on staff. Such  contacts  
may  be  in  person,  by  telephone,  letter,  fax  or  electronically. Discretion must be 
exercised in deciding how many contacts are required to qualify as  excessive,  using  
judgement  based  on  the  specific  circumstances  of  each individual case. 


 


 Complainants   have   harassed   or   been   abusive,   including   racist,   sexist   or 
homophobic abuse, or verbally aggressive on more than one occasion towards staff 
dealing with their complaint.  If the nature of the harassment or aggressive behavior is 
sufficiently serious, this could, in itself, be sufficient reason for classifying the complaint as 
unusual.  Staff must recognize that complainants may sometimes act out of character at 
times of stress, anxiety or distress and should make reasonable allowances for this.   All 
incidents of harassment or aggression must be documented on DATIX and dated. 


 


 Requests  may  be  considered  unreasonable  by  the  nature  and  scale  of  service 
expected.   Examples of which are requesting responses within an unreasonable 
timescale or insisting on speaking with only certain members of staff or by contacting 
many staff members and third parties which could be detrimental to investigating the 
complaint. 


 


 Complainants  have  been  known  to  have  electronically  recorded  meetings  or 
conversations without the prior knowledge and consent of the other parties involved. It 
may be necessary to explain to a complainant at the outset of any investigation into their   
complaint(s)   that   such   behavior   is   unacceptable   and   can,   in   some 
circumstances, be illegal. 


 


 Complainants have made defamatory comments about staff to the 
media (local, national and or social media.  


 


Options for dealing with unreasonable, persistent complainants 
 
When the complainant is deemed to be considered as an unreasonable, persistent 
complainant, the Complaints Team in consultation with the Incidents & Complaints Manager and 
the Associate Director of Governance and Risk Management will write to the complainant 
advising them that their behaviour may be considered to be unreasonable and or excessively 
persistent.  They will be asked to consider their further contact with the Trust.  The letter will 
advise the complainant that if there is no change in their behaviour the Persistent Complaints 
Procedure will be invoked. 


 
This procedure maybe implemented at any time during a complaint investigation; however 
the implementation will not stop the complaint investigation. 
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This  notification  must  be  copied  promptly  for  the  information  of others already involved 
in  the  complaint.    A record must be kept, for future reference, of  the reasons why a 
complainant has been classified as unreasonable or excessively persistent and the actions 
taken.   All supporting evidence in dealing with this type of complaint must be documented 
and retained on the complaint file for future reference. 
 
The Trust may decide to deal with persistent complainants in one of the following ways: 


 


 Where complainants have been identified in accordance with the above criteria, the 
chief executive, in consultation with the complaints manager and the clinical team will 
determine what action to take. 
 


 Try to   resolve matters before invoking this procedure, and/or the sanctions detailed 
within it, by drawing up a signed agreement with the complainant setting out a code of 
behavior for the parties involved if the Trust is to continue dealing with the complaint.  If 
this agreement is breached consideration would then be given to implementing other 
actions as outlined below.  Clinicians should be consulted and involved in drawing up 
such an agreement. 


 


 Decline further contact with the complainant either in person, by telephone, fax, 
letter or electronically or any combination of these, provided that one form of contact is 
maintained.  Alternatively, further contact could be restricted to liaison through a third 
party. 


 


 Inform complainants that in extreme circumstances the Trust reserves the right to 
refer persistent complainants to the Trust’s solicitors and/or, if appropriate, the police. 


 


 Temporarily suspend all contact with complainant(s), or investigation o f  a complaint, 
whilst seeking legal advice or guidance from the NHS England or the Department of 
Health. However, this must not intervene with the provision of care and service delivery to 
any individuals involved in the complaint who are in direct receipt of care from the Trust. 


 


Withdrawing persistent complainant status 
 
Once complainants have been classified as unreasonably persistent, there needs to be a 
mechanism for withdrawing this status if, for example, complainants subsequently demonstrate 
a more reasonable approach or if they submit a further complaint for which the normal 
complaints procedures would be appropriate.   
 
When recommending that such status should be revoked, discussions will be held with the 
chief executive, the clinical team and the complaints department and, subject to approval, 
normal contact with complainants and application of the NHS complaints procedures will be 
resumed. 
 
Implementation of the policy will be kept under review and a decision will be made on the 
continuation/cessation of the status.   Clinical teams and front line staff should work closely 
with the chief executive and complaints department in reviewing the policy. 
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Appendix 5 


Complaints not required to be dealt with under a formal process  


(As taken from the Regulations 2009) 


 


The following complaints are not required to be dealt with in accordance with these Regulations: 


(a)  a complaint by a responsible body; 


(b)  a complaint by an employee of a local authority or NHS body about any matter relating to that 


employment; 


(c)  a complaint which: 


(i)  is made orally; and 


(ii)  is resolved to the complainant’s satisfaction not later than the next working day after the day on 


which the complaint was made; 


(d)  a complaint the subject matter of which is the same as that of a complaint that has previously 


been made and resolved in accordance with sub-paragraph (c); 


(e)  a complaint the subject matter of which has previously been investigated under: 


(i)  these Regulations; 


(ii)  the 2004 Regulations, in relation to a complaint made under those Regulations before1st April 


2009; 


(iii)  the 2006 Regulations, in relation to a complaint made under those Regulations before1st April 


2009; or 


(iv)  a relevant complaints procedure in relation to a complaint made under such a procedure before 


1st April 2009; 


(f) a complaint the subject matter of which is being or has been investigated by: 


(i)  a Local Commissioner under the Local Government Act 1974(19); or 


(ii) a Health Service Commissioner under the 1993 Act; 


(g) a complaint arising out of the alleged failure by a responsible body to comply with a request for 


information under the Freedom of Information Act 2000(20); and 


(h)  a complaint which relates to any scheme established under section 10 (superannuation of 


persons engaged in health services, etc.) or section 24 (compensation for loss of office, etc.) of the 


Superannuation Act 1972(21), or to the administration of those schemes. 


(2) Where a responsible body decides that a complaint is a complaint specified in paragraph (1): 


(a)  it is not required to consider the complaint, or consider it further, under these Regulations; and 


(b)  except where the complaint is a complaint specified in paragraph (1)(c), it must as soon as 


reasonably practicable notify the complainant in writing of its decision and the reason for the 


decision. 
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(3) Where a complaint specified in paragraph (1) is part of, or is connected with, another complaint 


which is not so specified, nothing in this regulation prevents that other complaint being handled in 


accordance with these Regulations. 
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Practice based clinical governance meeting

X Practice

Chair: Clinical Lead (x)

AGENDA

		Date:

		

		Time:

		

		Meeting No.

		



		Location:

		







General points regarding this meeting-

· This is an opportunity for your practice team to discuss any issues, share learning and agree plans together for anything that needs improving. 

· Any relevant information from the Quality Assurance Meeting (QAG) should be shared at this meeting.

· Any issues raised at this meeting that cannot be resolved by the practice team should be escalated to QAG.

· If the chair of the meeting can agree the agenda prior to the meeting and this should help the meeting to run more effectively.



		No



		Agenda Item

		Time allocated

		Notes including who is leading, any decisions needed



		1

		Welcome/Introductions/Apologies

		

		



		2

		Minutes of Previous Meeting/Action Log

		

		



		3

		Matters Arising

		

		



		4

		Safety

· Any clinical safety concerns raised by the practice team

		

		



		5

		Clinical Performance 

· Discussion around any difficulties with clinical performance eg flu/QOF etc 

		

		



		6

		Access 

· Any problems with clinical capacity 

		

		



		7

		Complaints/SI’s

· Discussion of any complaints or serious incidents

· Remember these need to be recorded on Datix

		

		



		9

		CAS Alerts

· Recap of all alerts received since last meeting and any actions required

		

		



		10

		Safeguarding

· Any safeguarding issues to escalate to the team by the safeguarding lead

		

		



		11

		People participation

· Review patient feedback and any information from the PPG, agree plans for any improvements needed



		

		



		12

		Clinical effectiveness

· Clinical audits carried out or planned 

· Review directorate level audits

· Focus on shared learning from the audits and plan future audit activity as a team

· Clinical supervision and notes reviews- any points for discussion

		

		



		13

		Infection prevention and control

· Any current issues or concerns

		

		



		15

		Quality Assurance Group

· Anything to be shared with the team from QAG

		

		



		16

		NICE Guidance

· New NICE guidance or revised guidance this month

· Plan as a team any changes that need to be implemented, any issues with this plan that need to be escalated to QAG?

		

		



		17

		Policies and procedures

· NEW policies to be discussed and embedded

		

		



		18

		QI Updates

· Discuss any feedback from QI Forum

· Any proposed new QI projects

		

		



		19

		Health, safety and security

· Risk assessments up to date?



		

		



		21

		Practice Risk Register

· Review of the register

· Any new risks or issues highlighted for logging

		

		



		22

		CQC Readiness

· Review of any CQC action plans

· Any new good work to include in the practice portfolio

		

		



		23

		AOB



		

		



		24

		Date of Next Meeting: x, x Room
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Terms of reference 


Practice based clinical governance meeting

X Practice

1. 
Background and Purpose

1.1
To provide high quality community-orientated health care to our local communities.


1.2
We will do this in partnership with service users, their carers and families and statutory and 
voluntary organisations.


1.3
The Trust’s core values are to:

· Put the service user and carer at the centre of everything we do, and strive to improve patients' and service users' experience of our services


· Ensure wider choice and promote independence


· Provide safe, effective and value for money services


· Ensure equality and value diversity


· Recognise the contribution of our staff and provide a capable workforce


· Promote social inclusion and recovery


· Support people to take responsibility for their own health


In pursuit of these aims, the Directorate has established a 

· Quality and Assurance Group as a subgroup. The Directorate Management Team (DMT) will give direction and advice, and delegates decision-making powers on relevant healthcare delivery issues to the Quality and Assurance Group (QAG). The DMT will continually review the existence and arrangements of this group.

· The practice based clinical governance committee reports into the QAG.

2. 
Responsibilities

2.1 
Powers 

The practice based clinical governance committee reports into the QAG. It will review and assure the quality of all processes based upon audits and risk management systems the results of audits and information resulting from risk assessments, incident reporting, feedback data, clinical audit, complaints and serious untoward incidents (SUI’s).  

2.2 
Explanatory Text


The role of the group is to consider matters of quality and assurance, risk management, health and safety and information governance relating to patients, including the following four processes and tasks

2.2.1
Reviewing and generating: - (all areas must include improvement plans with SMART objectives and a mechanism for updating practice systems and processes as a result).

a) KPI achievement from various corporate risk management and governance plans and contracts

b) Complaints and generating improvement plans

c) Trust risk management  


d) Complaints and PALs reports


e) Incident reporting via Datix

f) Serious untoward incident reports and safeguarding alerts


g) Reports and information from other sub-committees of the Quality Committee 

h) Health and Safety, 

i) Social Inclusion, 

j) Clinical Policies, 

k) Clinical Risk, 

l) Research and Development, 

m) Clinical Audit, 

n) Safeguarding, 

o) Information Governance, 

p) Medicines, 

q) SUI, 

r) Training Education and Development)


s) Reports from groups of the committee (these are to be confirmed but suggested to be the Nursing Steering Group, Therapies Governance Group and Infection Control Committee).


t) Generating risks and reviewing the practice-based risk and issue register. Ensuring any scores over 8 are escalated up to the primary care directorate meeting for discussion and / or adding to the PCD risk register.

2.2.2
Ensuring: - 


u) That appropriate risk management and governance strategies are in place


v) That appropriate protection plans are created across Primary Care services for the management of risk


w) That capability is in place for the delivery of the plans and if there is a lack of capability within the practice team support is sought from the DMT 


x) Appropriate range of policies are in place


y) Independent auditing takes place across range of topics to an agreed plan


z) Actions arising from investigations into SUIs, complaints, incidents and audits are implemented


aa) Reports and information are forwarded to the sub-committees of the Quality Committee as appropriate


2.2.3
Approving: -

ab) Practice specific new or amended policies 


ac) Practice specific new or amended strategies


ad) New or amended practice-based delivery plans


ae) Resources for ensuring delivery of practice plans and other activities from within the practice

af) Minutes of meetings and annual reports from delegated committees: Infection control, security, fire and manual handling.


3.
Membership

3.1 
The membership of the Practice Based Clinical Governance Group will be as follows:

		Representative

		Role



		

		Clinical Lead (Chair)



		

		Lead Nurse



		

		Practice Manager 



		

		Above members as standard – other members agreed locally



		

		



		

		



		

		



		

		





3.2
Each member will appoint a named deputy in advance to act on their behalf.


3.3
Other members will be co-opted to provide the group with experience, advice and expertise as is necessary, co-opted members will be non-voting. 

3.4
Admin support to the group will be provided by a practice administrator. 

3.5 
Exclusions/Dismissals


Members hold their positions on the group by virtue of their practice role; consequently should a named member cease to hold one of the offices above, his or her membership will automatically lapse, and he/she will be replaced by the new postholder.


Attendance at the group will be closely monitored with poor attendance being reviewed formally six monthly and action directed by the chair. Two occassions of non- attendance in six months will be followed up by the line manager.

3.6       Provision for Deputies


Where members cannot attend, they will send a deputy who can act on their behalf, including committing their service to actions. Such a deputy will only have voting rights if formally assigned acting up status by one of the co-chairs at the request of the members concerned. The deputy’s status will be recorded in the minutes.


The attendance of deputies will be monitored and reported upon in the same way as for nomal attendance.


4.

Frequency of meetings

4.1
This group will meet monthly with formal minutes, action and risk logs produced and shared with the Directorate Quality Assurance Group on a monthly basis for discussion The group will meet every month. The chair may call unplanned meeting if necessary. 

5.
 
QUORUM

A quorum of the group will consist of at least 5 members, including either the chair or the deputy chair unless formal acting up arrangements have been made in respect of chairing.

6.

Conduct of Meetings/Decision Making Arrangements

6.1
Agenda


The agenda setting exercise will be a mixture of a formal cycle of work and items agreed with the chairs based upon the recommendations from the governance team. Standing items on every agenda shall be:


· Feedback from the Directorate QAG DMT, Clinical Leads Meeting and QI Coaching Group


· Safety


· Serious Incidents (SIs)


· Complaints 


· CAS Alerts


· Safeguarding 


· People participation


· Clinical effectiveness 


· Clinical supervision


· Quality Assurance


· NICE Guidance 


· Policies and procedures 


· QI Updates


· Health, safety and security


· Mandatory and statutory training 


· Practice Risk Register


6.2
Minutes

Minutes will be taken by a practice administrator and kept on file. The minutes will clearly identify all decisions taken, action points and who is responsible for those actions. The minutes will be approved at the next meeting. 


6.3
Decision Making


The group will aim to reach decisions by consensus wherever possible. Voting will be conducted by a show of hands or other such public declaration as the chair may direct, unless a majority of members requests a secret ballot.


6.4
Declaration of Interests

Group members will declare all pecuniary and other interests which are relevant and material. Should any agenda item arise in which a committee member has an interest the member will declare it at the start of the meeting and take no part in the discussion of that item nor cast a vote.  


7.

REPORTING ARRANGEMENTS


The committee will report to the Quality Committee via the Chair and/or deputy Chair. 

8. 

OTHER PROVISIONS, if any: None

Terms of reference approved date: 14th October 2020

Approved by: PCD DMT

Next review date:  October 2021 via Quality Assurance Group 
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Chair: Clinical Lead (x)

AGENDA

		Date:

		

		Time:

		

		Meeting No.

		



		Location:

		





General points regarding this meeting-


· This is an opportunity for your practice team to discuss any issues, share learning and agree plans together for anything that needs improving. 


· Any relevant information from the Quality Assurance Meeting (QAG) should be shared at this meeting.


· Any issues raised at this meeting that cannot be resolved by the practice team should be escalated to QAG.


· If the chair of the meeting can agree the agenda prior to the meeting and this should help the meeting to run more effectively.

		No




		Agenda Item

		Time allocated

		Notes including who is leading, any decisions needed



		1

		Welcome/Introductions/Apologies

		

		



		2

		Minutes of Previous Meeting/Action Log

		

		



		3

		Matters Arising

		

		



		4

		Safety

· Any clinical safety concerns raised by the practice team

		

		



		5

		Clinical Performance 


· Discussion around any difficulties with clinical performance eg flu/QOF etc 

		

		



		6

		Access 


· Any problems with clinical capacity 

		

		



		7

		Complaints/SI’s

· Discussion of any complaints or serious incidents


· Remember these need to be recorded on Datix

		

		



		9

		CAS Alerts


· Recap of all alerts received since last meeting and any actions required

		

		



		10

		Safeguarding


· Any safeguarding issues to escalate to the team by the safeguarding lead

		

		



		11

		People participation


· Review patient feedback and any information from the PPG, agree plans for any improvements needed




		

		



		12

		Clinical effectiveness


· Clinical audits carried out or planned 


· Review directorate level audits


· Focus on shared learning from the audits and plan future audit activity as a team

· Clinical supervision and notes reviews- any points for discussion

		

		



		13

		Infection prevention and control


· Any current issues or concerns

		

		



		15

		Quality Assurance Group

· Anything to be shared with the team from QAG

		

		



		16

		NICE Guidance


· New NICE guidance or revised guidance this month

· Plan as a team any changes that need to be implemented, any issues with this plan that need to be escalated to QAG?

		

		



		17

		Policies and procedures


· NEW policies to be discussed and embedded

		

		



		18

		QI Updates


· Discuss any feedback from QI Forum

· Any proposed new QI projects

		

		



		19

		Health, safety and security


· Risk assessments up to date?



		

		



		21

		Practice Risk Register


· Review of the register


· Any new risks or issues highlighted for logging

		

		



		22

		CQC Readiness


· Review of any CQC action plans


· Any new good work to include in the practice portfolio

		

		



		23

		AOB




		

		



		24

		Date of Next Meeting: x, x Room

		

		





		CORE GROUP MEMBERSHIP


Representation will be required if you cannot attend



		Name

		Job Title

		Initials



		

		

		



		

		

		



		

		

		



		

		

		





[image: image1.emf]  Lessons Learned  -   Embedding the Learning/Hot Spots                                                               Date:                                                                                                         For  Discussion   and Action   a t  Practice C linical Governance  Group Meeting (PCGG)         Date : ___________  


Step 2  


Step 1  


Team Nam e:               Base:  


Why did this happen   (brief summary) ?                  


Step 3  


What actions or steps can   be taken to ensure this does not   happen again?  


Action    By who  By when  


1        


2        


3        


4        


                             


Step 4  


Name of Manager whose responsibility it will   be to ensure that these steps happen ?          


Step 5  


What advice or instructions would be useful to another team   / service   to?                    





[image: image2.emf]  As a result of discussion of this Lesson Learned ,   the following action needs to be taken:     1.   Change in Policy   a.   Identify manager to  implement:__________________________ __ ___ _     b.   Identify date for completion and ratification by the  PCG G : ________ __ _     2.   Change in Standard Operating   Procedure:   a.   Identify Manager to implement:_____________________________ __     b.   Identify   date for completion and ratification at  DMT  or PC GG :________________     3.   Communication to staff:   a.   Communication to be written by:____________________________ ___     b.   Co mmunication to be delivered via (please tick):   i.   Team Bulletin      ii.   Team meetings   iii.   Supervision  sessions   iv.   Email to all staff     c.   Date Communication to be complete: __________________________     4.   Staff training need:   a.   Training department  to be advised:_____________________________     b.   Date for report back to  PC GG :__________________________________     5.   Other Action   r equired   (please detail) :           a.   Manager responsible for implementation: _________________________     b.   Date for implementation completion and report to SMT:__ ____________ ___       Checklist   and actions for meeting minute taker :     1.   Actions are embedded into D MT  action log     2.   Completion dates placed onto agenda for identified dates  
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ELFT - Primary Care Quality Oversight.pptx
QUALITY OVERSIGHT AND GOVERNANCE FRAMEWORK FOR PRIMARY CARE

Brand new dedicated Primary Care Directorate with clear leadership and accountability up to board level

Robust structures in place to oversee quality and seek assurance from practices

Triumvurate leadership at Director level to provide operational and clinical support and leadership (Service Director, Medical Director & Nursing Director)

Systems and processes in place to achieve and maintain quality and continuous improvements

Quarterly Assurance visits made jointly by the triumvirate directors

Peer reviews and peer assurance processes in place – include mock CQC visits with clear action plans in place.

Assessment of practice against contract and quality KPIs to develop practice improvement plans where gaps are identified. 

Dedicated Quality and Compliance Officer to support quality reporting





INTRODUCTION: The purpose of this report is to provide assurance to the BLMK CCG that ELFT has robust systems and processes in place to maintain high quality services with positive outcomes for patients. This follows the work that has been undertaken with support from the CCG to improve services at the Cauldwell Medical Centre. Significant improvements have been made since then. In order to ensure that these improvements are sustained and the Trust has adequate oversight of quality and performance across primary care, the following have been established:
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ORGANISATIONAL STRUCTURES THAT SUPPORT QUALITY OVERSIGHT 

EXECUTIVE DIRECTOR FOR PRIMARY CARE

CHIEF MEDICAL OFFICER

(Joint Exec lead for Quality) 

CHIEF NURSE

(Joint Exec lead for Quality) 

DIRECTOR OF PRIMARY CARE

MEDICAL DIRECTOR FOR PRIMARY CARE

DIRECTOR OF NURSING FOR PRIMARY CARE & BCHS

HEAD OF PRIMARY CARE OPERATIONS

(Operational for practice Managers)

HEAD OF NURSING - PRIMARY CARE (Operational for Lead Nurses)







Practice Managers

Lead Nurses

PRACTICE LEVEL LEADERSHIP 

LEAD GP – LEAD NURSE – PRACTICE MANAGER





Quality and Compliance Lead
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QUALITY GOVERNANCE STRUCTURES & PROCESSES  THAT SUPPORT QUALITY OVERSIGHT

EAST LONDON FOUNDATION TRUST BOARD (ELFT)

ELFT QUALITY ASSURANCE COMMITTEE

Sub-Committee of the Board (Chaired by a NED)

Receives quality reports and assurance from services including primary care

Provides assurance to the Trust Board via summary Quality Reports

PRIMARY CARE QUALITY ASSURANCE GROUP (QAG PERFORMANCE PART 1 & 2) – Performance and Quality Reporting from practices

Practice Update Summary



Practice level Oversight

Identified clinical & admin leads for cervical screening, QOF, CQC & immunisations

Policies and SOPs to support practice

Audits & Mock CQC visits with action plans



Practice level  Meetings

Clinical Governance Meetings

CQC Action Plans 

Practice Improvement Plans

Practice team meetings including shared learning











PRIMARY CARE DIRECTORATE MANAGEMENT TEAM MEETING (DMT)

Practice 

Level

Assurance

Directorate level Assurance 

Trust-wide level  Assurance 

Board Level Assurance













PRIMARY CARE DIRECTORATE TRANSFORMATION BOARD
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Any amendments to the content of this plan should be sent to:

Richard Harwin, Heath, Safety and Security Manager (richard.harwin@nhs.net)


1. Planning Principles

1.1
Planning Requirements

The Civil Contingencies Act 2004 identifies NHS Foundation Trusts as Category 1 Responders. As part of East London NHS Foundation Trust, the Service falls under its requirement to have Business Continuity Management (BCM) arrangements in place to manage disruption to the delivery of services as stated in the Business Continuity Policy. 


1.2
Plan Aims and Objectives 


The key aims of this plan are to outline the business continuity arrangements for [xxxx] and provide information for staff to assist them respond to incidents and implement business continuity arrangements during a period of disruption.  

To achieve business continuity objectives, this plan shows 


· Who will be responsible


· What will be done


· What resources are required


· How the results will be evaluated


1.3
Roles and Responsibilities for Implementation 

The Resilience Lead for [Practice Name] is [Role].  The Resilience Lead is responsible for ensuring that the plan is completed, maintained and audited and that all staff are aware of its contents and key procedures.  

All managers and staff are responsible for the successful implementation of resilience and business continuity procedures to maintain critical and essential services during a period of disruption. Therefore, all members of staff should be familiar with their individual roles during an incident or period of disruption and make sure that these are reflected within this document. 


1.4
Plan Activation


The plan will be activated by the Practice Manager, the Manager on call or any member of the Directorate Management Team or the Director on call.

The plan will be activated in situations where events or disruptions threaten to or have impacted on the availability and quality of the Service. This may be due to one or a combination of potential causes of disruption shown in section 2.1. 

This plan will be triggered when in relation to an event or disruption

· Patient experience is affected 

· Data quality is affected

· Care outcomes will be compromised or not achieved

1.5      Plan Audience


The plan is directed for managers and staff, including subcontracted and agency staff.  Any non-directly employed staff, subcontracted or support services should also contribute to and be aware of the contents of this plan.  This plan will also be useful for other staff within East London NHS Foundation Trust who may be involved in managing the response to an incident involving the Practice or whose own services may be impacted by its disruption.


1.6
Plan Review & Audit


The plan will be reviewed on a regular basis, at least annually and in line with any changes to national, regional or local legislation and guidance or following any period of disruption.  

1.7
Exercising


The key procedures in the plan should be exercised at least annually either within the service or with local stakeholders to raise awareness and validate the contents. 


Exercise reports will be kept by the Resilience Lead for the Practice and forwarded to the Trust Emergency Planning Lead who will provide assistance with exercising as required. Exercise reports and learning from exercises will be shared with relevant stakeholders. Action plans will be generated by the Resilience Lead for the Practice, the implementation of which will be monitored by the Trust Emergency Planning Manager, who will be reporting annually on implementation of actions to the Safety Committee.

1.8      Training

All staff within the Practice should be made aware of the contents of the plan as part of induction and provided with training where necessary.  


To improve staff awareness of this plan, discussion of business continuity and resilience procedures should be incorporated into current team meetings, especially in preparation for periods of extreme weather (summer heatwaves, winter snow) or periods of known disruption (large sporting events) or in response to specific scenarios e.g. loss of power or access to the building.  Discussing what staff would do in such an event will help to train staff and refine the information within this plan.


Different staff groups will require different levels of training on this plan, which are shown below:


Training needs analysis and programme:


		Staff Group

		Description of training




		Frequency

		Date



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		





2. 
Analysis 


2.1
Potential Causes of Disruption

In order to determine what arrangements need to be put in place to maintain the critical, essential and routine functions of the service, it is first necessary to determine what may cause a disruption to it. The following hazards could cause disruption:

· Loss or inability of staff to attend work


· Transport or infrastructure disruption 


· Loss of use of transport (public and private) (including fuel disruption)

· Disruption of service to or by service users


· Environmental conditions (i.e. flood, extreme weather conditions) 


· Evacuation as a precaution (i.e. suspect powder, police cordon)


· Evacuation due to immediate risk of danger (i.e. fire or explosion)


· External major incident including terrorist attack


· Infectious disease outbreak (not including pandemic influenza)


· Loss of Utility services

· Partial or full loss of premises 


· Supplier Failure

· Collection Failure

· Support Service disruption (e.g. cleaning, security, catering)


· Technology failure (IT, Telephones etc) 

· Possible combinations of the above


These causes of disruption will affect Trust services and their impact has to be assessed using an impact assessment.

2.2
Impact Assessment


The impact of disruption needs to be calculated over different time spans, using the business impact assessment on the accompanying spread sheet. This will give the


· Priority of the service


· Recovery time objective


· Maximum tolerable period of disruption

		1

		Low. There may be a low impact to data quality or patient experience; it only temporarily reduces service quality.



		2

		Medium: Could create an unsatisfactory patient experience, cause justified complaints peripheral to clinical care, reduce service or data quality.



		3

		High: Mismanagement of patient care, justified complaint involving lack of appropriate care, Significant effect on data quality



		4

		Critical: There may be serious mismanagement of patient care or data. 



		5

		Essential: Without the service for this period will create a totally unsatisfactory patient outcome or experience, creates large scale problems for the service 





2.3
Prioritising Services and Functions

		Practice Name:



		



		Main Location:



		



		Other locations:



		



		General Description of all work carried out:



		





In the event of a period of disruption affecting services, the service or parts of it is/are prioritised as:


		Term

		Service

		Recovery Time Objective

		Maximum tolerable period of disruption



		Essential

		

		

		



		

		

		

		



		Critical

		

		

		



		

		

		

		



		High

		

		

		



		

		

		

		



		Medium

		

		

		



		

		

		

		



		Low

		

		

		



		

		

		

		





3. 
Business Continuity Arrangements - Premises

3.1 
Services 


		Practice Name:

		



		Location:



		

		Floor:

		



		Alternative site(s) service can be provided from:

		



		Special requirements

		



		Practice Resources:

		Full service

		Minimum required during loss up to four hours


- who is responsible


- timescales


- resource required

		Minimum required during loss up to 48 hours


- who is responsible


- timescales


-  resource required

		Actions for permanent loss


-who is responsible


- timescales 


- resource required



		No of rooms

		

		

		

		



		Workstations

		

		

		

		



		Computers

		

		

		

		



		Telephones

		

		

		

		



		Mobiles

		

		

		

		



		Printers

		

		

		

		



		Photocopiers

		

		

		

		



		Fax Machine

		

		

		

		



		Staffing



		Function

		Normal Service Staff Level

		Minimum Number of Staff

		Actions to take 


– who is responsible


- timescales 

- resource required



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		Clinical Equipment/consumable/medicines



		Clinical Equipment/


consumables/


medicines

		Supplier, stock levels and frequency of supplies

		Initial Actions during Loss 


- who is responsible


- timescales 


- resource required

		Actions for Permanent Loss


- who is responsible


- timescales 


- resource required



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		Non Clinical Equipment/ consumables/


medicines



		Supplier, stock levels and frequency of supplies

		Initial Actions during Loss


- who is responsible


- timescales 


- resource required

		Actions for Permanent Loss


- who is responsible


- timescales 


- resource required



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		IT



		Data / System

		Initial Actions during Loss


-who is responsible


- timescales 


- resource required




		Actions for Permanent Loss


-who is responsible


- timescales


- resource required






		

		

		



		

		

		





3.2 
Main Reception


		Normal Staffing

		



		Minimum Staff

		



		Security Company

		



		Business Continuity Arrangements:

		Replacement staff:


Replacement security tags / alarms:


Secure storage lockers:





3.3 
Utilities

		Utility

		Supplier

		Initial Actions during Loss


- who is responsible


- timescales 


- resource required

		Actions for Permanent Loss


- who is responsible


- timescales 


- resource required



		Electricity 

		

		

		



		Gas

		

		

		



		Water

		

		

		



		Telecoms

		

		

		



		

		

		

		





3.4 
Collections


Actions for initial and permanent loss should include assistance from independent sector organisations.

		Collections

		Company/

Operator

		Initial Actions during Loss


- who is responsible


- timescales 


- resource required

		Actions for Permanent Loss


- who is responsible


- timescales 


- resource required



		

		

		

		



		

		

		

		





3.5 
Fuel

Only complete if you use vehicles for the delivery of the service – vouchers cannot be supplied for commuting purposes.


Guidance on Priority

For Vehicles filled from Retail supplies – i.e. filled at normal public filling station


A: Activities to reduce mortality, morbidity and significant progression of disease.


B: Activities that will alleviate human suffering, including palliative care.


C: Activities that meet any legal obligations, such as those in the Children’s Act, Mental Health Act 2007 and others.


D: All other emergency clinical and social services


E: All other routine clinical and social services


F: All other functions and services


		Vehicle Type

		Number of Vehicles

		Owner

		Priority



		i.e. Private Car

		2

		Private Individual

		A



		

		

		

		B



		

		

		

		C



		

		

		

		D



		

		

		

		E



		

		

		

		F





4.  
Insurance


The Trust has insurance cover from the NHS Litigation Authority for the following areas:

		Insurance 

		Cover 



		Employers Liability

		unlimited cover



		Public Liability

		unlimited cover



		Product liability

		unlimited cover



		Professional Indemnity

		unlimited cover



		Property expenses scheme

		Up to 1 million





The Director of Governance and Corporate Planning should be contacted for any claims relating to these areas.

There are also private insurance schemes in place that cover business continuity, re-instatement, rental income and material damage and the Director of Finance and the Director of Estates should be contacted within 24 hours of the incident arising.


5. 
Emergency Purchases

The Incident Management Director may authorise payments to meet the needs of an emergency or period of severe disruption.  The Incident Management Director will notify the Deputy Director of Finance with the reason and the details of the expenditure. The Finance Team will initially route payments through a Finance Team budget and then establish a cost centre for the incident for further use and transfer expenditure already authorised so that all expenditure can be tracked. 


Alternatively, the Incident Management Director may use emergency purchase cost centres and order numbers as shown in appendix M of the Incident Response Plan.


6.  
Accommodation for Staff


In the event that staff are unable to travel from work, the following options should be explored:

· Accommodation with other staff members

· Rooms in nearby hotels  - booking through Redfern – www.trips.uk.com 

· Available space in inpatient units

		Inpatient Unit

		Contact Details



		

		



		

		



		

		





7.
Response


7.1 
Command and Control


The Director or designated deputy (Service Lead) will assess the impact on the Practice and prioritise functions accordingly. Depending on the extent and nature of the incident or disruption, this may be managed locally within the service.

An incident management (Bronze) Team for the Practice may be set up. 


An incident management (Silver) Team for the Directorate may be set up.

An incident management (Gold) Team at the Trust may be set up, which oversees the Directorate Silver Team.


During any incident, staff should continue to carry out their normal duties as far as reasonably practicable and if it is safe to do so.


Out of hours, additional staff may be required and the Emergency Staff Contact list activated to ensure the security of service users (see section 8.3) 


In the event of any serious incident or disruption out of hours, both the on-call Director for ELFT should be notified immediately on Director on call mobile: 0797 196 1172 or Pager 07623541422 and the on-call Manager on 01582 657568.

During a major incident elsewhere at the Trust, the Service may be requested to provide

[insert]


7.2 
Incident Co-ordination Centres


Depending on severity and nature of the disruption, the incident may need to be managed from the Directorate’s Incident Co-ordination Centre. Where this is not available, other Incident Co-ordination Centres can be used as below:


		Location

		Address

		Contact Numbers

		Out of Hours Access



		EastOne


Trust Headquarters

		9 Alie Street

London


E1

Switchboard: 020 7655 4000

Nearest Tube: Aldgate East, or Aldgate 

		Incident Room


Tel: 
020 7655 2141



		H&M Security 0208 5232227 or 07882 280035 between 20.00 and 06.30. Trust ID needs to be shown



		City & Hackney


Centre for Mental Health

		East Wing Management Offices,  Homerton Row, Hackney, London E9 6SR


Nearest Station: Homerton 
(Silverlink)

		Tel:  

020 8510 5664 / 5555


Tel: 

020 8510 8889 


Fax:

020 8510 8404 


(both Management Offices)




020 8510 8126 


(24hr security   office)

		Contact Duty Senior Nurse


02085105555 and ask for bleep 500





		John Howard Centre for Forensic Mental Health

		Meeting Room, 1st floor


12 Kenworthy Road, 


Homerton, London E9 5TD


Nearest Station: Homerton (Silverlink)




		Tel: 

020 8510 2004 




(Emergency No)


Fax: 

020 8985 0278 




020 8510 2003/5/6 

(both Reception)

		Via reception



		Wolfson House

		Tribunal Room

Ground Floor

311-315 Green Lanes 
London N4 2ES 
Switchboard: 020 3222 7100

Nearest station: Manor House

		Tel:
020 3222 7105 x 1 
phone


No Fax  machine in room but there is a MFD printer within 15 metres of room on Ground Floor opposite Security Reception

		Via reception



		Newham Centre for Mental Health

		1st Floor Conference Room


Cherry Tree Way, Glen Road, Plaistow, London E13 8SP


Nearest Tube: Plaistow or Prince Regent 

		Tel:
020 7540 4380  


Fax:
020 8121 5477 (Reception)

		Via reception


0207 540 4380



		Tower Hamlets Centre for Mental Health




		Meeting Room, 


Burdett House, 


Mile End Hospital,


 Bancroft Road,


 London E1 4DG


Nearest Tube:
Stepney Green/Mile End/Bow Church DLR

		Tel:  
020 8121 5608 



(phone in cupboard)


 
020 8212 5001 
(Reception)


Fax: 
020 8121 5477 


 Tel: 
020 8121 5480 


(both Management Offices)

 

		Contact the security office on the ground floor of the main hospital building – opposite the THCfMH. Phone number 0208 223 8233



		Newham Community Health 

		East Ham Care Centre, Shrewsbury Road, East Ham, London E7 8QP 


Tube: Upton Park/East Ham

		Tel: 
020 8475 8776/ 



020 8472 1653 
(Resource room)

Fax: 
020 8472 4395


Reception: 020 8574 2001

		Open 24 hours, Security Officer in reception will unlock.



		Charter House


Luton

		Incident Room, Floor 6, Charter House, Alma Street, Luton, LU1 2PJ

		BT Tel:  01582 727608


NTL Tel:  01582 700272


Fax:  
01582 402568

		Access out of hours is via Security:

0800 389 1494/ 07977 267824/


01462 481811





7.3
Alerting 

In the event of disruption caused by either an external or internal incident, the incident manager should be contacting the [insert].

The [insert] will agree with the incident manager the information cascade. This includes informing senior managers and the Communications Team. 


The Major Incident Communication Strategy and Plan will be followed 

7.3.1 
Contact Details of Relevant Managers and Staff

The telephone numbers in this list are to be used only to contact staff in the event of an incident where staff may be required to work or to alert them to changes in normal arrangements.  These numbers may not be circulated or used in other documents without the express permission of each member of staff.


Staff are responsible for informing the Resilience Lead and Human Resources of any changes to their personal contact details including office and mobile telephone numbers.


		Name 

		Role

		Emergency Contact No(s)

		Home Postcode



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		





7.3.2 
Other Trust services or external agencies or key stakeholders may need to be informed of the hazard and that the business continuity plan has been activated.


		Who needs informing

		Contact details in hours

		Contact details out of hours



		Manager on call

		

		



		Duty Senior Nurse

		

		



		Director on call

		

		



		Director of Operations 

		

		



		Xxxx Service

		

		



		Xxxx service

		

		



		Estates

		

		



		NHS England 

		

		



		IT

		

		



		Department of Justice

		

		



		

		

		



		

		

		





All contact lists will be validated at least annually as part of the review cycle.


7.3.3 
Communications with Staff and the Media

It is the role of the Communications Lead to manage the Trust’s relationship with the media and to disseminate situation updates to staff as and when required by the Incident Manager, Director on-Call or Director of Operations.


Communications to Staff

It is important that staff are made aware that a business continuity incident is in progress and when it ends.  They will perform better when they understand what is going on and, even if not directly involved in the response, can take steps to ensure that they do not inhibit the response by their own actions.


Communications with the Media

The Communications Lead will manage the Media response in partnership with other responders and as set out in the ‘Major Incident Communications Strategy and Plan’ (copies are held in the Green Box in each Incident Control Centre). 


7.4    Mutual Aid


If the service is unable to sustain essential functions due to the disruption, i.e. inability to source additional/replacement staff, equipment or other resources, the Service Director


should request mutual aid assistance from other services within the Trust. This will be via the Director of Operations or the Director on call. 


If mutual aid cannot be provided from within the Trust, the process as described in the Incident Response Plan section 24 will be followed, whereby the Trust Director on call will contact NHS England who will be brokering arrangements.


7.5 
Pandemic Response


During an influenza pandemic or infectious disease outbreak, ELFT services will implement infection control measures in accordance with public health guidance.  Additional Personal Protective Equipment (e.g. gloves, alcohol gel, masks and aprons) will be made available to staff.  Any stockpiling of PPE before or during a pandemic may require additional storage arrangements and administration.  All staff and service users are encouraged to be vaccinated regularly against influenza to reduce the risk of spreading infection and absence due to illness.  Service users will be prioritised during a pandemic according to their overall mental and physical healthcare needs.  Business continuity arrangements may need to be implemented to maintain minimum staffing levels during periods of severe staff shortage. 


ELFT has a pandemic influenza plan which sets out actions to be taken in the event of a pandemic.  The Service has been designated a [routine/critical/essential] function and would be prioritised [detail how long opened] in the event of a pandemic. 


7.6
Incident Meetings

7.6.1 
Meeting Agenda


Meetings should follow an agenda, based on to that shown below. Meetings can be face to face or using telephone conference. 


To set up a conference call, log on to http://www.powwownow.co.uk/ . Dial in No: 0844 4 73 73 73 with an email address to create an access pin which needs to be given to participants so that they can dial in. Number of participants allowed per conference: minimum 2, maximum 50. 


1. Attendance and Apologies


2. Information from on-call Manager / Incident Team on incident situation


3. Practice and Staff situation


4. Business Continuity Measures to be introduced (incl. premises closures / service user re-location)

5. Criteria for prioritisation of Service Users 


6. Information and requests for assistance from other ELFT Services


7. Communication messages for staff


8. Communication messages to service users 


9. Actions to escalate to on-call Manager / Emergency Management Team

10. Reporting Requirements


11. Any other business


12. Date and time of next meeting


7.6.2 Decision Recording


A record of any decisions and / or actions to be taken following the meeting must be made.   These will assist incident debriefs and highlight lessons learnt as well as for legal purposes if there is an internal or external inquiry.


If the incident is severe, the green log books and a Loggist used. The names of trained Loggists are shown in the emergency contacts list, held in the green emergency box or on the k-drive ‘emergency’. 


7.7
Reporting 


7.7.1 
During the Incident


Reporting requirements will vary depending on the extent of the disruption.



The frequency of reports during the incident will be determined by the incident manager, which may be the Service Director, service lead, or other nominated person. Reports will include all or parts of the following as appropriate

· Number of staff unavailable due to incident 


· Number of staff available to work


· Extent of service that can be provided

· Service elements that can be provided


· Service elements that cannot be provided


· Number of or list of vulnerable service users affected by incident


· Requests for assistance, additional staff, resource and transport issues


· Report of business continuity measures implemented 

· Report on status of how incident is being resolved


· Communication messages for staff, service users and stakeholders 


Reporting requirements and deadlines may be set by the Department of Health and non-standard data requested.  Where collection of data will impact on the provision of critical and essential services, the on-call Manager / Incident Team should be made aware of the impact of the reporting requirements and alternative arrangements agreed if necessary.  Historic data may be requested so it is important to keep a copy of any reports sent once the service has returned to normal. 


Incidents should also be reported on the Datix reporting database. From there, 48 hour reports or serious incident reviews may be required. 

7.7.2 Post Incident Report


A post incident report should be produced within four weeks of declaring the incident or disruption over.  The Incident Team Manager (Service Director or Service Lead) should write the initial report and arrange for it to be passed to the Incident Management Team(s) for initial comments. The report may be deemed a public document and may be used in any public enquiry or legal proceedings.  Service user confidentiality must be maintained throughout the report.  

Following the publication of the Report, a formal review of the business continuity plan should be instigated, immediately addressing any areas of concern raised. The learning from the report will be discussed at the Safety Committee as well as other Trust meetings such as the Service Delivery Board.


Where services have not been restored to levels before the incident, further update reports may be required either on a Trust or Directorate wide basis. 

Reports or learning from the reports will be shared with internal and external stakeholders. This will be included in the action plan that will be generated as part of evaluation. 


8. 
Evaluation


The response to the disruption should be formally evaluated on a service or directorate basis, depending on the size and nature of the incident. The Trust Emergency Planning Lead will assist with this as required.

Where indicated, an action plan should be generated, that shows the action, names the action owner and time scale. Implementation of these actions will be monitored by the governance team and reported to the Directorate Management Team.


The business continuity plan should be reviewed as part of this evaluation and amended as necessary.


9. 
Recovery


The Service Director will be responsible to the Director of Operations for the development and implementation of a plan to deliver a return to normality.  Recovery planning should include the following elements:


		Recovery Planning Process



		Understanding Losses and Impacts



		Undertake gap analyses for


· Staffing - numbers and core skills available v’s needed


· Service delivery - current levels of delivery v’s commissioned levels


· Resources - current v’s required (e.g. clinical consumables, equipment etc.)



		Undertake an impact assessment based upon the gaps identified



		Identify staff affected by:


· bereavement


· stress/ anxiety/ fear



		Assess (with partners) the impact upon community health



		Assess the impact upon performance and financial targets



		Assess the impacts upon budgets across the Trust



		Impact Management



		Staffing:


· co-ordinate redeployment of staff/ recruitment of staff to fill gaps identified in numbers/ core skills 


· arrange staff training where appropriate to fill skill gaps


· ensure sufficient availability of and access to Occupational Health/ counselling services for all staff that need it; publicise it widely


· ensure practice managers/ team leaders provide what support that can be provided to staff in their teams


· ensure support for line managers is put in place



		Resources:


· replenish stock of clinical supplies


· identify premises/ areas within premises requiring deep-cleaning/ decontamination


· undertake routine/ required maintenance of equipment and replace as necessary


· plan the return of facilities to normal use



		Service delivery:


· establish a prioritised list of services/ functions to be recovered – the priorities listed in Business Continuity Plans may form the basis of this


· re-establish core functions first then work outwards to peripheral functions


· practice managers/ team leaders to draw up plans for re-establishing functions within their services/ teams in line with the prioritised list:


· manage flow of patients


· review appointments/ waiting lists for services – establish priorities


· manage the backlog


· ensure resources are managed across services towards re-establishment of the priority functions


· Practice Managers to provide regular updates to the Recovery Manager on progress against plan



		Community Health:


· participate in multi-agency recovery group led by Local Authority (if established)


· agree joint priorities and develop action plans to meet required outcomes


· integrate requirements of multi-agency community recovery with internal service delivery recovery planning


· deploy staff and resources to undertake agreed actions



		Management and Finance:


· ensure rigorous financial controls are/ remain in place


· negotiate reduction in targets/ performance indicators for current business year with commissioners


· assess expenditure required based upon revised targets/ performance


· identify income streams to meet anticipated expenditure


· identify any shortfall between income and expenditure due to the response


· identify actions to be taken to remedy any shortfalls in finance



		Identification of Opportunities



		Collate lessons learned from debriefs 



		Consideration to be given to the possibility of improving upon what was in place previously.  Service/ senior managers to consider:


· procedures


· processes


· resilience


· redundancy


· cost effectiveness


· value for money





Appendix 1

SAFETY INFORMATION:


		

		Location 1

		Location 2

		Location 3



		Fire Extinguisher Location: 

		

		

		



		First Aid Kit Location:

		

		

		



		Emergency Grab Bag Location:

		

		

		



		Hot Water Tank Location:

		

		

		



		Electrical Breaker / Circuit Box Location:

		

		

		



		Back Up Generator Location:

		

		

		



		Emergency Contact List Location:

		

		

		





Other Emergency Safety Information:


Appendix 2


Fuel Shortage Plan


1. Assessing the impact of fuel shortage


1.1 What key services must be maintained in the event of fuel shortage?

1.2 What support functions of the service may be affected by a fuel shortage? E.g. building maintenance, cleaning, food/catering


2. Travelling to and from the place of work

2.1 Document the mileage and usual mode of transportation for all usual staff

		Staff Name

		Return Mileage

		Usual mode of transportation

		Role



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		





Establishing essential car users

Use the matrix below to determine essential car users in the event of a fuel shortage. A staff member with more answers in the affirmative will be classed as an essential car use in the event of a fuel shortage.


		Staff Name

		Clinical or Non-clinical Role

		Inpatient or Community

		Is car use an integral feature of the job? (Y/N)

		Is car use deemed essential to performance of the job? (Y/N)

		Is a car used to a primary mode of transportation to work? (Y/N)

		Is there access to alternative transportation? (Y/N)
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