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1) New RiO mechanism to be implemented for all clinical documents 
It has been agreed that we will implement a new mechanism within RiO to clearly identify when a clinical document is to be shared with the patient. We will repurpose the mandatory ‘document type’ picklist which must be selected whenever a clinical document is uploaded. The current mental health options in the picklist are not required and will be replaced with a choice between two options: 
· MH share with patient 
· MH DO NOT share with patient

If ‘MH share with patient’ is selected then this will confirm that the document being uploaded to RiO is appropriate for sending to the patient by post, email, or to their Patients Know Best (PKB) electronic patient health record account. If the patient has signed up to access a PKB account then when ‘MH share with patient’ is selected, the document will be sent instantaneously to PKB and will appear in the patient’s record for them to view.
If ‘MH DO NOT share with patient’ is selected, then then this will confirm that the document being uploaded to RiO is not appropriate to share with the patient, and it will not be sent by post, email, or to their Patients Know Best account.
There will also be a secondary mechanism to block sharing to PKB for a subset of document types which would never be considered appropriate for sharing with the patient, based on the 4-letter codes which are used to name documents at the point of upload to RiO (e.g. HMHR for Hospital Managers Hearing Report) 

2) Requirement for a Standard Operating Procedure at ELFT to identify whether a document is appropriate to share with the patient:
Consultation with ELFT’s administration leads has confirmed that we do not currently have a Standard Operating Procedure in place for confirming whether a clinical document is to be shared with the patient. There are only informal arrangements for this, which typically involve the clinician documenting ‘CC letter to patient’ or the equivalent within the text sent to their admin team, or within an accompanying email communication, but there is no consistent arrangement for how to document this. There is also no clear SOP as to whether the expected model for confirming that a document is appropriate to share should be:
· an ‘opt-in’ model (i.e. a clinical document is only shared if the clinician confirms that it is appropriate to do so) 
· an ‘opt-out’ model (i.e. the expectation is that all clinical documents produced at ELFT are to be shared with the patient unless there are exceptional circumstances in which  the clinician confirms that a specific document is not appropriate to share with the patient 
Feedback from consultation suggests that if administrators are uncertain whether or not to share a document then they will likely choose ‘DO NOT SHARE with patient’ because that would be perceived as less likely to bring adverse consequences if it were later identified that a document was not appropriate to share with the patient.  Staff taking this approach across the organisation would be expected to result in failure to share a significant proportion of ELFT documents with patients.

3) The new SOP will follow an ‘Opt-out’ model for identifying whether or not a document is appropriate to share with the patient
The proposal is a SOP which considers documents in falling into one of three categories:
i. Appointment letters: will always be shared with patients, this does not require clinician confirmation.
ii. All letters produced by ELFT clinicians: Administrators will select ‘MH share with patient’ at the point of document upload unless instructed otherwise. The clinician is responsible for confirming if a letter is not appropriate to share with the patient. This is an ‘opting-out’ model for sharing documents with patients
iii. Letters not produced at ELFT: the team administrator will choose ‘MH DO NOT Share with patient’.

This proposal has been recommended by the Medical Managers and agreed in consultation with professional leads because “our default position should be that everything appropriate is shared … our emphasis should be on putting a robust system in place”. This approach recognises that patients own their own information and have the right access to it unless there are exceptional circumstances identified in which it would not be clinically appropriate.
This approach was recommended over the alternative ‘opt-in’ model because it is considered to be less culturally-fitting, and will reduce the likelihood of failure to share documents with the patient when clinically appropriate to do so. It is, however, also recognised that this ‘opt-in’ model would have mitigated the risk of inappropriate document sharing in the event that the clinician does not clearly communicate with the admin team that it should not be shared. It is therefore essential that the SOP is robustly operationalised to ensure effective communication within local services
This SOP places an expectation on each Clinical DMT to locally implement the SOP to ensure effective communication from their clinicians to their admin teams when a clinical document is not to be shared with patient. If there’s a failure to implement this SOP effectively then there is significant risk that documents will be shared inappropriately with patients, with consequent risks of harm.

4) Expectation that each Directorate Management Team owns the robust local implementation of the SOP in order to effectively identifying when documents are not appropriate to share with the patient

In order to safely go-live with document sharing based on the ‘opt-out’ SOP recommended by Medical Managers and agreed with professional leads, a clear commitment will be required from each DMT to sustainable implement this SOP within their own local services, as the key business process to mitigate against inappropriately sharing documents with patients when it is not clinically appropriate to do so. 


Appendix 1 – Additional information regarding Patients Know Best (PKB) the patient health record platform, and document sharing to PKB

Additional info about PKB on ELFT’s website:  https://www.elft.nhs.uk/patients-know-best 
PKB has been introduced across NHS Trusts in North East London ICS over the past 3 years, and more recently we’re achieved agreement for PKB to also be used for ELFT patients living in Luton & Beds. At present, ELFT is only sharing patient appointment information for selected clinics to PKB. The next step will be to share valuable clinical documentation to the platform. 


Benefits of sharing clinical documents to PKB

· Communication: documents can be shared more quickly and reliably than for paper documents, reducing delays in communication.
· Engagement: patients’ access to their health information empowers them to take an active role and make informed decisions.
· Transparency: patients can review their documents including care plans, providing clarity and fostering trust.
· Convenience: patients can access their records anytime, anywhere.
· Security: patients can control access to their Patient Held Record where their documentation is encrypted and securely stored.

Risks of inappropriate sharing of clinical documents to PKB which need to be mitigated: 

· Sharing inappropriate information from ELFT services: sending documents which the clinical team would want to be withheld because they might cause distress and/or lead to behaviour associated with risk of harm to self or others. 
· Sharing information provided by a 3rd party without consent: 3rd parties will send documentation to ELFT not expecting or permitting this to be shared with the patient.
· Sharing information without adequate contextualising explanation: some clinical documentation might require explanation by the clinical team to avoid misunderstanding or negative impact on engagement (e.g. assessment outcome).
· Patient has allowed friends or family to view their mental health documents: (i) Safeguarding risks of harm if the 3rd party accessing the patient’s information is in a coercive or otherwise abusive relationship with the patient and/or (ii) Distress for the patient if they have not anticipated the personal information disclosed in documents would be shared with others (e.g. personal history of abuse)
These scenarios will be unusual, but across the whole of ELFT, over an extended period of use, these would be expected to occur unless effectively mitigated against by robust and sustained operationalisation of the ‘opt-out’ RiO mechanism for confirming when a document is not appropriate for sharing with the patient.


Services currently out-of-scope for planned go-live of document sharing to PKB:

CAMHS and LD services at ELFT are currently out-of-scope for the go-live of document sharing to PKB. This is because consultation with our services has confirmed that additional resource would be required in order for ELFT staff to have superuser access to PKB in order to be able to assess capacity potentially obtain consent to manually enable a carer to access the patient’s PKB record.
