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	Ref
	Service Specification Title

	UHNM2_Comm Based Phleb_Service Spec
	Community Based Phlebotomy Services

	UHNM7_Cardiac Rehab_Service Spec
	Cardiac Rehabilitation

	UHNM10_AHF_Clinic_SHINE_Service Spec
	Ambulatory Heart Failure Clinic (SHINE)

	UHNM12_DUDD Childhood_Service Spec
	Designated Doctor for Unexpected & Untoward Death Childhood

	UHMM23_Resp Physio_Service Spec
	Respiratory Physio

	UHNM33_TB Services_Service Spec
	TB Services

	UHNM3_Fraility Front Door_Service Spec
	Frailty Front Door

	UHNM40_Moderate Breast Services_Service Spec
	Moderate Breast Service

	UHNM42_Comm Paeds & Des Doc_Service Spec
	Community Paeds & Designated Doctor

	UHNM43_LTV_Service Spec
	Children’s Long-Term Ventilator

	UHNM44_Children’s Assessment Unit_Service Spec 
	Children’s Assessment Unit

	UHNM45_Direct Access_Echocardiography
	Direct Access Echocardiography

	UHNM_46_Hospital Specialist Palliative Care
	Hospital Specialist Palliative Care

	UHNM_49_24Hr ECG Service
	24Hr ECG Service









	Service Specification No.
	UHNM2_Comm Based Phleb Service_Service Spec

	Service
	Community Based Phlebotomy Service

	Commissioner Lead
	Paul Brown, Chief Finance Officer
NHS Staffordshire and Stoke on Trent ICB

	Provider Lead
	Andrew Clarke, Blood Sciences Manager, UHNM

	Period
	1st April 2023 – 31st March 2024

	Date of Review
	March 2024



	1.	Population Needs

		
1.1 	National/local context and evidence base

There is a general increased demand for Phlebotomy that is community based, due to increasing Long Term Conditions management needs and the shift of services away from secondary care. Also, with the Fit for the Future Programme operational, which is designing services closer to the patients’ homes, there is a real drive for such services to be delivered at multiple locations within the community.

The proposal is to maximise the facilities in the community, increase Phlebotomy provision by the appropriate personnel and ensure demand is met closer to home and at more convenient times/locations for patients.


	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators
2.2	Local defined outcome

· Patients will have access to blood tests either at the same time as seeing the clinician in community or at a set Phlebotomy clinic in the practice, or of their choice from those available.
· Ensure access to services within defined timescales.
· Improve equity of geographical access to services for patients.
· Improve safety and effectiveness of phlebotomy services for patients.


	3.	Scope

	
3.1	Aims and objectives of service

· To provide a Phlebotomy service for patients in Stoke on Trent and North Staffordshire, requested by general practice.
· A Phlebotomy service will be made available to all patients either within their GP Practice, at an agreed local venue or (for house bound or hard to bleed patients who meet defined eligibility criteria) the patient’s usual place of residence.
· All services will be underpinned by effective logistics which ensure timely clinical diagnosis and information flow between clinical decision makers within specified response times. The phlebotomy service will be supported, understood and used effectively by patients and the public.  The service model will be supported and delivered by clinical leadership and an appropriately skilled, resourced workforce, which will ensure on-going continuous improvement.  The service model will be sustainable, represent value for money and be responsive to the needs of the local population now and in the future.




3.2	Service description/care pathway

The Provider will be responsible for the provision of a community based Phlebotomy service for urgent (the pathway for urgent patients will be to attend a walk in facility) routine, housebound and difficult to bleed adult patients who are resident within the geographical boundaries of Stoke on Trent and North Staffordshire Clinical Commissioning Groups / registered with a GP within Stoke on Trent or North Staffordshire.

The service will include the following components:

Access 
· The Provider will offer a service that will offer walk-in or bookable appointments. Services will be provided between Monday and Friday with hours of provision to meet patient demand, clinical, laboratory and transport needs.
· The patient will have a choice regarding access to the required Phlebotomy service, which will include:
· Patient being offered an appointment at a local bookable clinic or
· Patient being offered attendance at a walk-in clinic or
· For a patient who meets the defined eligibility criteria, a domiciliary care appointment
· An appointment must be available within two working days of request/referral/requirement, or within two working days of when the blood test is clinically required, as appropriate. 
· The provider will manage the booking of bookable appointments via a central booking line with the exception of those held at individual GP practices who are responsible for booking their own  
· Services must be available to 90% of patients requesting the service from that Provider, within 3 months of the commencement of the scheme.
· Patients will access the Phlebotomy service via a Primary Care Health Professional completing the appropriate request form on the ICE system.  The Provider will work with requesters to ensure 90% of requests are completed via ICE system and will monitor and report on this to individual requesters as well as within the core audit. 

Blood Taking 
· Patients’ attendance, with an appropriate and valid request form, will be taken as implied consent for blood to be taken.
· The service will be provided by a health care professional who meets the competence requirements identified in section 3.1 and 3.2.  
· The Provider is required to ensure that sufficient trained members of staff are available to meet the service demand at all times, including periods of annual leave and sickness. 
· Prior to discharge, Providers must ensure that the ICE system is fully completed with all appropriate patient identifiable details and that the correct labelling of samples is adhered to and all samples requested are collected.
· A record must be kept of all patients seen including dates/times of attendance and their registered GP. 

Premises/room arrangements: 
· The commissioner is responsible for furnishing rooms with appropriate phlebotomy equipment.  Commissioners will liaise with provider to ensure equipment is fit for purpose e.g. phlebotomy chairs must be Health and Safety compliant through being vinyl coated (to enable disinfection) and able to recline horizontally to enable a fainting patient to recover.  This equipment will be deemed as CCG property for the duration of the existing contract and beyond.
· The provider is responsible to fund any repairs which need to be undertaken owing to damage caused by the service

Equipment 
· Phlebotomy consumables (including specimen bottles, needles and sharps containers will be supplied by the provider.  These will either be delivered by phlebotomy staff attending clinic locations or via the Pathology couriers.

Transportation 
· It is the responsibility of the service provider to arrange for the timely transport of samples to the pathology laboratory commissioned by Stoke on Trent and North Staffordshire Clinical Commissioning Group to analyse the samples, currently University Hospital of North Staffordshire NHS Trust.
· The provider shall coordinate with the Pathology Laboratory to ensure that samples are returned to the Pathology Laboratory within 4 hours; Potassium on U&E tests must be capable of being analysed by the Pathology Laboratory within 4 hours of having been taken from the patient; Coagulation screens within 6 hours The service provider may decide to centrifuge those samples that have critical time limits at the walk in centres to reduce the logistical requirement.
· Where providers have existing transport arrangements these will continue for transportation of samples to the laboratory. Commissioners will periodically review the transport arrangements to ensure these meet the demands of all providers and the laboratory 

3.3	Population covered

The service is to be provided to all adult’s resident within the geographical boundary of Stoke on Trent and North Staffordshire Clinical Commissioning Groups / registered with a GP within Stoke on Trent and North Staffordshire. 

The age threshold for bleeding children at community phlebotomy clinics provided by Pathology is ≥10 years apart from young people up to age 19 who are needle phobic or have moderate / severe learning difficulties who are better served by attending Paediatric Clinic for phlebotomy.  There is no need to prescribe anaesthetic cream.  

Children under 10 years should be referred to Paediatric Clinic for phlebotomy.  Ideally GPs should also prescribe emla cream.

3.4	Any acceptance and exclusion criteria and thresholds

The Provider is required to offer a service to all eligible patients who do not fall within the service exclusion criteria. 

Domiciliary services shall be available only to patients who are housebound and who fulfil the criteria outlined in the Domiciliary Protocol HP010. Please see Appendix one

The service excludes:

· Phlebotomy services for adults or children that will be provided by University Hospital of North Staffordshire NHS Trust as part of their acute pathways of care
· Phlebotomy services for adults or children provided by Staffordshire and Stoke on Trent Partnership NHS Trust for disease specific community clinics, e.g. rheumatology or drugs and alcohol;
· Maternity GTTs;
· Phlebotomy services for children aged 9 or under

The Provider will work closely with the central pathology laboratory at University Hospitals of North Midlands NHS Trust and all the community hospitals, health clinics and general practices to ensure communication of service availability. The Provider will inform commissioners of the availability of all Phlebotomy services and any changes so that an up to date list of Phlebotomy services available to patients across the area can be made available to all practices through the ICE system.


3.5          Discharge Criteria and Planning
Not applicable 




	4.	Applicable Service Standards


	
4.1	Applicable national standards (e.g. NICE)

The Provider is required to ensure that all premises and equipment comply with all current NHS standards, good clinical practice and good healthcare practice, legislative standards and any applicable quality standards and that they are clean, safe and sufficient.

It would be the commissioners’ responsibility to find additional rooms/facilities/venues and associated new/replacement equipment in the event of increased workload to be able to maintain the KPI’s agreed in this specification.

UHNM has a responsibility to ensure that the premises and clinical areas they deliver their services from are fit for purpose. They have a responsibility to highlight any identified issues to the commissioners.

The Provider must have in place appropriate systems and processes, including in relation to health and safety and risk management, that adhere to:

· Department of Health Primary and Social Care Premises and Planning and  Design Guidance (www.spaceofrhealth.nhs.uk) and www.dh.gov.uk/en/Publichealth/Healthprotection/Healthcareacquiredinfection,
· Safe Management of Healthcare Waste, Version1.0, 2011 Department of Health
· Department of Health Public health and Health protection guidance
· The NHS in England:  The Operating Framework for 2013/14
The Provider is required to:

· Ensure that all personnel involved in the clinical delivery of the Phlebotomy service can demonstrate competence, as a minimum to the levels described in the National Occupational Standard HSC376 training (www.skillsforhealth.org.uk), which includes a period of mentorship.  
· Evidence of staff appraisal on an annual basis and at an appropriate level is required.
· Ensure appropriate indemnity insurance cover is available.  

4.2	Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges) 

                Not applicable 

4.3	Applicable local standards

The Provider must have in place appropriate systems and processes, including in relation to health and safety and risk management, that adhere to local policy including:

· The Waste Management Guidelines for Stoke on Trent and North Staffordshire CCG’s.

For services provided within Approved Local Centres and general practice, the Provider shall also:
· Checking that the service environment is clean, adequate, functional and effective and fit for the purpose of providing the service. Concerns will be escalated as appropriate 
· Have a procedure for dealing with any vasovagal fainting episodes. This may involve adopting the premises policy for example.
· Ensure compliance with hazardous waste procedures 
· Ensure the service environment meets the patient’s requirements for dignity and privacy 
· Ensure reasonable access to appropriate translation services as required with prior warning in order to make appropriate provision i.e telephone contact to the phlebotomy manager
· Be able to demonstrate that evidence-based clinical protocols are being used. E.g. Needle stick injuries

Be responsible for provision of all consumables required to provide the service, including specimen bottles, needles, and sharps containers.  These will either be delivered via phlebotomy staff attending clinics or pathology courier drivers.


	5.	Applicable quality requirements and CQUIN goals

	
5.1 Applicable Quality Requirements (See Schedule 4 Parts [A-D])
5.2 
5.3 Applicable Local Reporting Requirements (Schedule 6 Part A)

5.4 Applicable CQUIN goals (See Schedule 4 Part [E])

Not applicable.




	6.	Location of Provider Premises

	
The Provider’s Premises are located at:

Regarding premises the CCG’s will provide premises for the service to be delivered from and as the service is today, no extra costs will be incurred on the provider (i.e. UHNM) However should the current agreements with the premises providers change and other agreements supersede, which may result in the provider incurring costs not currently charged for, then it is accepted that the provider and CCG’s will meet and agree a new cost or work around will be negotiated.

The operating times should be between 8.00am – 4:45 pm Monday – Friday.

As part of the sessions identified, there should be provision for at least one session, one for each CCG location that shall be deemed out of hours. i.e.  Monday – Friday between the hours of 5pm – 7pm 


	7.	Individual Service User Placement

	
Not applicable 


	8.            Activity


	8.1          Indicative Action Plan

Capacity Review

The provider shall meet with the Commissioners on a regular basis, to review service provision and the monthly activity report.  Should it be deemed that the service is falling outside of the expected thresholds (for example if significantly less than 85% of service users are bled within 30 minutes of arrival at the walk-in centres), then a capacity review shall be launched to agree an action plan as to how the service shall get back within the control limits. More frequent meetings may be required in the early stages of this revised service specification.

Any provider issues shall be shared with the commissioners for any agreed actions complied and worked towards over the coming meetings with a view to resolution of each issue.

Should the commissioner equally have any concerns with respect to the KPI’s shared, then again it is of the expectation that the provider shall compile an action plan for resolution and shared with the commissioners over the coming meetings.  


	9.             Price and Costs

	
9.1           Price

Cost and volume £3.18 / bleed






NHS STANDARD CONTRACT
2022/23 PARTICULARS (Full Length)
CMT_933_University Hospital of North Midlands 2022-23
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Department of Haematology and Blood Transfusion
Protocol for Phlebotomist Domiciliary Visits


	Copy

	2/2

	Location of copies
	1. Electronic
2. Haematology laboratory
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PROTOCOL FOR PHLEBOTOMIST DOMICILIARY VISITS

All domiciliary requests must be made to the Phlebotomy supervisor on 01782 674261.
Domiciliary visits will only be undertaken on patients who meet the following criteria
-Are unable to leave their house to attend an outreach clinic, walk-in centre or GP surgery
-Have difficult venous access 
And
-Other competent health care professionals have attempted venepuncture and failed
If the above criteria are met an appointment will be made for a member of the UHNM phlebotomy team to visit the patient. A request card MUST be available in the patient’s home.
The Practice will be contacted after the visit if necessary. Providing the criteria has been met future requests for the Patient will be met when requested
However if it is felt that the request did not meet the criteria further visits will




	Service Specification No.
	UHNM7_Cardiac Rehab_Service Spec

	Service
	Cardiac Rehabilitation

	Commissioner Lead
	Paul Brown, Chief Finance Officer
NHS Staffordshire and Stoke on Trent ICB 

	Provider Lead
	Matt Warrilow, University Hospital North Midlands 

	Period
	1st April 2023 – 31st March 2024

	Date of Review
	31st March 2023



	1.	Population Needs

		
1.2 	National/local context and evidence base

National context

Cardiac rehabilitation is a structured set of services that enables people with Cardiovascular Disease (CVD) to have the best possible help, physical, psychological and social, to preserve or resume their optimal functioning in society.

The World Health Organization has defined cardiac rehabilitation as:

'the sum of activities required to influence favorably, the underlying cause of the disease, as well as the best possible, physical, mental and social conditions, so that they (people) may, by their own efforts preserve or resume when lost, as normal a place as possible in the community. Rehabilitation cannot be regarded as an isolated form or stage of therapy but must be integrated within secondary prevention services of which it forms only one facet'.


	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	✔

	Domain 2
	Enhancing quality of life for people with long-term conditions
	✔

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	✔

	Domain 4
	Ensuring people have a positive experience of care
	✔

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



2.2	Local defined outcomes

	Priority 1
	Better and More: a community focused model of care
	

	Priority 2
	Improved care and outcomes for people with LTCs
	✔

	Priority 3
	Use patient experience to improve quality of care
	✔

	Priority 4
	Deliver ‘Must do’s’
	



Roger Boyle CBE, National Director for Heart Disease, states that there is a wealth of evidence to support the fact that Cardiac Rehabilitation improves outcomes for many people with heart disease, enabling them to remain active for longer and manage their condition more effectively. Cardiac rehabilitation is a cost-effective way to help people with heart disease live longer, healthier lives and that people value it, deriving significant benefit, particularly in terms of improving their quality of life. The NHS has a responsibility to ensure that those who are eligible and can benefit from Cardiac Rehabilitation are able to do so.

The Coronary Heart Disease National Service Framework reported that Cardiac rehabilitation forms an intrinsic part of the cardiac pathway for eligible patients. Cardiac rehabilitation is recommended in NICE clinical guideline 48 on myocardial infarction (MI): secondary prevention as an appropriate intervention for people following a hospital admission.

This supports the National service framework for coronary heart disease which sets the standard that: 'NHS Trusts should put in place agreed protocols/systems of care so that, prior to leaving hospital,  people admitted to hospital suffering from coronary heart disease have been invited to participate in a multidisciplinary programme of secondary prevention and cardiac rehabilitation. The aim of the programme will be to reduce their risk of subsequent cardiac problems and to promote their return to a full and normal life'.

There is evidence that exercise-based cardiac rehabilitation:

· Is effective in reducing total and cardiovascular mortality and hospital admissions in people with coronary heart disease
· Reduces all-cause and cardiovascular mortality rates in patients after MI when compared with usual care provided when it includes an exercise component
· Significantly reduces hospitalisation for chronic heart failure and significantly improves quality of life and exercise tolerance for people with heart failure

Cardiac rehabilitation is widely considered the “unfinished business” of the National Service Framework for Coronary Heart Disease (CHD NSF, 2000). Despite the NSF goal of 85% of patients discharged from hospital after a heart attack or revascularisation procedure being offered cardiac rehabilitation, current figures identify that this is far from the case. The National Audit of Cardiac Rehabilitation (published in August 2009) reveals that of the 153,294 people who had a heart attack or had revascularisation in 2007/8, only 38% (51,232) participated in a Cardiac rehabilitation programme. The latest annual report (NACR, 2017) reports uptake for cardiac rehabilitation as being 51% for this group.

There is evidence that cardiac rehabilitation reduces cardiac related morbidity, which in turn reduces readmissions and the need for cardiac follow up consultation. Cardiac rehabilitation also supports patients return to work, improves their functional capacity and physical activity status, perceived quality of life and supports the development of self-management skills. The benefits of a menu driven approach, with a choice of setting and individually identified patient goals are increasingly recognised.

	3.	Scope

	
3.1	Aims and Objectives of Service

The overall aim of the cardiac rehabilitation service is to provide all patients who fulfil the referral criteria with a patient led service, which optimises their health and wellbeing, enhances their quality of life and minimises the risk of recurrent cardiac events.

· To ensure the provision of cardiac rehabilitation to facilitate recovery from a range of cardiac events
· To ensure that there is a smooth and consistent referral process into the cardiac rehabilitation process
· To provide a time limited period of comprehensive cardiac rehabilitation which combines an exercise programme with psychological and educational interventions
· To ensure that there is formal and planned discharge from the rehabilitation programme into the community, which should include a plan for the long-term maintenance of physical activity and lifestyle change
· To monitor access and uptake of specific patient groups
· To provide a high-quality service, which will deliver the key service outcomes
· To provide a patient led cardiac rehabilitation service which meets the personal needs of each patient
· To ensure patients and carers have appropriate information allowing them to manage their care more effectively along the pathway
· To engage patients and their carers in decisions about the care options available to them, including the development of individual care plans and long-term management plans
· To promote and facilitate proactive identification, encouragement and referral of eligible patients
· To provide continuity and co-ordination of care across the pathway
· To ensure the service is readily accessible, particularly among the following patient groups
· To ensure the service is delivered in a timely manner

The National service framework for coronary heart disease established a goal that every hospital should ensure that more than 85% of people discharged from hospital with a primary diagnosis of acute MI or after coronary revascularisation are offered cardiac rehabilitation. It is also recommended in NICE clinical guideline 94 on unstable angina and non-ST-segment-elevation MI (NSTEMI). NICE clinical guideline 108 on chronic heart failure published in 2010 makes a new recommendation supporting cardiac rehabilitation for people with stable chronic heart failure without a condition that could preclude exercised based rehabilitation. The Department of Health’s Cardiovascular Disease Outcomes Strategy (2013) sets out an ambition to increase the provision of cardiac rehabilitation to 65% of AMI, CABG and PCI patients and increase the provision of cardiac rehabilitation from ~4% to 33% of heart failure patients.

3.2	Service Description/Care Pathway

The Cardiac rehabilitation pathway should be offered as a structured, comprehensive package of support that includes exercise, education and psychological support. The programme should be tailored to the needs of each patient based on a comprehensive assessment of their cardiac risks and individual goals.

Participants should be encouraged to attend all components appropriate to their clinical needs and should not be excluded from the entire programme if they choose not to attend certain components.

Delivery of programme components should be preceded by an initial medical assessment to determine a person's individual needs, goals, medical risk factors and limitations. Assessment should also take place at the end of a programme to review a person's progress and ongoing needs.

Cardiac rehabilitation should be offered as a comprehensive package, including exercise, education and psychological support. It should not be regarded as an isolated form or stage of therapy but be integrated within secondary prevention services. Cardiac rehabilitation services are no longer exclusively hospital based; emphasis is placed on helping patients become active self-managers of their condition. This can involve hospital or community based cardiac rehabilitation programmes. Collaboration between primary and secondary care services is vital in order to achieve the best cardiac rehabilitation outcomes.

The care pathway should be person/patient-centered and integrated with other elements of care for people/patients with cardiovascular disease and other long-term conditions.

Using best practice care pathway stages 0 to 6 to reflect core stages in the cardiac rehabilitation pathway:

· Stage 0 Identify and refer patient
· Stage 1 Manage referral and recruit patient to cardiac rehabilitation programme
· Stage 2 Assess patient for cardiac rehabilitation
· Stage 3 Develop patient care plan
· Stage 4 Deliver comprehensive cardiac rehabilitation programme
· Stage 5 Conduct final assessment
· Stage 6 Discharge and transition to long-term management

3.3	Population Covered

The Cardiac Rehab Service shall provide care to all service users of the Commissioner’s population, irrespective of the postcode and must be registered with a Stoke on Trent, North Staffordshire, Stafford & Surrounds or Cannock GP Practice.

3.4	Any Acceptance and Exclusion Criteria and Thresholds

The following conditions have been included for referral to cardiac rehabilitation:

· patients who are myocardial infarction (MI) percutaneous coronary intervention (PCI)
· patients who are coronary artery bypass graft (CABG)
· patients with stable chronic heart failure
· patients with stable angina
· patients with cardiac diagnosis other than the above who have been referred by their physician

This service is accessible to adults only and service users must be registered with a Stoke-on-Trent, North Staffordshire, Stafford & Surrounds or Cannock Chase GP Practice. Children and young people under the age of 18 should be referred directly to the acute trust.


3.5	Interdependence with other services/providers

· Not applicable


	4.	Applicable Service Standards

	
4.1	Applicable national standards (e.g. NICE)

Commissioners should ensure that providers implement the recommendations stipulated in NICE guidance and that providers are taking steps to achieve the standards set out in NICE quality standard for chronic heart failure.

4.2	Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges) 

The British Association for Cardiovascular Prevention and Rehabilitation document 'BACPR Standards and Core Components for Cardiovascular Disease Prevention and Rehabilitation (2012)’ sets out the core components of a cardiac rehabilitation programme as follows:

· health behavior change and education
· lifestyle risk factor management (physical activity and exercise, diet, and   smoking cessation)
· psychosocial health
· medical risk factor management
· cardio-protective therapies
· long-term management
· audit and evaluation

4.3	Applicable local standards

All core team members treating and managing patients should be professionally qualified, work within their professional scope of practice and have evidence based professionally verified cardiac rehabilitation education, training and competencies.

All staff providing cardiac rehabilitation programmes are competent to identify anxiety and depression and are able to support people to self-manage or refer them to the right service. See NICE commissioning guide on common mental health disorder services for further information.


	5.	Applicable quality requirements and CQUIN goals

	
5.5 Applicable Quality Requirements (See Schedule 4 Parts [A-D])

To provide a high-quality service, which will deliver the key service outcomes:

· actively identifying all people potentially eligible for cardiac rehabilitation and encouraging them to take part in cardiac rehabilitation
· improving referral, uptake and completion of cardiac rehabilitation programmes
· comprehensive assessment of an individual, including their need for cardiac rehabilitation
· developing individualised plans to a person's needs in line with NICE guidance and the British Association for Cardiovascular Prevention and Rehabilitation document ‘BACPR Standards and Core Components for Cardiovascular Disease Prevention and Rehabilitation’
· offering hospital/ community programmes in line with NICE guidance and evidence-based national programmes
· providing core components of the programme in line with the British Association for Cardiovascular Prevention and Rehabilitation document ‘BACPR Standards and Core Components for Cardiovascular Disease Prevention and Rehabilitation’, including exercise, education, risk factor management and social and psychological support
· providing the best possible outcomes for individual people/patients, their carers and local communities
· providing a quality assured service

The specification shall be jointly reviewed by the Provider and Commissioner from time to time. In no way should this service specification preclude the provider from innovating and/or developing new ways of working.

Schedule 6 – contract management, reporting and information requirement

	National Requirements Reported Locally
	

	Quarterly Cardiac Rehab Dashboard Report (please see Appendix one)
	Submit to Co-coordinating Commissioner by 15th operational day a month in arrears of the end of the quarter to which it relates i.e. August, November, February and May




5.6 Applicable CQUIN goals (See Schedule 4 Part [E])
Not applicable


	6.	Location of Provider Premises

	
The Provider’s Premises are located at:

The Provider’s Premises are located at the Trent Building, Royal Stoke University Hospital. Community facilities for Northern Staffordshire are:

· The Wallace Centre in Abbey Hulton,
· Dimensions Leisure Centre in Tunstall
· Fenton Manor Sports Complex in Fenton,
· Brough Park Leisure Centre in Leek,
· Biddulph Valley Leisure Centre in Biddulph,
· Newcastle-under-Lyme College
· Jubilee 2 in Newcastle-under-Lyme.

Community Facilities for South Staffordshire are:

· Stafford Leisure Centre
· County Therapy Gym
· Westbridge Park Leisure Centre
· Rugeley Leisure Centre
The operating times should be between 09:00 and 16:00, Monday to Friday.

	7.	Individual Service User Placement

	Not Applicable.


	8.	Activity

	12 months indicative activity is:

	CCG Code
	CCG 
	Activity

	05W
	Stoke on Trent CCG
	1028

	05G
	North Staffs  CCG
	950

	05V
	Stafford & Surrounds CCG
	455

	04Y
	Cannock CCG
	245







	9.	Price & Costs

	Block Contract
 








	Service Specification No.
	UHNM 10_AHF Clinic_SHINE_Service Spec

	Service
	Ambulatory Heart Failure Service (SHINE)

	Commissioner Lead
	Paul Brown, Chief Finance Officer
NHS Staffordshire and Stoke on Trent ICB 

	Provider Lead
	University Hospital of North Midlands NHS Trust

	Period
	1st April 2023 – 31st March 2024

	Date of Review
	 31st March 24



	1.	Population Needs

		
1.3 	National/local context and evidence base

National context
Acute decompensated heart failure (i.e. hospitalised heart failure) accounts for a total of 1 million inpatient bed days, 2% of all NHS inpatient bed-days, and 5% of all emergency medical admissions to hospital. Heart failure admissions set to rise by 50% over the next 25 years, largely as a result of the ageing population. Between 700 and 800 patients are admitted to the University Hospital of North Midlands NHS Trust (UHNM) with heart failure per year. 
Worsening heart failure symptoms sufficient enough to warrant hospitalisation are a sign of the following:
· Patients who are at higher risk of adverse outcomes than their more stable comparators
· Patients who require specialist input in keeping with NICE quality standards to improve outcomes
· A period of increasing costs to the health economy – with 2/3 of the total cost of heart failure spent on hospitalisation

'It has been estimated that approximately 50% of all patients being admitted with heart failure do not need complex in hospital diagnostics or therapies such as supplemental oxygen, cardiac rhythm monitoring, inotropes etc.
Achieving this reduction in admissions requires 3 key provisions:
1. A culture change to allow earlier GP and self-referral for patients too sick to await OPD review and too well for complex diagnostics and therapies 
2. Adequate social care to maintain people with decompensated heart failure who do not need complex diagnostics or therapies in the community
3. A suitable rapid access, specialist environment as an alternative to hospitalisation i.e. to provide early review, production of a comprehensive management plan, initiation of therapies including parenteral diuretics, and a means to ensure improving patient progress (or facilitating admission / considering a more terminal care approach for patients who fail to improve). This environment could also act to co-ordinate access to the most appropriate heart failure care either in the community or within the hospital (as an inpatient or OPD).

The ambulatory heart failure unit is the service commissioned to produce this environment.




	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	✔

	Domain 2
	Enhancing quality of life for people with long-term conditions
	✔

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	✔

	Domain 4
	Ensuring people have a positive experience of care
	✔

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



2.2	Local defined outcomes

· Improved outcomes for patients i.e. quality of life
· High patient, carer and referrer satisfaction
· Delivery of patient centered care through integrated service delivery across the local health economy
· Reduction in secondary care admission
· Reduction in length of stay


	3.	Scope

	
3.1	Aims and Objectives of Service

· Specialist assessment
· Optimise therapy including:
· Fluid management (often with intravenous diuretics)
· Pharmacological and non-pharmacological therapies
· Palliative care needs
· Co-morbidity sign posting
· End of life care planning

3.2	Service Description/Care Pathway

Services will be delivered in line with NICE guidance and offer specialist best practice care (usually associated with hospitalisation) to patients on a day case, outpatient basis.  Specialist care for all heart failure patients is suggested as best practice by NICE and additionally is associated with improved outcomes.
The service shall be a nurse led unit with Cardiology Consultant / Senior Registrar support available where required.
Patients meeting the inclusion criteria shall be referred to the SHINE clinic either directly from their General Practitioner, Cardiologist or Community Heart Failure Nurse.  Additionally, the service shall in-reach to the wards within the Trust to enable early supported discharge.  Where it is identified that the support of the SHINE unit can prevent an admission to patients presenting at A&E / AEC patients will be referred directly from the emergency portals.
The service will provide specialist assessment, optimisation of therapy, palliative care needs, comorbidity sign posting and end of life care planning to patients presenting to the unit.  

Patients will be discharged with a comprehensive care plan; a copy of which must be forwarded to the patients GP; education regarding their condition, monitoring and how to recognise deterioration.
The service shall ensure effective discharge planning is in place and appropriate handover to community or primary services following resolution of the acute exacerbation.  
The service shall participate in weekly MDT meetings, these will include the Community Heart Failure team, Palliative Care and renal team; other clinical colleagues will be invited to attend when required.
3.3	Population Covered

This service will be available for patients 18 years and over registered with a North Staffordshire, Stoke on Trent, Stafford & Surrounds, Cannock Chase or South East Staffs and Seisdon CCG GP.
3.4	Any Acceptance and Exclusion Criteria and Thresholds

Main Inclusion Criteria
· Patients must be 18 years old or over and have clinical deterioration primarily causing the heart failure syndrome;
· Current hospital in-patients being treated for heart failure and who are deemed eligible for early discharge to clinic care;
· Patients in primary care identified as having decompensated heart failure where admission to hospital would traditionally be considered and the patient has no exclusion criteria;
· Participants have met the entry criteria for the clinic and out-patient care is deemed to be a safe alternative to inpatient care.
· Robust diagnosis of heart failure now or previously (clinical features + objective evidence of cardiac dysfunction) heart failure primary and most likely cause for clinical presentation and other likely causes reasonably excluded (in the absence of known previous heart failure decompensation)
· Clinically stable to receive care on an out-patient basis.
· Able to manage activities of daily living on an out-patient basis.
· Patient has agreed to treatment.

Main Exclusion Criteria
· Under 18 years of age
· Not met clinic inclusion criteria
· Has any higher risk features warranting hospitalisation i.e. 
· Significant Pulmonary oedema
· Acute coronary syndrome
· Likely cardiac syncope
· Arrhythmia warranting hospitalisation in its own right
· Need for greater supplemental oxygen than normal for patient
· Social issue mandating hospitalisation
· Worsening co-morbidity mandating admission
· Aetiology of presenting symptoms not obviously cardiac or more likely primarily due to other organ or system dysfunction

3.5	Interdependence with other services/providers

To ensure a patient’s experience is a streamlined journey and a good experience the provider must work collaboratively with the commissioner, primary care and secondary care providers to deliver services in an organised and cohesive manner. 
Where appropriate the provider must demonstrate effective links with other statutory providers and voluntary sector organisations.
Ensure discharge planning and appropriate handover to community or primary services following resolution of the acute exacerbation.  

	4.	Applicable Service Standards

	
4.1	Applicable national standards (e.g. NICE)

NICE guidance for Chronic Heart Failure NG106 (2018)
https://www.nice.org.uk/guidance/ng106/resources/chronic-heart-failure-in-adults-diagnosis-and-management-pdf-66141541311685
NICE guidance for Acute Heart Failure Diagnosis & Management CG187
https://www.nice.org.uk/guidance/cg187/resources/acute-heart-failure-diagnosis-and-management-pdf-35109817738693
NICE Chronic Heart Failure in Adults Quality Standards QS9
https://www.nice.org.uk/guidance/qs9/resources/chronic-heart-failure-in-adults-pdf-58304464837
NICE Acute Heart Failure Quality Standards QS103
https://www.nice.org.uk/guidance/qs103/resources/acute-heart-failure-pdf-75545235964357

4.2	Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges) 


4.3	Applicable local standards



	5.	Applicable quality requirements and CQUIN goals

	
5.1        Applicable Quality Requirements (See Schedule 4 Parts [A-D])

5.2        Applicable CQUIN goals (See Schedule 4 Part [E])

Not applicable.

5.3 Applicable Local Reporting Requirements (See Schedule 6, Part A)



	6.	Location of Provider Premises

	
The Provider’s Premises are located at:

Royal Stoke site; University Hospital of North Midlands NHS Trust
County Site; University Hospital of North Midlands NHS Trust.

	7.	Individual Service User Placement

	
Not Applicable.


	8.	Activity

	
Indicative referral numbers to SHINE:

TBC 



	9.	Price & Costs

	
Locally agreed tariff applies to the episode costs:

Tariffs TBC




	
Service Specification No.
	UHNM12_DUDD Childhood_Service Spec

	Service
	Designated Doctor for Unexpected Deaths in Childhood

	Commissioner Lead
	Paul Brown, Chief Finance Officer
NHS Staffordshire and Stoke on Trent ICB

	Provider Lead
	Helen Inwood, Associate Director for Nursing, UHNM

	Period
	1st April 2023 – 31st March 2024

	Date of Review
	Annual



	1.	Population Needs

		
1.4 	National/local context and evidence base
National context
Working Together 2013 statutory guidance provides the legislative requirements and expectations on individual services to safeguard and promote the welfare of children; and a clear framework for Local Safeguarding Children Boards (LSCBs) to monitor the effectiveness of local services.

The guidance is issued under:
· Section 7 of the Local Authority Social Services Act 1970, which requires local authorities in their social services functions to act under the general guidance of the secretary of state.
· Section 11 (4) of the Children Act 2004, which requires each person or body to which the Section 11 duty applies to have regard to any guidance given to them by the Secretary of State; and
· Section 16 of the Children Act 2004, which states that local authorities and each of the statutory partners must, in exercising their functions relating to Local Safeguarding Children Boards, have regard to any guidance given to them by the Secretary of State.

Compliance is statutorily compulsory
From April 2008, each Local Safeguarding Children Board (LSCB) acquired the compulsory function set out in regulations relating to child deaths. In order to carry out this function Child Death Overview Panels (CDOP) were established (chapter 7 Working Together to Safeguard Children (DH 2010) and reinforced in chapter 5 Working Together 2013.

The CDOP has permanent core membership drawn from key organisations. Each Clinical Commissioning Group (CCG) should ensure that the LSCB, acting through the CDOP, has in post a consultant pediatrician to undertake the role of Designated Doctor for Unexpected Deaths in childhood (DDUD), Safeguarding Vulnerable people in the Reformed NHS – Accountability and Assurance Framework 2013.

Locally this service specification covers Stoke-on-Trent and North Staffordshire combined and includes 2 DDUDs that are supported by a specialist nurse and admin/clerical.

The Local Safeguarding Children Boards (LSCBs) of both Staffordshire and Stoke on Trent have agreed to jointly undertake their responsibilities to convene the Child Death Overview Panel and has done so since implementation of statutory procedure in April 2008.

The LSCB is responsible for ensuring that a review of each death of a child normally resident in the LSCB’s area is undertaken by a Child Death Overview Panel (CDOP).
The Regulations relating to child death reviews are set out in Regulation 6 of the Local Safeguarding Children Boards Regulations 2006, made under section 14(2) of the Children Act 2004.

The role of the DDUD is a key role in this process. Working Together identifies this person as coordinator/convener of the multi-agency team. This role has evolved from that of the SUDI (Sudden Unexpected Deaths in Infants) Pediatrician, outlined in the Kennedy report of 2004, not least because of the expanded age group of the children and young people involved (0-18 years) and the statutory requirement to review all deaths in the geographical areas covered by the SCBs.


	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	

	Domain 2
	Enhancing quality of life for people with long term conditions
	

	Domain 3
	Helping people to recover from episode of ill health or following injury
	

	Domain 4
	Ensuring people have a positive experience of care
	X

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



2.2	Local defined outcomes
· To advise on commissioning of services relevant to care and investigation of unexpected childhood deaths.
· To provide expert advice in a timely manner.
· To facilitate developments and implementation of Safeguarding Boards agreement between Coroners, police and Hospital Trusts including liaising with A&E.
· The DUDD will be responsible for Child Death Review functions carried out under the Children Act 2004.
· The DUDD will ensure that staff involved have had the appropriate training and tasks are carried out to the appropriate standards.
· To take the medical lead in the multi-agency protocol for care and investigation after an unexpected child death, communicate with other healthcare professionals, other agencies, police, coroner’s office and social care.
· To facilitate a meeting with the family soon after the death to evaluate the circumstances including the environment and provide the family with as much information as possible.
· To provide reports for panel discussion, the coroner, pathologist and the family.
· Be a member of the Child Death Review Panel.




	3.	Scope

	
3.1	Aims and Objectives of Service
All child deaths up to the age of 18, excluding those babies who are stillborn and planned terminations of pregnancy carried out within the law, are reviewed.

The aggregated findings from all child deaths should inform local strategic planning, including the local Joint Strategic Needs Assessment, on how to best safeguard and promote the welfare of children in the area. Each CDOP should prepare an annual report of relevant information for the LSCB. This information should in turn inform the LSCB annual report.

Expected Benefit
Collecting and analysing information about each death with a view to identifying:
· Any case giving rise to the need for a further review or disciplinary actions;
· Any matters of concern affecting the safety and welfare of children in the area of the authority; and
· Any wider public health or safety concerns arising from a particular death or from a pattern of deaths in that area; and
· Putting in place procedures for ensuring that there is a coordinated response by the Authority, their Board partners and other relevant persons to an unexpected death.
3.2	Service Description/Care Pathway
An unexpected death is defined as the death of an infant or child (less than 18 years old) which was not anticipated as a significant possibility for example, 24 hours before the death; or where there was a similarly unexpected collapse or incident leading to or precipitating the events which lead to the death.

The designated Pediatrician responsible for unexpected deaths in childhood should be consulted where professionals are uncertain about whether the death is unexpected. If in doubt, the processes for unexpected child deaths should be followed until the available evidence enables a different decision to be made.

When a child dies suddenly and unexpectedly, the consultant clinician (in a hospital setting) or the professional confirming the fact of death (if the child is not taken immediately to an Accident and Emergency Department) should inform the local designated Pediatrician with responsibility for unexpected child deaths at the same time as informing the coroner and police. The police will begin an investigation into the sudden or unexpected death on behalf of the coroner. A Pediatrician should initiate an immediate information sharing and planning discussion between the lead agencies (i.e. health, police and local authority children’s social care) to decide what should happen next and who will do it. The joint responsibilities of the professionals involved with the child include:
· Responding quickly to the child’s death in accordance with the locally agreed procedures;
· Maintaining a rapid response protocol with all agencies, consistent with the Kennedy principles and current investigative practice from the Association of Chief Police Officers making immediate enquiries into an evaluating the reasons for and circumstances of the death, in agreement with the coroner;
· Liaising with the coroner and pathologist;
· Undertaking the types of enquiries/investigations that relate to the current responsibilities of their respective organisations;
· Collecting information about the death;
· Providing support to the bereaved family, referring to specialist bereavement services where necessary and keeping them up to date with information about the child’s death; and
· Gaining any consent early from the family for the examination of their medical notes.
The statutory timeframe for these actions can be found in chapter 5 Working Together 2013.

The functions of DUDD, supported by a specialist nurse is crucial to the CDOP process;
· Collecting and collating information on each child and seeking relevant information from professionals and, where appropriate, family members;
· Discussing each child’s case, and providing relevant information or any specifications related to individual families to those professionals who are involved directly with the family so that they, in turn can convey this information in a sensitive manner to the family;
· Determining whether the death was deemed preventable, that is, those deaths in which modifiable factors may have contributed to the death and decide what, if any, actions could be taken to prevent future such deaths;
· Making recommendations to the LSCB or other relevant bodies promptly so that action can be taken to prevent future such deaths where possible;
· Identifying patters or trends in local data and reporting these to the LSCB;
· Where a suspicion arises that neglect or abuse may have been a factor in the child’s death, referring a case back to the LSCB Chair for consideration of whether an SCR is required;
· Agreeing local procedures for responding to unexpected deaths of children; and
· Cooperating with regional and national initiatives – for example, with the National Clinical Outcome Review Programme – to identify lessons on the prevention of child deaths.
The specialist nurse will work alongside the DDUD all through the process much like the Designated Nurse for Child Protection works alongside the Designated Doctors for Child Protection. The nurse practitioners will complement the activity of the DDUD, both for the Rapid Response Process in individual cases that are sudden and unexpected (SUDI, trauma, teenage suicides, unexpected deaths in all other children with or without long term conditions) and for the Staffordshire Child Death Overview Panel, which oversees all deaths that occur.

Where a child dies unexpectedly, all registered providers of healthcare services must notify the Care Quality Commission of the death of a service user – but NHS providers may discharge this duty by notifying the NHS England

Breakdown of DDUD team;

· Pediatrician - 4 PAs, between 2 Pediatricians. 
· Specialist Nurse for DDUD-Band 7 specialist nurse 27.5hrs per week
· Administrative support
3.3	Population Covered
All children up to the age of 18 years that died in the Stoke-on-Trent and North Staffordshire area. The area where the child normally resided will of course be involved with the process, but it is led by the CDOP servicing the place of death, for example a child from out of area, dying in a road traffic collision, at hospital or children’s hospice.  

3.4	Any Acceptance and Exclusion Criteria and Thresholds

3.5	Interdependence with other services/providers



	4.	Applicable Service Standards

	
4.1	Applicable national standards (e.g. NICE)

Please see below

4.2	Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges) 

· Pathologists and the Royal College of Pediatrics and Child Health (2004) sudden unexpected death in infancy. A multi-agency protocol for care and investigation. The Report of a working group convened by the Royal College of Pathologists and the Royal College of Pediatrics and Child Health. Royal College of Pathologists and the Royal College of Pediatrics and Child Health, London. www.rcpath.org
· Local Safeguarding Children Boards Regulations 2006
· Working Together to Safeguard Children 2013
· Safeguarding vulnerable people in the Reformed NHS – Accountability and	Assurance Framework 2013.
4.3	Applicable local standards
· LSCB Interagency Policy and Procedures
· www.safeguardingchildren.stoke.gov.uk
· www.staffssb.org.uk


	5.	Applicable quality requirements and CQUIN goals

	
5.7 Applicable Quality Requirements (See Schedule 4 Parts [A-D])

Not applicable.

5.8 Applicable CQUIN goals (See Schedule 4 Part [E])

Not applicable.

5.3 Applicable Local Reporting Requirement (See Schedule 6, Part A).



	6.	Location of Provider Premises

	
The Provider’s Premises are located at:

University Hospitals of North Midlands

	7.	Individual Service User Placement

	
Not Applicable.


	8.	Activity

	8.1 Indicative Acitvity Plan

4 medical consultant PA sessions plus 0.7wte nurse specialist support

2016/17 activity – of 54 reported child deaths 12 were categorised as unexpected


	9.	Price & Costs

	9.1 Price
This service is currently Funded through the Block Line 44 DDUD to the amount of £98181.
· North Staffordshire CCG £27,580
· Stoke on Trent CCG £70,601

Estimated breakdown of DDUD team;
· Pediatrician 1 – 2 PAs = £26,000
· Pediatrician 2 – 2 PAs = £26,000
· Band 7 specialist nurse 0.7 wte. = £24,982 
· Support costs (admin and travel) = £7,000






	Service Specification No.
	UHNM23_Resp Physio_Service Spec

	Service
	Respiratory Physiotherapy 

	Commissioner Lead
	Paul Brown, Chief Finance Officer
NHS Staffordshire and Stoke on Trent ICB 

	Provider Lead
	Noeleen Hellis – Divisional Therapy Manger

	Period
	1st April 2023 – 31st March 2024 

	Date of Review
	Annual



	1.	Population Needs

		
1.5 	National/local context and evidence base

UHNM reviewed year on year non-elective admissions for respiratory disease which identified that there was a 2.9% increase in non-elective admissions in 2011 compared to 2010 and 14% increase in 2012 compared to 2011. 

UHNM reviewed non-elective admissions for Q1, 2012/13 to model the number of admissions that could have been avoided and the potential reduced length of stay had there been outpatient or community respiratory physiotherapy provision. 

Policy Guidance 
· National Framework for Children and Young People’s Continuing Care (2010); 
· Department of Health (2009) Healthy Lives, Brighter Futures: The Strategy for Children and Young People’s Health; 
· High Quality Care for All: NHS Next Stage Review Final Report (2008);
· Aiming High for Disabled Children: Better support for families (2007);


	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	

	Domain 2
	Enhancing quality of life for people with long-term conditions
	

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	

	Domain 4
	Ensuring people have a positive experience of care
	

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



2.2	Local defined outcomes

· Improve patient experience 
· contribute towards a reduction in NEL and LOS’


	3.	Scope

	
3.1	Aims and objectives of service

The aim of the service is to assess and treat children’s acute respiratory conditions both in hospital and in outpatient clinics and to provide timely access for consultants and GPs who require advice and management of children with respiratory compromise who would benefit from specialist physiotherapy intervention. 
· Provision of training and education to ensure carers can continue with on-going management of the child which is evidence based. 
· Admission avoidance through review and management of children with complex or long term conditions in relation to their respiratory function to reduce recurrent admissions. 
· Decreased length of stay for patients with more complex needs in particular those requiring on-going ventilator or cough assist management in the community through supported early discharge. 
· Care would be delivered closer to home for children with long term conditions or those with complex needs; this may extend to school or other care environments depending on the needs of the child. 

3.2	Service description/care pathway

The service shall deliver 2 outpatients physiotherapy-led clinics per week at the Royal Stoke University Hospital Site, with a maximum of 7 (2 x new & 5FUs) slots available per clinic. Both NP and FU appointments will be for 1 hour in line with complex needs of patients.  Personalised Care and treatment plans with multiagency involvement where appropriate.

The service shall be delivered as detailed below: 

Admission Avoidance 


[image: Text, letter
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Intensive Inpatient Support/ Supported Early Discharge 

riaged s e willlpendencies willster rding or rebound ute patients cy portals., the findings estimated that up to 700 patients, 
3.3	Population covered

The service shall be available to children and young people aged 0-16 years of age, who are registered with a GP in Stoke-on-Trent or North Staffordshire. 

3.4       Any acceptance and exclusion criteria and thresholds  

Referrals are accepted from: 
· Secondary care consultant 
· GPs 
· Community Physiotherapist 
· Specialist Community Nurses 


The conditions requiring outpatient respiratory physiotherapy input are:
· Dysfunctional Breathing
· Vocal Cord Dysfunction 
· Hyperventilation 
· Bronchiectasis 
· Congenital Myopathies 
· Duchenne Muscular Dystrophy 
· Ullrich Muscular Dystrophy 
· SMA 
· CCHS 
· Spinal Injuries need airway support and clearance 
· Long Term Ventilation 
· Chronic Lung Disease 
· Difficult to treat asthma 

3.5	Interdependence with other services/providers

Stakeholder, interdependencies and key relationships are: 

· Patient, family and carers 
· GPs 
· Secondary care consultants 
· Secondary care nursing staff 
· Community Nursing Team 
· Community physiotherapy services 


	4.	Applicable Service Standards

	
4.1	Applicable national standards (e.g. NICE)

· NICE Guidance for related paediatric conditions – for example anticipated guidance (2012) Spasticity in children and young people 


	5.	Applicable quality requirements and CQUIN goals

	
5.9 Applicable quality requirements (See Schedule 4 Parts A-D)
5.10 Applicable CQUIN goals (See Schedule 4 Part E)

Not applicable.


5.11 Applicable Local Reporting Requirements (See Schedule 6, Part A)



	6.	Location of Provider Premises

	6.1          The Provider’s Premises are located at:

University Hospital of North Midlands NHS Trust 
Royal Stoke University Hospital 
Newcastle Road
Stoke-on-Trent 





	7.	Individual Service User Placement

	Not applicable 


	8.            Activity

	8.1          Indicative Action Plan 

14 clinic slots per week (4 new/ 10 FU) x 42 = 588 (168new/ 420 FU) 
1 MDT clinic per week
1 Asthma Clinic per month
1 clinic for inpatient review with team
1 clinic for telephone triage



	9.             Price and Costs

	9.1           Price

£30,000 (05G Stoke-on-Trent CCG, £18,000, 05W North Staffordshire CCG £12,000)








	Service Specification No.
	UHNM33_TB Services_Service Spec


	Service
	TB services – TB diagnosis and treatment


	Commissioner Lead
	Paul Brown, Chief Finance Officer
NHS Staffordshire and Stoke on Trent ICB 

	Other commissioners
	


	Provider 
	Dr Sven Lehm, Consultant – Respiratory Medicine
University Hospital of North Midlands (Royal Stoke Hospital Site)


	Period
	1st April 2023 – 31st March 2024


	Date of Review
	Annually



	1.	Population Needs

	
National/local context and evidence base

Tuberculosis (TB) is an infectious disease that is treatable and curable but remains a major public health issue. Across England TB cases and rates steadily increased in number from the 1980s plateauing between 2005 and 2011 and decreasing from 2012. England has the second highest rate of TB in Western Europe and is four times as high as in the United States, but there are considerable differences in incidence and numbers of TB between clinical commissioning group areas (CCGs) across England.

TB is associated with significant morbidity, mortality and costs. The onset of TB can be difficult to detect and there are significant diagnostic delays in England. Late diagnoses are associated with worse outcomes for the individual and in the case of pulmonary TB, with transmission risk to the public. 

To address the above, the Collaborative Tuberculosis Strategy for England: 2015 to 2020 (1) (referred to in this document as ‘the Strategy’) published in January 2015 by NHS England and Public Health England (PHE), sets out approaches to support TB prevention, treatment and control. This includes the setting up of TB control boards to plan, oversee, support and monitor all aspects of local TB control. The control boards should have representation from Clinical Commissioning Groups (CCGs), NHS England, PHE, local authorities, local TB service providers and other stakeholders. The formal responsibility for commissioning NHS TB services will continue to rest with CCGs. The Collaborative TB Strategy Commissioning Guidance (2) sets out further details, including proposing local lead CCG arrangements for TB commissioning and membership of the relevant control boards. 
The Strategy identifies ten ambitions required to make significant advances in TB control. Each of these ambitions will be supported by five main steps. This service specification specifically addresses step number two which is ‘Develop clear, evidence-based model service specifications of the clinical and public health actions required to control TB’ and step three which is ‘Assess local services against the service specification and develop plans to secure improvements’. Step two advises that a clear, evidence-based model service framework of the clinical services and public health measures that are required to control TB should be developed. This framework will outline a series of specifications for what local government, CCGs and NHS England would commission. Informed by NICE guidelines, the framework will provide local partners with a description of a high-quality, integrated TB service from which a more detailed local specification, commissioning plans and contracts can be developed. This framework will encourage the commissioning of services in a way that responds to the needs of specific risk groups to reduce health inequalities and will cover the ten key areas for action detailed in the strategy. Step three recommends that TB control boards and their local TB networks will review the commissioning and provision of services within their geographic area against the service specification(s).

The populations that account for the majority of TB are those born overseas and those with social risk factors. The majority (72%) of TB cases occur among people born overseas many of whom develop active disease several years after their arrival in the UK i.e. settled migrants. TB is also more common amongst people with social risk factors (9% of the TB population), particularly homelessness and drug and alcohol dependency, because of poorer health and increased risk of exposure to infection. It is important to note that the majority of people who develop active TB do so as a result of the reactivation of latent TB (an asymptomatic state of TB infection which may remain dormant for months or years), rather than through transmission from a person with active disease.

Early and effective detection and treatment of TB reduces the human and financial burden of the disease as well as minimising the risk of on-going transmission. Active TB is relatively inexpensive and straightforward to treat and cure if identified early. But some people can become permanently disabled, particularly from brain or spinal disease and about 300 people a year still die following a diagnosis of TB in the UK. The disease has a real, although poorly quantified, impact on family life including employment and educational attainment for those affected by TB.

Awareness of the disease and its symptoms in the general community is poor. Additionally, in high risk communities the presentation to healthcare services may be delayed due to stigma associated with TB. 

Just over 50% of TB patients have pulmonary TB disease. Extra pulmonary TB disease can be difficult to diagnose with symptoms easily overlooked or mistaken for other health conditions. 

Successful treatment of uncomplicated and drug sensitive TB requires adherence to a drug regimen with a minimum of four drugs over the initial two-month period followed by two drugs over four months. Drug resistant TB as well as TB complicated by its site may require a longer treatment period. If treatment is not taken correctly, or is interrupted or stopped, there is a higher risk of complications and/or the development of drug resistant TB, which has been identified by WHO as a major threat to global public health. Drug resistant TB is associated with a substantial increase in morbidity and mortality as well as being considerably more resource-intensive, potentially costing twenty times more than early intervention. Treatment completion rates have improved as a whole across England over the last ten years however they vary considerably by geography and service representing a clear opportunity for improvement.


	2.	Outcomes

	
NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	X

	Domain 2
	Enhancing quality of life for people with long-term conditions
	X

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	X




Providers will contribute to nationally and locally defined outcomes and work with commissioners to provide high quality TB services that best meet the needs of patients.


	3.	Scope

	
3.1	Aims and objectives of service

The aim of this service specification is to support the early diagnosis of TB cases, prevention and early detection of transmission, treatment of active disease, and detection of latent TB infection and prevention of reactivation of TB. Implementation of the Strategy will support this through actions that are aimed at   reducing the rates and numbers of TB year on year across England over the next ten years. This will be achieved by:

· Improving the early detection, treatment of TB and prevention of LTBI reactivation
· Improving quality of care and value for money

An important objective is to improve patient experience and patient outcomes across the TB patient pathway. This will be achieved by focusing on, and implementing the ten evidence based areas for action detailed in the Strategy focusing. These are:

1. Improve access to services and ensure early diagnosis 
2. Provide universal access to high quality diagnostics 
3. Improve treatment and care services 
4. Ensure comprehensive contact tracing 
5. Improve BCG vaccination uptake 
6. Reduce drug-resistant TB 
7. Tackle TB in under-served populations 
8. Systematically implement new entrant latent TB screening (not part of this specification)
9. Strengthen surveillance and monitoring 
10. Ensure an appropriate workforce to deliver TB control


3.2	Population covered

TB service provision is available to all those registered with a Stoke-on-Trent, North Staffordshire Stafford and Surrounds CCG or living in the geographic area irrespective of residency or migration status. 

3.3	Any acceptance and exclusion criteria and thresholds

None

3.4	Service description/care pathway

Key elements of TB services (clinical and non-clinical) that cover the ten areas for action listed in 3.1 are outlined below. 

3.4.1 Prevention and control

The provider will support the prevention and control of TB through action described in this specification. In addition, TB services will provide specialist TB advice to other health care services.
 
Immigrants: Screening will be offered to all new entrants who have recently arrived in North
[bookmark: _Toc420664615]                    Staffordshire as per the ‘2018/19 updated plan for new migrant LTBI testing and
[bookmark: _Toc420664616]                    treatment services’(see relevant document agreed with NHSE and Stoke CCG)

Hostel Dwellers/Asylum Seekers 
A system for the health surveillance of hostel and crisis centre dwellers/asylum seekers should be established and maintained. Centres should be able to directly access the TB service to make rapid appointment. 

3.4.2 Identification of patients with active or latent TB

The provider will support identification of patients with active or latent TB through active contact tracing.




3.4.3 Diagnosis

People suspected of having TB disease shall be referred for a medical evaluation, which will include:
· Medical history
· Physical examination
· Test for TB infection (TB skin test or TB blood test)
· Chest radiograph (X-ray)
· Appropriate laboratory tests

The provider shall have rapid and prompt access to diagnostics including microbiology, pathology and X-ray services. Microbiological diagnostics include:

· Microscopy for AFB (acid fast bacilli)
· Mycobacterial culture on solid and or liquid media etc.
· Phenotypic antimicrobial susceptibility testing
· Direct molecular testing of samples 
· Genotypic antimicrobial susceptibility testing
· IGRA 
· Molecular identification of isolates
· VNTR typing or Whole Genome Sequencing (WGS)

The provider shall have access to diagnostics such as Cepheid's GeneXpert® and research diagnostics.

3.4.4 Referral process 

· Referrals can be made by primary and secondary health providers and by the homeless service. 
· All patients must be seen within two weeks of the date of referral. Where pulmonary (infectious) TB is suspected an urgent referral should be made with the patient expected to be seen within 2 working days of the referral by specialist TB services (where infectious disease is suspected.
· TB services should have one designated referral number and contact address with a secure fax and/or email address faclities.
· Patients found to not have TB or atypical mycobacterium infections should be referred onto the appropriate service. 

3.4.5 TB notification and legislation

All new active TB cases shall be notified and registered onto the national Enhanced TB Surveillance system (ETS) in line with the process set out in www.gov.uk/government/uploads/system/uploads/attachment_data/file/360263/Guidance_on_Notifying_Tuberculosis__TB__cases.pdf 

The legislation can be used to ensure a patient with suspected TB is tested for TB and to check whether a patient is adhering to treatment. A patient with TB can be kept in hospital if deemed a risk to the public’s health. The patient cannot be made to take meds nor make monitoring obligatory. Advice must be sought before these powers are exercised, this can be obtained from the local Health Protection Team 

3.4.6 TB treatment

TB treatment can be either self-administered or directly observed. TB treatment regimens should take into account NICE and relevant national guidelines. They should include:

· Promoting treatment adherence
· Managing non adherence
· Managing lost to follow up (LTFU) patients

The provider should achieve, as a minimum, 85% TB treatment completion rate. 

Appropriate clinic locations, opening hours and appointment systems that meet the likely needs of the population should be considered. 

The service shall include arrangements for access to specialist services for TB patients diagnosed with drug resistant TB, multi drug resistant TB (MDRTB), extensively drug resistant TB (XDRTB), HIV/TB and drug sensitive TB. Appropriate access to advice and services should be available to reflect that:
· Some TB drugs interact with other medication i.e. contraceptive medication or methadone and patients need to be aware of this. 
· Some TB drugs may have side effects such as sight and/or hearing loss which require baseline assessment of visual acuity and hearing before treatment commences with monitoring throughout treatment. TB services may require special training and/or access to sight and hearing assessments facilities.
· TB drugs can impact on patients with liver or renal disease. 

Clinical teams should have access to negative pressure facilities, be able to provide long term support and access to the full range of drugs required for patients with MDRTB or XDRTB.

When treating patients with MDR TB the MDR TB advisory service should be contacted which is hosted by the British Thoracic Society. This is an advisory service for complex TB that can be used to provide impartial and rapid opinion from experienced and expert clinicians.
The service shall have effective protocols and processes in place with other services to ensure appropriate support is provided to TB patients with conditions such as spinal TB, ophthalmic TB or Central Nervous System TB as well as with services that support addictions and sexual health needs.
3.4.8 The TB health care professional team and case management

The TB team shall meet regularly to discuss progress and plan care for current and new TB patients.

The TB team shall incorporate a range of skills and experience to meet the needs of the TB services and patients. The team usually meets regularly to plan, implement and evaluate patients’ care pathways and outcomes. Possible team membership could include the lead TB physician, specialist TB nurse, admin support, outreach worker, DOT provider/support and (as required) other health care professionals such as social workers, social care support workers and diagnostics (microbiology, radiology). Depending upon individual patients’ needs it could also include health protection (PHE, local authority Public Health) peer support, housing, advocacy, psychiatric support and the third sector.

Effective and timely communication between members of the TB health care professional is essential.


Standard TB case management shall be co-ordinated by a named case manager and is appropriate for any non-clinically complex patient who is able to self-medicate and attend monthly follow-up in the clinic.

Enhanced case management shall be co-ordinated by a named case manager working alongside a specialist multidisciplinary TB team able to provide expert clinical and psychosocial care and to engage effectively with the client group in the community. ECM should also be provided for all socially complex cases with suspected TB to reduce the risk of patients disengaging with services prior to a diagnostic conclusion.

The medic with lead clinical responsibility shall be a Respiratory Medicine specialist or Infectious Diseases specialist.

3.4.9 Engaging TB patients

The aim of the relationship between the case manager and any suspected or confirmed TB patient is to:

· Establish a trusting relationship
· Supporting the patient to be well informed about their condition and the actions they need to take in response to it.
· Supporting the patient in any actions to inform family members and other close contacts
· Identify and assess physical and psychosocial care needs and potential barriers to completion of diagnostic investigations and treatment
· Initiate contact investigation as appropriate
· Initiate referral to, and co-ordinate inputs of, other relevant services as appropriate

3.4.10 Accommodation

All TB patients should have their housing circumstances assessed by the case manager including a home visit. The provider shall have appropriate protocols in place with local housing authorities so that, where a TB patient has insecure or no accommodation, appropriate arrangements can be made for urgent consideration for the provision of alternative accommodation for the duration of treatment. This is especially important where instability in the patient’s circumstances compromise treatment compliance. The arrangements with housing authorities should include identification of appropriate public health powers in relation to this.

3.4.11 Directly Observed Therapy (DOT)

DOT is part of a patient centred case management and care package approach where TB patients are assessed as requiring DOT to ensure treatment compliance. Patients on DOT are observed taking their medication by either a trained health professional or named responsible lay person, supported by a trained health professional. The DOT worker shall complete a DOT log of medications observed and document each visit for each TB patient. The protocol for DOT shall include:

· When it should be implemented
· How it can be implemented
· Who should be offered DOT
· Who should observe DOT
· Where DOT should be provided
· Frequency of DOT
· How long DOT should be continued
· How should patients who refuse DOT be managed

3.4.12 Paediatric TB

The service shall ensure that children with TB or suspected of having TB are managed by a paediatrician with special experience and/or training in TB. 

TB services shall run ‘one stop’ clinic services to support families and to minimise the number of outpatient visits children and their families may require. 

3.4.13 Psychology services

TB patients, because of the long period of treatment or those with complex social needs, as part of their risk assessment, may require access to mental health support so shall be signposted to relevant services by the provider as appropriate. This shall include an assessment of their mental capacity to engage with TB services, adhere and complete treatment. 


3.4.14 Pharmacy services

The provider shall ensure that the supporting pharmacy service stocks the range of TB medication appropriate to the local patient demographics, together with additional drugs for those with drug resistant TB.

TB nurses shall prescribe medication in order to improve patient experience and reduce patients’ waiting times in clinics. 

The provider shall engage and work with nominated community pharmacy services to provide appropriate compliance support to patients receiving TB medication. 

3.4.15 Social care support 

The provider shall signpost to the social worker service in order to support patients to adhere to; and complete TB treatment as prescribed. 

3.4.16 Transfer and discharge

The provider shall ensure all appropriate services are informed of relevant information on the transfer or discharge of patients. This includes the patient’s GP and the person who referred the patient where this is not the GP. Where appropriate this can include Occupational Health, Infection Control, community paediatrics and PHE Health Protection teams. Patients shall be kept informed and copied into any correspondence. 

3.4.17 Contact investigations and contact tracing

This is the case finding of the contacts of latent and active TB patients. A risk assessment approach shall be used which prioritises the extent of screening based on the infectiousness of the index case, exposure and susceptibility of contacts. This may include working with the local HPT especially in the risk assessment of sputum smear positive cases of TB. Contact tracing looks at:

· household contacts
· workplace contacts
· leisure contacts
· schools and other congregate settings

For each pulmonary TB notification, extensive efforts will be made to identify all relevant contacts. These numbers are an average minimum and the circumstances of each TB patient shall be considered. The numbers identified depend on the circumstances of each TB patient.

Contact tracing shall use IGRA testing, CXR’s, bloods and Mantoux testing as per NICE guidance. NG33

Where contact tracing identifies children under the age of 16 years who are negative for either active TB or LTBI and who have not received BCG these children should be offered BCG. 

3.4.18 Cohort Review

All provider shall participate in cohort review. Cohort review is an essential evaluation of TB patient care and outcomes. Cohort review provides a multidisciplinary forum to review the management of each case and ensure accountability at all levels of service provision, while linking to local, regional and national targets. The ‘cohort’ consists of all cases notified over a six-month period. The review shall be scheduled for six months after the close of each quarter (so cases are presented six to nine months after starting treatment). Immediately following the case presentations, the local PHE or HPT epidemiologist will calculate and give a preliminary presentation on the area completion data for treatment and contact investigation outcomes. Cohort review enables TB services and HPTs to highlight risks, capacity issues and success. The outputs of cohort review shall be reported to the commissioner local TB Control Board.

3.4.21 Community engagement

In order to provide personalised care according to the local environment and needs the provider shall engage with patients, local communities and third sector organisation to gain opinions and views.

The provider shall work in conjunction with the commissioner and TB Control Board to ensure that there is engagement with all relevant third sector organisations including local partners, community leads, community organisations and other relevant partners as an intrinsic part of developing and operating the patient pathway of care. 


	4.	Applicable Service Standards

	
1. Collaborative Tuberculosis Strategy for England: 2015 to 2020 (www.gov.uk/government/publications/collaborative-tuberculosis-strategy-for-england )
             Collaborative Tuberculosis Strategy: Commissioning Guidance  (NHSE Gateway reference:      03634) 

2. Latent TB testing and treatment for migrants: A Practical Guide for Commissioners and Practitioners (NHSE Gateway reference: 03508) (www.england.nhs.uk/resources/resources-for-ccgs/out-frwrk/dom-1/tb-strategy/)
3. NICE CG117, 2011. Tuberculosis. Clinical diagnosis and management of tuberculosis, and measures for its prevention and control. www.nice.org.uk/guidance/cg117/evidence/cg117-tuberculosis-full-guideline3  Update 2015, NICE are currently consulting on draft revision and update - Tuberculosis: prevention, diagnosis, management and service organisation. This update is expected late 2015.
4. Tuberculosis in the UK-PHE2014 Annual  report www.gov.uk/government/publications/tuberculosis-tb-in-the-uk
5. Royal College of Nursing (RCN): case management and cohort review, Guidance for www.rcn.org.uk/__data/assets/pdf_file/0010/439129/004204.pdf 
6. BCG – Details within www.gov.uk/government/collections/immunisation-against-infectious-disease-the-green-book British Thoracic Society (BTS) www.brit-thoracic.org.uk/clinical-information/tuberculosis/


	5. Applicable quality requirements and CQUIN goals

	5.12 Applicable quality requirements (See Schedule 4 Parts A-D)

5.13 Applicable CQUIN goals (See Schedule 4 Part E)

N/A
5.3 Reporting Requirements (Schedule 6)
Please refer to applicable local reporting requirements as detailed in Schedule 6.


	6. Location of provider services

	
Cobridge Primary Care Centre
UHNM
Patients home


	7. Individual user placement

	N/A




	8.0 Activity

	Tariff: Indicative activity

HRG 351 (Infectious disease) & HRG 340 (respiratory) 

1. Stoke:
· 1st Consultant – 277
· Consultant follow-up - 438
· Nurse led clinic: HRG DZ42Z – 1879

2. Stafford: 
· 1st Consultant – 40
· Consultant follow-up - 80
· Nurse led clinic: HRG DZ42Z – 67

· Block: Indicative activity: 1,000 home visits: 850 Stoke / 150 Stafford


	9.0 Price and Costs

	
Tariff 

HRGs; 340, 351, DZ42Z

Block

Stoke-on-Trent CCG - £43,660
North Staffordshire CCG - £19,405 
Stafford and Surrounds CCG with 
Practices – £12,000








	Service Specification No.
	UHNM34_Fraility Front Door_Service Spec

	Service
	Exemplar Front Door (EFD) Service

	Commissioner Lead
	Paul Brown, Chief Finance Officer
NHS Staffordshire and Stoke on Trent ICB 

	Provider Lead
	Samantha Morris (UHNM)

	Period
	1st April 2023 to 31st March 2024

	Date of Review
	31st March 2023



	1.	Population Needs

		
1.6 	National/local context and evidence base

‘Urgent care is the range of responses that health and care services provide to people who require – or who perceive the need for – urgent advice, care, treatment and diagnosis. People using the services and carers should expect 24/7 consistent and rigorous assessment of the urgency of their care need and an appropriate and prompt response to that need.’ Department of Health, 2010. 

Urgent or unplanned care leads to at least 100 million NHS calls or visits a year. It represents about a third of the overall activity in the NHS and more than half the cost. Despite the scale of urgent healthcare, historically more attention has been paid to the way we manage planned activity, especially activity in hospitals (with exception of the few previous national targets focusing on urgent and emergency care ambulance response times and A&E waits). The last few years have seen an increasing focus on urgent care, too often, rather than working together health services have tended to work against each other to redirect activity to another part of the system. [footnoteRef:2] [2:  Breaking the mould without breaking the system. ‘Primary Care Foundation & NHS Alliance, November 2011 ] 


Older people, > 65, account for the majority of general hospital users (65%); frail older people in the acute care setting represent a low volume, high impact group; they have the longest length of stay, the highest rate of inpatient complications and subsequent re-admissions[footnoteRef:3].  At any one time, patients in this group account for 70% of bed days.   Many older people with multiple medical problems are also frail.  Too often, for many older people, a stay in hospital is disempowering: the environment itself, the noise, and the routines on the wards overwhelm and undermine them in ways that affect their ability to recover who they were and how they were living before they were admitted[footnoteRef:4]. [3:  Age and Ageing, BGS (2011)]  [4:  Kings Fund – Continuity of Care for Older Hospital Patients March 2012] 

A&E Attendance projections by age band (based on ONS population projections and modelled A&E attendance patterns).      


	Year
	75-79 Forecast
	80-84 Forecast
	85-89 Forecast
	90+ 
Forecast

	2014/15
	6921
	4914
	2949
	1515

	2015/16
	6962
	5037
	3031
	1638

	2016/17
	7085
	5119
	3072
	1679

	2017/18
	7290
	5324
	3153
	1720


University Hospital of North Midlands Trust (UHNM) Accident and Emergency Department (ED) has, like other EDs around the country, experienced increased activity over several years putting pressure on the department; this is apparent from 4-hour patient waiting, ambulance turnaround times and other indicators.
As a result, North Staffordshire and Stoke on Trent CCG’s wish to commission a service to improve the experience of patients attending the Trusts Emergency Department to ensure that care is delivered in the most appropriate setting according to their need.

	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	

	Domain 2
	Enhancing quality of life for people with long-term conditions
	

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	✔

	Domain 4
	Ensuring people have a positive experience of care
	✔

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



2.2	Local defined outcomes
· Ensure patients have a positive experience of care;
· Reduce unnecessary acute admissions;
· Patients are seen by the right clinician and receive the right treatment ensuring that health needs are met in the most appropriate setting;
· Improve flow and demand within emergency portals 
· Support the Local Health Economy (LHE) in the achievement of the 4-hour A&E performance target
· Patients receive a seamless and integrated urgent care response that is appropriate to clinical need and supported by care pathways across organisational boundaries 


	3.	Scope

	
3.1	Aims and Objectives of Service

The service shall be based in the Emergency Department (ED) at the Royal Stoke University Hospital (RSUH) 
The objectives of the service are to: 
· Provide expert care for patients in line with agreed clinical models; 
· Ensure patients follow the correct pathway based on clinical need; 
· Provide access to clinician support, based on clinical need, to prevent unnecessary ED hospital admissions; 
· Ensure that appropriate referral pathways are in place to ensure timely and safe transfer of seriously ill patients to the ED; 
· Continue positive education and communication on the appropriate use of services and how alternative services can be accessed; 
· Improve the links and working between acute and secondary care services.

3.2	Service Description/Care Pathway
A key principle of the Exemplar Front Door scheme is to avoid unnecessary hospital admissions and to enable older people to achieve their maximum potential and optimal recovery during an episode of acute illness; to improve the quality of care and decision-making for older people with medical crises to increase the likelihood of patients being discharged home or to another appropriate setting without the need for an acute admission.
Exemplar Front Door has a team of ‘experts’ in community care provision working in collaboration with the Multi-Disciplinary Teams (MDTs) based in the Accident and Emergency Department at UHNM. This team will work together to assist in turning patients around into more appropriate environments with the principle of ‘Home First’ being a key essential.
The Exemplar Front Door team will offer a 7-day admission avoidance service which will operate between the hours of 08.00 – 20.00, 356 days per year.  
The scheme focuses on identifying a key cohort of patients who attend the Royal Stoke ED site, who do not need to be admitted to an acute hospital but who can be diverted from the Emergency Department to a more appropriate setting or back to their usual place of residence. This key cohort has been identified as:
· Patients with an existing service in situ e.g. Care Package, Community Matron, District Nurse etc.;
· Patients not coping;
· Patients with a fall;
· Patients with a UTI;
· Any patient with major co-morbidities.

The Exemplar Front Door Team will consist of as a minimum:
· One Elderly Care ANP 
· Advanced UHNM Therapist
· SSOTP Senior Nurse from ICT 
· Social Workers from both County and Stoke 
· Identified AED Clinician (as a point of contact) 
· Elderly Care Consultant (as a point of contact)
· Senior Operational Manager from UHNM.

Patients will be identified via the Exemplar Front Door Team as per criteria above.  Once registration has taken place (at ambulance triage for patients arriving via ambulance) the team will actively identify patients following triage and provide access to a multidisciplinary assessment to enable coordinated care from a wide range of community services to support unnecessary admissions or to discharge patients to their usual place of residence.

The team will review all appropriate patients and either discharge to usual place of residence or arrange an alternative to a hospital admission within the 4-hour emergency standard.  
3.2.1 IT Interoperability
2. The provider will be responsible for implementing the IM&T systems to support the delivery of the service. In particular, the provider will need to ensure that ED reception has an IM&T system that can record patient demographics for those patients seen via the Exemplar Front Door service. This system will need to be spine compliant and have the ability to capture the patient’s episode of care as well as the relevant key performance indicators.
3. 
4.  3.2.2 Clinical Governance

The Provider must demonstrate high standards of both corporate and clinical governance. The Provider will deliver healthcare to consistent quality and safety standards as defined in CQC essential standards of quality and safety. 
The Provider must comply with all relevant legislation and guidance issued by North Staffordshire and Stoke on Trent CCG, NHS England or the Secretary of State. Regular quality review meetings by the Commissioner will be held in addition to the programme of unannounced visits. Feedback from services from other stakeholders in the health community is also expected and should be used to evidence and support that the Provider is achieving quality standards. Clinical governance arrangements must be in place to ensure the clinical safety of the whole patient pathway, providing assurance to commissioners that appropriate internal escalation processes are in place, adhered to and reported on.

Strong relationships and partnership working should be established between all providers involved in the pathway so that issues can be identified, and service improvements made. 
Clinical governance arrangements should include: 

· The Provider must have their own clinical governance arrangements; North Staffs and Stoke on Trent CCG’s will require the provider to put in place a joint Exemplar Front Door Operational Group.
· Clarity about lines of accountability within the Exemplar Front Door service, from the Senior Responsible Officer through to individual members of staff within the Service and any partner provider organisations, and the way the clinical governance of the Exemplar Front Door engages with and supports the governance arrangements in other provider organisations;
· A robust policy detailing the way in which adverse and serious incidents will be identified and managed, ensuring that the clinical leadership of the Exemplar Front Door service plays an appropriate role in understanding, managing and learning from these events. 
· Clear and well-publicised routes for both Exemplar Front Door service users and health professionals to feedback their experience of the service, ensuring prompt and appropriate response to that feedback with shared learning between organisations, including feedback to the individual who was the source of the comment in the first place; 
· Regular surveys of patient and staff experience (using both qualitative and quantitative methods) to provide additional insight into the quality of the service; 
· Regular staff training, and refreshing where required on updated policies and procedures, to ensure quality of service is maintained, and;
· Provision of accurate, appropriate, clinically relevant and timely data about the Exemplar Front Door service to ensure that it is meeting the quality standards set out in this specification.

3.2.3 Days/ Hours of Operation
The service shall be delivered 7-days per week, 08:00-20:00hours, 365 days per year.  
The Provider will ensure that the service is staffed appropriately in order to meet patient demand.
3.2.4 Accessibility and acceptability 
The Provider must supply to all non-English speaking patients, including deaf and hard of hearing, a professional translation and interpretation service during all consultations and must also provide translation materials describing clinical diagnosis, treatment and procedures as required. 
3.2.5 Response time, detail and prioritisation 
Response times are included and detailed within schedule 4 of the contract. 
3.3	Population Covered
The service shall be provided to all patients meeting the criteria outlined below; this will include unregistered patients and those patients from outside the local area and those from protected groups. 
· Patients with an existing service in situ e.g. Care Package, Community Matron, District Nurse etc.;
· Patients not coping;
· Patients with a fall;
· Patients with a UTI;
· Any patient with major co-morbidities.

3.4	Any Acceptance and Exclusion Criteria and Thresholds

Exclusion criteria:
· Any patient on a recognised pathway, i.e. MI, stroke, surgery.

Inclusion criteria:
· Patients with an existing service in situ e.g. Care Package, Community Matron, District Nurse etc.;
· Patients not coping;
· Patients with a fall;
· Patients with a UTI;
· Any patient with major co-morbidities

3.5	Interdependence with other services/providers

The external interdependencies are with primary care contractors i.e. General Practice, Community Services, and Dental, West Midlands Ambulance Service and a range of community, voluntary and independent sector organisations. 
3.5.1 Whole System Relationships 
The key to delivering effective urgent and emergency care services is to ensure that the whole system is designed to support self-care and care at home, wherever possible, thereby avoiding unnecessary hospital attendances and admissions. The Provider shall therefore foster relationships and links with external providers as part of a ‘whole system’ and integrated approach to urgent and emergency care. The Provider shall be expected to work collaboratively with any new services commissioned during this contracting period. 

	4.	Applicable Service Standards

	
4.1	Applicable national standards (e.g. NICE)
This guidance is not an exhaustive list – the service will be expected to work to any new relevant guidance that promotes best practice and high-quality care.
· The College of Emergency Medicine provides a list of clinical guidelines relevant to emergency medicine produced by external organisations including NICE. The College also provider guidelines, proformas and discharge advice produced by EDs that can be downloaded and adapted for local use by other EDs. 
· NPSA, Safe Handover: Safe Patients, BMA (2004) 
· Care Quality Commission Essential Standards of Quality & Patient Safety, March 2010; What providers should do to comply with the section 20 regulations of the Health & Social Care Act 2008. 
· Department of Health (2007) Competence and Curriculum Framework for the Emergency Care Practitioner 
· Acute Medical Care of Elderly People, BGS (2011)
· Transforming urgent and emergency care services in England (November 2013)
· Royal College of Physicians. Acute Medical Care – the right person, in the right setting – first time (RCP 2007)
· NHS Institute for Innovation and Improvement, Seven Ways to No Delays, 2010
4.2	Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges) 


4.3	Applicable local standards



	5.	Applicable quality requirements and CQUIN goals

	
5.14 Applicable Quality Requirements (See Schedule 4 Parts [A-D])

5.15 Applicable CQUIN goals (See Schedule 4 Part [E])


	6.	Location of Provider Premises

	The Provider’s Premises are located at:
The Service shall be located within the ED at the Royal Stoke University Hospital.  
Appropriate infection control measures must be in place.  The provider must comply with The Health and Social Care Act 2008: Code of Practice for the NHS on the prevention and control of healthcare associated infections and related guidance and follow current guidance from the Department of Health and the National Institute for Health and Clinical Excellence.

	7.	Individual Service User Placement

	
Not Applicable.


	8.         Indicative Activity

	
Indicative activity assumptions:

Patient contacts 3,771 


	9.         Pricing & Costs

	
Locally Agreed Block Funding (7 day service) 
	CCG Code
	2018/19 Exemplar Front Door

	05G 
	£284,954 

	05W 
	£427,431 

	Total
	£712,385 











	Service Specification No.
	UHNM40_Moderate Breast Service_Service Spec

	Service
	Surveillance for people determined to be at moderate risk of familial breast cancer

	Commissioner Lead
	Paul Brown, Chief Finance Officer
NHS Staffordshire and Stoke on Trent ICB 

	Provider Lead
	University Hospitals North Midlands

	Period
	1st April 2023 to 31st March 2024

	Date of Review
	31st March 2024



Please note that this draft spec includes elements that will not be in the final draft such as quality requirements and information requirements to be included in a cv (added to the body of the contract). It also includes the specification for the service in the mobilisation and transition period. Specific requirements for transition period are in bold blue text.

Finally, the intended payment mechanism is appended to the document.

	1.	Population Needs

	
1.1 People with a family history of breast cancer can be referred to and assessed by a genetic service commissioned by NHS England. This service classifies people as, moderate or high risk according to the estimate of lifetime risk of developing breast cancer. The risk rating involves age, presence or absence of genetic markers and age at which cancer occurred in family members.
People who are high risk with a proforma (lifetime risk from age 20 >30%) are enrolled (or offered enrolment) into a surveillance service commissioned by NHS England through the NHS Breast Screening Programme. 

Responsibility for surveillance of people at moderate risk (lifetime from age 20 risk between 17% and 30% OR risk between ages 40 and 50 between 3% and 8%) is retained by CCGs. This service is aimed at people with moderate risk.

Due to the current model of provision, indicative activity is not known. It is estimated that it will be around 300 people per annum with a range of 200 – 400 with anticipated annual growth. This service will for the first time allow precise monitoring of year on year growth and forecast future activity. 


	2.	Outcomes


	2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	

	Domain 2
	Enhancing quality of life for people with long-term conditions
	

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	

	Domain 4
	Ensuring people have a positive experience of care
	

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



2.2       Local defined outcomes

2.2.1   The provider will create and update an accurate register of all people determined by the NHSE Genetic service to be at moderate risk of familial breast cancer who have been referred to the provider for surveillance. This will include patients whose initial referral was from GPs or from the NHS England West Midlands Genetic Service.

2.2.2   The register will be updated in line with;
· new referrals received
· patients meeting the criteria and determined to be at moderate or moderate / high risk but for whatever reason not included on the register at point service commences (e.g. patient picked up by GPs during transition period).
· patients no longer meeting the criteria for annual surveillance
· patients choosing to opt out of surveillance

2.2.3 All patients on the register who have reached age 40 will be recalled for mammography at 12-month intervals. The service will aim to maximize uptake of surveillance. Recall notice will make use of most appropriate communication methods including e-mail, SMS text, phone call etc.

2.2.4 Mammography will be carried out in line with the national standards set out for the NHS national breast screening programme. Patients will be given written information about the risks and benefits in advance of mammography. Appropriate alternative ways of sharing this information will be used where providing written information would not be a benefit to a particular patient.

2.2.5 At the mammography appointment patients will be advised when and how they will receive the results, offered the opportunity to discuss what the different possible results might mean and what will happen next in the event of an abnormal result.

2.2.6   Patients who no longer meet the criteria for annual mammographic surveillance due to age will be given information at their final annual mammography appointment to explain that they will be enrolled automatically onto the national breast screening programme and given details about the programme and how to get further help or advice.

2.2.7   Patients who opt out of further annual surveillance will be advised that they are free to opt back in either by contacting the service directly or by seeing their GP. These patients will be given details about the national breast screening programme and how to get further help or advice.

2.2.8   Patients and GPs will receive the results of annual surveillance in a timely way.

2.2.9   Patients will be given single point of contact (telephone or e-mail) through which they can contact the service, raise queries, verify or change appointment time and chase overdue results.

2.2.10 At the point a patient is given result of surveillance where there is suspicion of cancer or need for repeat test or further tests or investigations, patients will be offered the opportunity to discuss the results, what they might mean and what will happen next, including the opportunity to request that an appropriate team member calls them back.


	3.	Scope

	3.1	Aims and objectives of service

Aim
To provide a simple, safe and efficient surveillance service for people determined to be at moderate or moderate/high risk of familial breast cancer where the recommended surveillance methodology is annual mammography.
Objectives

· Provider to hold a single register of patients at moderate risk requiring regular surveillance.
· Direct referral from NHSE genetic service to provider.
· Eliminate need for GPs to make annual referrals. (There may be a need for a safety net in first 12 – 15 months and referral of newly registered patients or those who have previously opted out and now wish to opt-in). 
· Reduced burden on GP practices.
· Single Trust operated robust recall system rather than each practice having its own list of patients requiring surveillance. Reduced risk of patients slipping through net (eg following change of practice etc).
· High level of patient engagement and good patient experience.
· More Efficient Service

3.2	Service description/care pathway

The service will consist of a few discreet components. Where an element is required as part of transition (blue) but not after steady state, this is shown.

3.2.1 Developing and Maintaining Register of moderate risk patients

Before “Go-Live” on 16th July 2018, UHNM liaised with the West Midlands genetics service and has created registers of patients identified as being at moderate or moderate / high risk of developing familial breast cancer and whose recommended surveillance methodology includes annual mammography but not MRI.

This register includes

· New referrals submitted to UHNM directly from the West Midlands Genetics Service (from 16th July 2018 although any referrals from the genetics service preempting the go live date of 16th July have also been accepted).

· Existing Patients. These have been split into 3 groups.

· Group A - Patients on both genetics service and University Hospitals of North Midlands patient lists. – These will be re-called for surveillance as they become due. Each practice will receive a list of their patients in group A for information during September 2018.

· Group B - Patients on West Midlands Genetics service list but not on University Hospitals of North Midlands patient lists. – Lists of Group B patients will be sent to GP practices during the 6-month period from September 2018. GPs will be asked to validate patients from group B. 

After validation, GPs will be asked to identify from Group B any patients still registered with that practice who have been assessed by the WM genetics service, are recommended for annual mammographic surveillance which they are not receiving elsewhere, understand the reasons and have consented to be contacted UHNM and enrolled into the recall system.

These group B patients will then be recalled each year for mammographic surveillance. The validation will be spread over a few months to avoid the risk that there is an abnormal high number of patients with due dates clustered in a short period which may have an adverse impact on capacity for year to come.


· Group C - Patients not on genetics service list but on University Hospitals of North Midlands patient lists.

UHNM will review these patients as they reach their due date and either carry out mammography, discharge or recommend that the GP refers into the West Midlands Genetics Service.

3.2.2 New Referrals 

All patients identified by the genetic service as being at moderate risk will be referred directly to the provider.

This will include referral of patients less than 40 years of age. Such patients will be included on the register even though they will not be recalled for mammography until they turn 40.

In the transition period, between 16th July 2018 and 31st March 2019 GPs may continue to refer patients who have been assessed by a genetics service as being at moderate or moderate / high risk of familial breast cancer with a recommendation for annual mammographic surveillance if for any reason those patients have not been included within the a UHNM register.

After the transition period, GPs will continue to refer new patients who are:

· Moderate or moderate / high risk patients undergoing surveillance elsewhere newly registered with the GP who opt to have surveillance at UHNM in future.
· Moderate or moderate / high patients who have previously opted out of surveillance who wish to re-enroll

All new referrals made by GP after 16th July 2018 will require a copy of a genetic service letter setting out risk and recommendations for surveillance.

3.2.3 Removal from register / end of surveillance programme.

Patients will be removed from the surveillance programme if they:

· Make an informed choice not to have further mammographic surveillance (the patient’s GP will be advised, and the patient made aware that they may re-enroll at any time by visiting their GP).
· Move/change GP to one outside Staffordshire or to a Staffordshire GP and choose to have surveillance at a different NHS Trust.
· Are diagnosed with breast cancer (ongoing surveillance for breast cancer patients will be arranged as part of the follow up within the cancer services).
· Are deceased.
· Reach the age at which annual mammographic surveillance is no longer recommended.

Patients will remain on the register but with entry noted as “Not for recall until [DATE]” or equivalent if they:

· Have been identified as moderate or moderate / high risk but are less than 40 years of age. Such patients should be recalled annually from age 40 unless they move out of Staffordshire, develop breast cancer, choose to have surveillance elsewhere or choose not to have surveillance.
· Advise that they do not wish to attend for surveillance at present but may wish to rejoin in future.

3.2.4 Recall arrangements

People on the register will be invited for surveillance mammography:

· Within 3 months of 40th birthday if under age 40 at time identified by genetics service as being at moderate risk.
· Within 3 months of referral if newly referred after REGISTER GO LIVE DATE.
· Every 12 months thereafter.

If each mammogram is more than 12 months apart, then considering that patients may be enrolled in this service for 10 or 20 years, this may have an adverse impact on the overall delivery of annual surveillance. The provider and patients require sufficient flexibility to vary the date of mammographic surveillance each year for entirely legitimate reasons. The provider will therefore need to ensure that this flexibility should not cause the overall median time between mammograms to be increase significantly above 12 months. 
It might do this by ensuring each patient has a mammogram due date, the same calendar date each year regardless of date of last mammogram, so that over the period of the full surveillance programme patients receive one mammogram every 12 months on average.  
3.2.5 Maintaining Engagement

The provider will aim to maximise engagement and reengagement with people at moderate risk and maximize uptake of annual surveillance.

Patients can be considered engaged if they:

· Respond to communications about booking a surveillance mammogram
· Attend for a mammogram
· Contact the provider to cancel or reschedule a mammogram 
· Do not attend booked appointments without cancelling but then rebook (possibly multiple times); this might indicate partial engagement
· Contact the provider to ask questions or discuss concerns
· Make an informed choice not to have a surveillance mammogram
· Make an informed choice to be removed from the register

Patients are disengaged if they:

· Do not respond to communications about booking a surveillance mammogram
· Do not attend booked appointments without cancelling or attempting to rebook.
· Do not take up offers to provide more information or raise concerns
· Passively opt out by lack of communication or response

By definition, patients identified as being at moderate or moderate/high risk have opted in to services previously and are or have been engaged in the past. We recognise that some of these patients may have significant fears or anxieties and some may have a tendency to disengage if not supported.

The service will therefore take positive action to maximise engagement including:

· Identifying the most appropriate method(s) of communications
· Identifying and tailoring communications to respond to patient needs (e.g. in case of lack of written or spoken English, sensory or communication disabilities, learning disabilities or mental health issues, cultural issues etc.
· Providing clear, concise information on risks and benefits of surveillance mammography
· Where patients have disengaged, considering reasons and tailoring reengagement processes to address patient specific needs
· Avoiding use of blanket rules such as referring back to GP after 2 DNAs if a resolvable reason for disengagement cannot be ruled out.
· Seeking assistance from patients GP practice where engagement is problematic. This could include:
· Validating or updating contact details
· Asking practices to advise if there any issues (longstanding or short term) that might affect engagement
· Asking practices to send through communications offering surveillance appointments
· Asking GPs to raise disengagement with patient at next GP appointment

Passive disengagement by not responding to an offer of appointment or repeated DNAs should not result in removal from register. If provider reaches the point where no further reengagement options are available and all attempts have failed, GP should be advised. 

Unless the GP or patient confirm that patient has made an informed decision to opt out of surveillance permanently provider will attempt to re-engage the patient in a similar way 24 and 36 months after last mammogram or after referral. Once patient has failed to engage for 3 annual cycles, patient will be deemed to have opted out and patient and GP advised that patient can re-enroll through referral back into the service by GP. 

Pathway appended to this specification (Appendix 1)


3.2.6 Recall and mammography appointments
Patients will be sent a pre-booked appointment slot. Appointment will be confirmed through agreed methods and patient will be given a point of contact through which they can raise concerns or queries (Monday – Friday office hours).

On arrival patients will have the risks and benefits explained before the mammogram goes ahead in line with the standards and systems in place for people undergoing national breast screening. All patients will make informed consent before the mammogram takes place.

At the end of the appointment patients will be advised as to how and when they will receive the results. All images will be read by two individual readers.

Patients where no abnormality is detected and no follow up required will receive the results via their preferred method within 14 days. For patients whose preferred method is other than in writing by post, they will receive a written copy through the post.

Patients whose result was abnormal or who require either repeats test or follow up will be given the results by phone within 14 days except where there is a communication difficulty or reason not to use phone in which case the most appropriate method will be used. The results will be given by an appropriately trained and experienced professional and will be explained to the patient including what the results mean and what is likely to happen next. Such patients will be given a point of contact in case they have any questions later.

Acknowledging that people who are worried and anxious and may have questions or concerns that they are not able to raise at the time, such patients will receive a written copy of their results through the post, together with appropriate information on point of contact for further help or advice. 

GPs will receive the results of mammograms in line with routine reporting to GPs for GP direct access services but no later than patients are notified. This is particularly important where follow is clinically advised.

3.2.7 Discharge from surveillance service
After the patient undergoes the mammogram after the 49th birthday, the patient will be advised that they will not receive a further recall. The patient will be advised that they will be enrolled in the national breast screening programme and also advised how to get further advice and guidance about this programme.

Such patients will not be recalled for further mammography under this service and in the event of queries such patients will be directed to the appropriate points of contact for the national breast screening service.

3.3	Population covered 
People registered with GPs in Staffordshire.

3.4	Any acceptance and exclusion criteria and thresholds

3.4.1      Acceptance criteria

Patients who are

· People registered with GP within Staffordshire CCG.

For patients registered with GPs within North Staffordshire, Stoke-on-Trent or Stafford and Surrounds (all but two practices), the default provider for mammographic surveillance will be UHNM.

For patients registered with GPs elsewhere in Staffordshire the default provider for mammographic surveillance will be another acute provider (following the same catchment populations as the national breast screening programme, but UHNM will accept into this service 
any Staffordshire patient who chooses to receive surveillance at UHNM and is referred by their GP).

· Classified by the West Midlands Genetic Service (or any other UK NHS genetics service if for example the patient has relocated to Staffordshire after genetics service assessment) as being at moderate or moderate / high risk of familial breast cancer AND

· Referred by NHS England Genetic Service (or by patient’s GP) to the provider for surveillance mammography (this will include patients previously referred who have already undergone been receiving annual surveillance). 

· People aged under 40 who are referred to the provider by the genetic service as being at moderate risk will be added to the register but will not be recalled for mammography until age 40. [NICE does not recommend mammographic surveillance for people at moderate risk until age 40].

[Note that patients registered with GPs in North Staffordshire, Stoke-on-Trent and most of Staffordshire CCGs will be routinely referred to UHNM by the West Midlands genetics service. Patients registered with GPs elsewhere in Staffordshire will be routinely referred to other breast screening centers but if they so choose may be referred into this service by their GP].

3.4.2      Exclusion criteria

· People not registered with Staffordshire GPs.

· Men with elevated risk of familial breast cancer [Surveillance may be appropriate for men with family history / genetic testing identifying elevated risk however such surveillance will not be in scope for this service].

· People who have personally had breast cancer [Surveillance for such people is considered as part of the breast cancer follow up services].

· People who have undergone bilateral mastectomy.

· People who reach the age where annual mammographic surveillance is no longer required as specified in the recommendations made by the West Midlands Genetic Service Such people will be supported to enroll is three yearly mammography as part of the national breast screening programme].

· People classified as being at high risk (with a genetics service proforma) of familial breast cancer. [Surveillance for such people is carried out as part of a service commissioned by NHS England specialised Services]

· People classified as being at low risk of familial breast cancer. [Such people will be offered mammography as part of the national breast screening programme from age 47 or 50].

· People with a family history but who have not been assessed for risk of familial breast cancer 
*see note below.

Note – There may be a cohort of patients formerly enrolled in surveillance following attendance at a family history clinic who were not referred to the genetic service and who have been attending for annual mammography (possibly for a number of years).

Such people will be referred back to their GP with a recommendation that they are referred to the genetic services in line with NICE guidelines or if family history does not indicate elevated risk sufficient to refer to the genetic service, given advice and reassurance as well as information about the national breast screening programme.

3.5	Interdependence with other services/providers

Patients with abnormal results following mammographic surveillance will be informed of the results and with patient consent referred directly into the breast cancer diagnostic pathway and coded as a consultant upgrade within the cancer waiting times systems. The patient will not be referred to their own GP or the GP asked to make a two week wait referral. 


	4.	Applicable Service Standards

	
4.1    NICE clinical Guideline CG164 Familial Breast Cancer https://www.nice.org.uk/guidance/cg164 

4.2     NHS Breast Screening Programme Consolidated standards https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/612739/Breast_screening_consolidated_standards.pdf


4.3	Applicable local standards – 


	5.	Applicable quality requirements and CQUIN goals

	
5.16 Applicable Quality Requirements (See Schedule 4A-C) 

5.17 Applicable Local Information Requirements (See Schedule 6, Part A) 


5.18 Applicable CQUIN goals (See Schedule 4D) N/A
Not applicable.


	6.	Location of Provider Premises

	
The Provider’s Premises are located at Royal Stoke University Hospital and County Hospital.


	7.	Individual Service User Placement

	
N/A
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	Service
	Community Paediatrics and Designated Doctor for Children’s Safeguarding

	Commissioner Lead
	Paul Brown, Chief Finance Officer
NHS Staffordshire and Stoke on Trent ICB

	Provider Lead
	Dr. K Reynolds, Clinical Lead, Community Paediatrics, UHNM 

	Period
	1st April 2023 – 31st March 2024

	Date of Review
	Annually



	1.	Population Needs

	
1.1 National/local context and evidence base
2 
3 Stoke-on-Trent 
4 
National prevalence data suggests that the number of severely disabled children and young people in any local authority area is 1.2% of the population, for Stoke-on-Trent this equates to 654 children and young people. Prevalence data indicates that Stoke-on-Trent has high and increasing rates of children and young people with long term conditions. The community paediatricians along with the community nursing team are the conduit to supporting families to navigate the complex health system. 

The number of looked after children (LAC) in Stoke-on-Trent and North Staffordshire combined requiring a LAC medical was 268 (including some out of area work) for the period April 2017-March 2018.  This, in part, reflects the increase in referral activity and subsequent identification and intervention in respect of children in need of protection. The looked after population is at its highest historical level.

North Staffordshire 

The estimates of the number of children and young people for North Staffordshire give a range from 600 (severe disability) to 8,600 (broader range of disabilities). 

Designated Doctor for Child Protection

The Working Together Transitional Guidance 2018 provides the legislative requirements and expectations on individual services to safeguard and promote the welfare of children and a clear framework for Local Safeguarding Children Boards (LSCBs) to monitor the effectiveness of local services.

Both CCGs and NHS England are statutorily responsible for ensuring that the organisations from which they commission services provide a safe system that safeguards children and adults at risk of abuse or neglect.

CCGs and NHS England have a statutory duty to be members of Local Safeguarding Children Boards (LSCBs) and are expected to be fully engaged with local Safeguarding Adults Boards (SABs), working in partnership with local authorities to fulfill their safeguarding responsibilities.

For children and young people, the key legislation includes the Children Act 1989 and the Children Act 2004. Sections 11 and 13 of the 2004 Act have been amended so that NHS England and clinical commissioning groups have identical duties to those previously applying to Primary Care Trusts (PCTs) and Strategic Health Authorities.

Safeguarding should be considered at every stage within the commissioning cycle from tendering through to contract agreement, monitoring and assurance frameworks.

All Clinical Commissioning Groups are required to have a Designated Doctor (and nurse) to take a strategic, professional lead in all aspects of the health service contribution to safeguarding children across the CCG area. This is a statutory role within the CCG in accordance with the roles and responsibilities set out in detail in Intercollegiate document - Safeguarding Children and Young People: Roles and Competences for Health Care Staff (2014).

The term Designated Doctor or Nurse denotes professionals with specific roles and responsibilities for safeguarding children, including the provision of strategic advice and guidance to organisational boards across the health community including Local Safeguarding Children Boards (LSCBs)

Evidence Base 

Policy and Guidance 
· United Nations Convention on the Rights of the Child (United Nations 1990)
· European Convention of Human Rights Articles 6 and 8
· National Service Framework for Children, Young People and Maternity Services (October    2004);
· The Children Act (1989 and 2004);
· The Victoria Climbie Inquiry Report (2003)
· 0-18 years guidance for all doctors – General Medical Council (2009)
· GMC code of good medical practice – standards of conduct, performance and ethics
· Aiming High for Disabled Children (May 2007);
· Child Health Promotion Programme (March 2008); 
· NICE Guidelines – when to suspect child maltreatment (2009)
· Healthy Lives, Brighter Futures (Feb 2009); 
· You’re Welcome (DH 2007 & 2009)
· Working together to Safeguard Children (2010, 2013);
· Facing the Future: Standards for Paediatric Services (2011);
· Royal College of Paediatrics and Child Health Standards;
· Safeguarding Children and Young People: roles and competences for health care staff, Intercollegiate document (September 2010); 
· Children and Young People’s Forum – Report of the long-term conditions, disability and palliative care subgroup (DH 2012); 
· Children and Families Act (2014) 
· Safeguarding Children and Young People: Roles and competences for health staff. Intercollegiate Document (2014)
· Sharing Information: Practice Guide (2014)
· The Local Safeguarding Children Boards Annual Safeguarding Business Plans.
· Working Together to Safeguard Children 2015
· The State of Child Health Report (2017)
· Transition from children’s to adults' services for young people using health or social care services NICE 2016

In addition, the service is expected to comply with all local safeguarding policies and respond to any recommendations from Serious Case Review, Learning Reviews and Independent Reviews. 

The service will adopt relevant NICE guidance as it is issued. 

The service will adopt agreed pathways of care as they are developed in partnership with service and partners.  




	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	X 

	Domain 2
	Enhancing quality of life for people with long-term conditions
	X 

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	

	Domain 4
	Ensuring people have a positive experience of care
	

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



2.2	Local Defined Outcomes

· The service will aim to meet the relevant overarching outcomes identified in national policy and locally by North Staffordshire and Stoke-on-Trent CCG and Stoke-on-Trent and Staffordshire Local Authorities;
· All children and young people who are referred to the service and meet the criteria to be assessed in a timely fashion;
· Early diagnosis or working diagnosis and intervention is optimised therefore reducing late/ more intense treatment of conditions;
· The emotional needs of children are supported;
· Coordination and dissemination of information relating to specific children is facilitated by appropriate attendance at multidisciplinary and multi-agency team meetings, utilising and supporting Early Help (SOT) and SCAF (North Staffordshire) processes where appropriate;
· Ensure clear processes by the provision of Named and Designated Doctors for Safeguarding including a Designated Doctor for Looked After Children; 
· Integrated working with other services to provide an holistic care approach to vulnerable children is facilitated by appropriate attendance at planning meetings; 
· Contribute to the reduction in health inequalities and improve access and service for deprived areas through targeted provision; 
· All training delivered is evaluated and of high quality. 

SEND
The service will engage with other agencies (including education and social care) and parents/carers/children & young people in the delivery of services related to special educational needs (SEND). This will include contributing to the health elements of EHCPs & updating the Local Offer in line with any changes in the provision of this service.

With reference to the local offer, the service will ensure that they are registered, and their service offer is detailed on the Staffordshire Local Offer website within the Staffordshire Marketplace, in accordance with the special educational needs and disability code of practice 0-25 years. Details of how to register can be found at:
 http://helpyourself.staffordshirecares.info/kb5/staffordshire/directory/localoffer.page?directorychannel=5

The service will ensure that their service offer is kept current and up to date. Support can be accessed through The Designated Clinical Officer representing the CCGs.

Safeguarding
The provider is expected to work in line with current safeguarding policies & procedures as detailed by the local safeguarding board & national guidance. 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/722306/Working_Together-transitional_guidance.pdf

As appropriate adult safeguarding procedures should be adhered to in all cases.

Chaperone Policy
The provider will have appropriate chaperone policies aligned to current national guidance:  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/407209/KL_lessons_learned_report_FINAL.pdf

Was Not Brought Policy
The provider will have a policy in place to replace DNA policies to address any concerns regarding children & young people not being brought to medical appointments:

https://seriouscasereviews.rip.org.uk/wp-content/uploads/LSCB_SCR_Briefing_v2.pdf

The service shall also meet the relevant outcomes identified in the national strategy for children and young people’s health ‘Healthy Lives, Brighter Futures’ (February 2009).  


	3.	Scope

	
3.1	Aims and objectives of service

3.1.1    Community Paediatrics

This service specification demonstrates the minimum standard of Community Paediatrics service required. The service will provide appropriate paediatric assessment, diagnosis and management of children and young people. 

Aims 

· To provide a locality based multi-disciplinary paediatric service, including assessment, differential diagnosis, intervention and management for children and young people who are vulnerable due to disability, developmental delay, neurodevelopmental problems, disease and or disadvantage;
· This includes assessment, investigations, and treatment where appropriate and follow up management for children with special needs;
· To provide a consultant led, targeted service, to the local population of a high quality that is planned and developed with reference to current evidence-based practice, research findings, user perspective and expert opinion and that the needs of the local population (based on JSNAs are) considered;
· To have expertise of a range of specialisms within the service to ensure than complex health needs can be met; 
· To access traditionally ‘hard to reach’ groups of children and young people to ensure that they are able to receive the health input required;
· To work in partnership with other agencies and families to improve outcomes for children and deliver against national and local strategies;
· To complete child protection medicals to a high standard; 
· To complete Initial Health Assessments (IHAs) and reports for adoption panel within statutory timescales. 

Objectives 

· To work as part of a broad children’s services network to provide high quality specialist child centred care;
· To improve equity and accessibility of service to the most vulnerable and hard to reach children;
· Provide appropriate support to increase the knowledge and skills of staff in other services who are responsible for providing health, social care and education to vulnerable children;
· To provide clinical designated expert paediatric leadership for child protection and children in care;
· To work with Commissioners to ensure high quality, effective and value for money services are delivered.  

    3.1.2 Designated Doctor for Safeguarding 

The term safeguarding and promoting the welfare of children is defined in Working Together (2015) as:
· protecting children from maltreatment;
· preventing impairment of children’s health or development;
· ensuring that children are growing up in circumstances consistent with the provision of safe and effective care
· taking action to enable all children to have the best outcomes

The service shall ensure that policies and procedures relating to safeguarding are adhered to and that it seeks advice from the Designated & Named Professionals as required. For named and designated doctors the training requirements are now a minimum of 24 hours (6 PA or 3 days) of CPD over 3 years. This includes them keeping up to date at level 1-3 as well as doing level 4/5 training. For all other paediatric consultants not in those specific roles then it is level 1-3 that they have to keep updated with as per the intercollegiate guidance.  All staff working with children must have enhanced DBS clearance and registered with the Independent Safeguarding Activity (Oct 2009). 

The service shall also adhere to the safeguarding clause and its references in the main body of the contract at Clause 32 (SC). 

3.2 Service description/care pathway
  
3.2.1    Community Paediatrics

The service shall deliver a community based paediatric assessment for children and young people including investigations and diagnosis for children identified as in need of the service.

The service shall cover a range of conditions as detailed within the choice and referral service definition for community paediatrics and development delay/ learning disabilities (see appendix A).   This will include School Clinics, other outreach community clinics and specialist condition developmental clinics (e.g. Downs Syndrome) as required by the service

The provider shall not amend or make changes to the service definitions relating to this service with prior discussion and agreement with commissioners. 

Special Education Needs and Development and Needs (SEND) reports to be provided within required timescales as requested.

Completion of LAC medicals and IHAs within the required timescales.  Support to the adoption panel including adoption medicals, reports to the panel of a high standard and, where required, attend the adoption panel when requested.   A Designated Doctor for LAC will be provided as part of the service

Service Benefits
· Targeted approach to children most in need;
· Clinical leadership encompassing the most vulnerable groups with the objective of reducing health inequalities;
· Broad range of specialisms provided within the service to ensure that complex health needs can be met;
· Strong, positive multiagency and multidisciplinary planning and working relationships that ensures effective delivery of health services to vulnerable and disadvantaged children and young people.  
· 
Service Model

The service shall be delivered in appropriate multi-agency community settings as well as acute or other clinical settings as appropriate. 

A lead consultant community paediatrician shall be identified; this will include a lead role for ensuring that overall professional standards are set and maintained. 

Specialist consultant clinical leadership shall be provided for each of the areas identified. 

Community paediatricians shall work closely with acute Paediatric Consultants to streamline pathways and align service. 

The service shall specifically target vulnerable and disadvantaged children with complex health needs and will work closely with Clinical Commissioning Groups (CCGS) to plan appropriate services. 

Staff to participate in regular appraisal, CPD and revalidation review in line with job planning processes and the completion of statutory and mandatory training in line with Trust policies.

There shall be adequate support from an administration service to meet Royal College of Paediatrics and Child Health and Royal College of Nursing guidelines and to assist the specialist functions. 
 
All staff working with children, young people and families must have: 

· Appropriate qualifications and experience of working with children, young people and families; 
· The skills, knowledge and competencies set for working with children and young as set out in the National Service Framework for Children, young people and maternity services; 
· All clinical staff to be competent in completing assessment of children and young person;
· Practitioners are to have the appropriate training, updates and formal supervision to fulfil their duties;
· DBS checks in accordance with organisational policy; 
· The skills and training required to identify and act on safeguarding children and adult issues; 
· The skills and training required to promote and support the following:
· Equal opportunities 
· Racial awareness 
· Gender awareness 
· Disability awareness 
· Religious awareness 

Discharge Criteria and Planning 

· Discharge planning will be completed with active involvement of child/young person and parent/carer and multi-agency partners who are involved in the family and copied to the referrer, GP and parent.
· When health issue has been resolved or an appropriate shared or self-care programme has been fully implemented.  
· The service will monitor repeat attendees and review care plans to ensure children are safely discharged, including identifying any barriers to discharge outside its ability to control to the Commissioner
· Failure to attend (DNA) referrer and GP to be notified.  Lead clinician will review notes and consider health needs and child protection issues. A decision will be made whether to reappoint the child or discharge. If a second non-attendance further information will be requested from the School Nurse of Health Visitor.   However, if there are child protection concerns the child protection policy is to be followed and discussion will be undertaken with relevant agencies.  Further appointments may be offered.
· Transition plan to be in place in line with current NICE Guidelines.

3.2.2 Designated Doctor for Safeguarding

Safeguarding children medical examinations and assessments should be carried out according to Safeguarding Children Board (SCB) procedures.  Education and training of staff will be supported.  Designated and Named Doctor for Safeguarding will be provided as part of the service  

www.safeguardingchildren.stoke.gov.uk
www.staffsscb.gov.org

The main functions of the Designated Doctor role are identified in the Intercollegiate Document:

t:https://www.rcn.org.uk/data/assets/pdf_file/0008/474587/Safeguarding_Children_-
_Roles_and_Competences_for_Healthcare_Staff_02_0....pdf
 

These are summarised as follows:
· Work closely with the Designated Nurse for Safeguarding Children.
· Act as professional health lead for all child protection work within North Staffordshire and Stoke on Trent
· Provision of expertise for Serious Case Reviews (SCR) and other LSCB work streams
· Provision of supervision for Named Doctors across the CCG area
· Support Named Doctors’ Appraisal and Job Planning within the CCG area
· Provide with expert advice regarding Child Sexual Assault services
· Provision of expert advice to CCG Board Leads for safeguarding.
· To provide advice on NHS systems.
· Provision of expert advice to North Staffordshire and Stoke on Trent partner agencies and both Staffordshire and Stoke on Trent Safeguarding Children Boards (LSCB) on matters relating to Child Protection.
· To attend both LSCBs as an officer to the Boards and, as appropriate, identified sub committees and work streams of the LSCBs
· Advise on and support multiagency working and policy development, training, and audit.
· Provision of specialist expert advice and support to Commissioning and Provider NHS organisations at strategic planning and developmental level in line with National and Local priorities.
· Provide specific training for medical professionals as required by local circumstance
· To provide advice to colleagues on the assessment, treatment and clinical services for all forms of child maltreatment.
· Advise as appropriate on the underlying principles of Forensics procedures and undertaking work permissible in court equivalent to ‘expert witness’
· Provide specialist expert advice and support to independent contractors
· Advise Health Trusts on Safer Recruitment practices and the Management of Allegations of abuse process.
· Be available for specific advice and support on cases which enter the Court (Public and Criminal) arena, attending Court as required
· Give assurance regarding the compliance with the recommendations from SCRs by working with individual Providers and Commissioners
· Identify gaps between Provider services and to improve commissioning

Staffing

The Designated Doctor for Safeguarding should hold a senior level post (equivalent to Consultant) with level 5 competencies in accordance with the intercollegiate document March 2014 (as above)

· 5.5 sessions (PAs) per week in job plan
· Accountable to executive lead for safeguarding within the CCGs
· Annual job plan to be agreed with CCG Executive

3.3	Population covered

Geographic 

The service is available to children and young people who are registered with a North Staffordshire or Stoke-on-Trent GP. 

The child or young person is aged 16 years or under. Children with disabilities attending a special school and registered with a North Staffordshire or Stoke-on-Trent GP up to the age of 19 years. 

The Designated Doctor will fulfill the statutory responsibility on behalf of North Staffordshire and Stoke on Trent CCGs and the population (up to the age of 18 years) for whom they are the responsible commissioner

Location (s) of Service Delivery 

The service is locality and community focused and therefore should be delivered from appropriate locations and within suitable settings, included the service user’s home, place of residence when necessary that will ensure an effective service to assessed children and young people. Some elements of the service, for example Child Protection Medicals for under 2’s should be completed in acute settings. 

Days/ Hours of Operation

The service shall operate flexibly within normal working hours (as defined in national medical contracts) for the majority of its services. 

The service will also provide consultant level cover for child protection queries from social care, police and acute medical colleagues 9-5 Monday to Friday plus a 2 hour availability at weekends, which may include urgent child protection medical examinations out of hours (where this will affect the medical care of the patient) following the strategy meeting between police, social care and the paediatric medical team.  Medically non-urgent child protection medical examinations are undertaken within normal working hours. 

3.4	Any acceptance and exclusion criteria and thresholds

Referral Criteria and Sources 

The service will prioritise referrals as follows: 

Statutory 

· “Acute” child protection work in hours 
· Initial and review health assessments for children in care of looked after 
· Adoption medicals
· Transition planning (as appropriate)
· Child in Need (Social service referrals, requested designated as CiN) 
· Information and support to the assessment and production of SEND reports

High Priority

· Meeting safeguarding requirements 
· Child or young person at risk where community paediatric medical intervention required
· Children presenting at pre-school and school age with areas of concern including growth, social, developmental and behavioural. 
· Specialist clinical work 

Referral Route 

Referrals will be accepted from: 
· General Practice 
· School Nurses/Health Visitors 
· Acute Paediatricians 
· Other Health Professionals 
· Police 
· Local Authority - LAC

Accessibility and acceptability 

The service shall make provision to address any issues that are within its power to ensure that it is accessible to all families, children and young people for appropriate targeted support. 

Service shall be provided according to agreed priorities and will work to its agreed waiting time standards. 

The service shall also ensure that the way in which it delivers support and advice to service users and professionals has been determined by the commissioner as having attained the appropriate acceptability level. 

Exclusion Criteria

Young people over 18 years, or 19 years of age if attending a special school, or who are not registered with a Stoke-on-Trent or North Staffordshire GP. 

Response time, detail and prioritisation 

The service shall meet the following response times: 

· Urgent child protection referral – offered within 4 hours, following a strategy meeting with police, social care and paediatric medical team; 
· Children in care, looked after children initial health assessments (IHAs) – within 4 weeks of referral and receipt of completed documentation;
· Educational, health and social care plans for Special Educational Needs & Disability – within 6 weeks of referral; 
· Other referrals – within 10 weeks 
· Referral to treatment time by 18 weeks 

3.5	Interdependence with other services/providers

3.5.1 Community Paediatrics interdependencies with other services/providers

Stakeholders and interdependencies shall include: 
· Children and Young People 
· Parents and Carers 
· Hospital based paediatric care, including tertiary care 
· Midwifery 
· Health Visitors 
· School Nurses & Special School Nurses 
· Other local authority led services
· General Practitioners 
· Child and Adolescent Mental Health Services, including ASD & Disability Team 
· Education, Schools and Academies
· Third sector provider of children’s services 
· Allied Health Professionals 
· Adult Services 
· Social Care 
· Police
· MASH
· SARC
· Children’s Community Nursing Team 

 3.5.2 Designated Doctor for Safeguarding interdependence with other services/providers

· Designated Nurse Safeguarding
· Named Doctors and Nurses
· All local NHS providers
· Local Authorities
· Education settings
· Staffordshire Police
· Staffordshire and Stoke on Trent Safeguarding Children Boards
· Voluntary Sector

  3.6 Whole System Relationships 

Key stakeholders for this service are children, young people and their families, education staff, GP’s, a range of healthcare professionals, voluntary agencies, social services, local authority and other providers of services for school age children and young people. 

 3.7 Relevant networks and screening programmes 

The service is involved in a wide range of multidisciplinary and multiagency networks based around its key network planning groups and professional leadership areas:

· Safeguarding 
· Special Educational Needs and Disability 
· Vulnerable Adults 
· Partners in Paediatrics 
· Audiology 
· Neonatal Screening Programme 
· Undergraduate medical training 
· Postgraduate medical training 
· Continuing professional development 

 3.8 Subcontractors 

No sub-contractors will provide any element of this service unless agreed in writing by the commissioner prior to the sub-contractor starting work. 

The provider shall notify the commissioner of any sub-contractor currently delivering any part of this service on its behalf detailing the % of service being delivered and its cost. 

3.9 Equity Issues (EIRA)

It is the responsibility of the Provider to actively meet the requirements of the Equality Act (2010) and any subsequent amendments and abide by the Public Sector Equality Duty (PSED) contained within; these include – 

· Eliminating discrimination 
· Promoting equality of access to services and of employment opportunity 
· Ensuring effective data capturing and analysis of service provision 
· Conducting Equality Impact Risk Assessments (EIRAs) on policies, procedures and services 

Equality Impact Risk Assessment (EIRA) must be undertaken and documented as part of any service review process or if any change is made to the provision of the service which could impact on those in receipt of the service.

All staff employed by this Service will recognise and respect the religious, cultural and social backgrounds of service users in accordance with legislation and local and national good practice.

The Service shall ensure that it has access to appropriate translation services/resources to enable equity of access and understanding.


3.10 Self-Care and Patient, Carer Information 

The service shall support parents/carers in developing their capacity to reduce the health consequences of long-term vulnerability in their children.  This will include the appropriate provision of written materials and signposting to other support services.

Correspondence to be copied to parents/carers and if appropriate child/young person.  All information will be available in a variety of formats and languages to ensure positive communication with service users.


	4.	Applicable Service Standards

	
4.1	Applicable national standards (e.g. NICE)

· Children Act (1989) – the framework for providing a comprehensive service and support system for children and their families in need of support and protection;
· Children Act (2004) – the legislative foundation for whole-system reform to support the transformation of children’s services within the Every Child Matters: Change for Children Programme;
· The Victoria Climbie Inquiry Report (2003)
· United Nations Convention on the Rights of the Child (United Nations 1990)
· European Convention of Human Rights Articles 6 and 8
· 0-18 years guidance for all doctors – General Medical Council (2009)
· GMC code of good medical practice – standards of conduct, performance and ethics
· Safeguarding Children and Young People: Roles and competences for health staff. Intercollegiate Document (2014)
· NICE Guidelines – when to suspect child maltreatment (2009)
· You’re Welcome (DH 2007 & 2009)
· Sharing Information: Practice Guide (2014)
· The Local Safeguarding Children Boards Annual Safeguarding Business Plans.
· Working Together to Safeguard Children 2015

4.2	Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges) 

4.3	Applicable local standards





	5.	Applicable quality requirements and CQUIN goals

	
5.19 Applicable quality requirements (See Schedule 4 Parts A-D)
Not applicable.

5.20 Applicable CQUIN goals (See Schedule 4 Part E) 
Not applicable. 

5.3        Applicable Local Reporting Requirement (Schedule 6, Part A)
The Designated Doctor Children’s Safeguarding will be a member of the North Staffs and Stoke on Trent Joint CCG Safeguarding Group.

The Designated Doctor Children’s Safeguarding will provide a quarterly written report to the Joint Safeguarding Group reporting against the job role and competencies. Meeting dates and date for submission of reports attached.

	Local Requirements Reported Locally
	Reporting Period
	Format of Report
	Timing and Method for delivery of Report
	Application

	Designated Doctors Quarterly report to Joint CCG Safeguarding Group
	Quarterly
	Word document
	As per agreed schedule
	




	6.	Location of Provider Premises

	
The Provider’s Premises are located at:

 University Hospitals of North Midlands

Location (s) of Service Delivery 

The service is locality and community focused and therefore should be delivered from appropriate locations and within suitable settings, included the service user’s home, place of residence when necessary that will ensure an effective service to assessed children and young people. Some elements of the service, for example Child Protection Medicals for under 2’s should be completed in acute settings. 


	7.	Individual Service User Placement

	Not applicable 


	8.            Activity

	8.1        Indicative Activity Plan Community Paediatrics Outpatient Clinics 

Indicative activity (based on consultant job plans) in 2015, when last reviewed, was 60 new per month and 155 follow up per month.  To keep pace with demand this figure in 2018/19, based on Consultant job plans, is now revised to 83 new and 250 follow ups per month.

Designated Doctor for Safeguarding-5.5 medical PA sessions

Indicative Plan for LAC Medicals, based on 2017/18 actuals, is 268 (average 22 LAC medicals per month) and Adoption Medicals approximately 1-2 per month. 

The activity is inclusion of LAC Designated Doctor and Designated and Named Doctor for Child Protection, and Medical Advisor to Adoption Panel. 

Activity identifiable by commissioner reference field in SUS
Submission to Community Services Data Set (CSDS) as nationally mandated


	9.           Price and Costs

	9.1         Price

This service is currently funded through the block lines:

Block 58 Community Paediatrics £640,890 
COMM1 Community Paediatrics £1,385,489
DD Designated Doctor £98,575







	Service Specification No.
	 UHNM43_LTV_Service Spec

	Service
	Children’s Long-Term Ventilation Team - UHNM

	Commissioner Lead
	Paul Brown, Chief Finance Officer
NHS Staffordshire and Stoke on Trent ICB 

	Provider Lead
	Susanne Crossley, Deputy DM Child Health

	Period
	1st April 2023 – 31st March 2024

	Date of Review
	Annual



	1.	Population Needs

		
4.1 	National/local context and evidence base

1.1 Evidence Base

Recent clinical advances in Neonatal and Paediatric Intensive Care have increased the incidence of survival of children with life threatening or life limiting conditions. Over the same period technological advances have produced a range of portable, easy to maintain, reliable and efficient mechanical ventilators. As a result, children who have long-term breathing difficulties needing either temporary or permanent ventilatory assistance have an increased potential for survival and must be offered an integrated care pathway from hospital to home and coordination of Long-Term Ventilation (LTV) specialist input across organisational boundaries.

Children on long term ventilation are a high cost group with complex and varying underlying medical conditions requiring input from multiple teams, including among others, neonatal intensive care, paediatric intensive care, paediatric respiratory medicine, cardiology, ENT, spinal injury, neuromuscular and neurodisability specialists, as well as access to palliative care.

Ventilation can be delivered via a tracheostomy (invasive ventilation) or through a mask or other device that is not directly connected to the airway (non-invasive ventilation). Recent medical literature from the UK demonstrates a significant rise in number of children on long term ventilation (Wallis et al 2010, Goodwin et al 2011). Children can also be classified as Level 1-3 depending on their ventilation need as below: 
· High (Level1): Is able to breathe unaided during the day but needs to go onto a ventilator for supportive ventilation. The ventilation can be discontinued for up to 24 hours without clinical harm. 
· Severe (Level2): Requires ventilation at night for very poor respiratory function; has respiratory drive and would survive accidental disconnection but would be unwell and may require hospital support. 
· Priority (Level3): This includes those with no respiratory drive at all who are dependent on ventilation at all times, including those with no respiratory drive when asleep or unconscious who require ventilation and one-to-one support while asleep as disconnection would be fatal 

The current local service for paediatric Long-Term Ventilation (LTV) patients is provided jointly by UHNM and the community teams.  The service is provided in the acute setting by the Care Coordination Team, which is a nurse led service looking after the needs of children with complex health conditions.   The team’s role is to make the journey from hospital care to community-based care more timely and straightforward for patients.  The Clinical Nurse Specialist from the Care Coordination Team is involved in the care of patients with ventilation needs whilst they are in the hospital, liaising with the inpatient teams and also providing advice and support to patients and their parents.  Patients are followed up by the Care Coordination Team during outpatient appointments every 6 months.  

The community provision locally is provided by both the Continuing Healthcare Team (CHT) and the Palliative and Complex Care Team (PCCT), who are part of SSOTP and care for children with complex needs.  Level 1 children who do not have any other community nursing needs are not cared for by either the CHT or PCCT and therefore need a single point of contact to provide them with the same level of service that other more dependent children are given. This spec outlines the service delivered for Level 1 children within the Stoke on Trent and North Staffordshire CCG boundaries. 


	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	

	Domain 2
	Enhancing quality of life for people with long-term conditions
	x

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	x

	Domain 4
	Ensuring people have a positive experience of care
	x

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



2.2	Local defined outcomes
· Improve patient experience
· Reduction in avoidable non-elective admission for children with ventilation needs
· Provide a single point of contact for patients and families with LTV needs that do not fall under the remit of the community teams. 


	3.	Scope

	
3.1	Aims and objectives of service

To deliver a comprehensive and complete service for children and young people who have ventilation needs but do not fall under the care of the community nursing teams (Level 1 patients).  This service will include the following:
· Equipment purchase and regular maintenance of this
· Ordering and allocation of consumables 
· A dedicated person to deal with enquires or queries for these patients including outpatient appointments

3.2	Service description/care pathway

The new service will run alongside the existing Care Coordination team and will provide a single point of contact for patients and carers with a Level 1 ventilation need.  Patients will be provided with a ventilator and required consumables upon discharge from HDU or PICU and are then able to contact the team administrator to order subsequent consumables which can be collected from the Children’s Outpatient Department.  

Routine annual maintenance will be arranged with the patient/carer and can be coordinated around outpatient appointments so that visits to the hospital are minimized.  

The service will be funded by an annual payment of £1,042 per patient to cover the cost of the maintenance and consumables as well as a 0.6wte Band 2 LTV Service Coordinator post.  Total cost of £36,470 per annum for the current cohort of 35 patients.  Payment will be reviewed every year to ensure service sustainability and will be adjusted upwards based on increments of 5 patients ie 32 patients is charged at 35 for the purpose of this block.

The cost of the devices and an initial supply of consumables is funded on a pass-through arrangement.

Environmental issues
It is essential that services provided will also align with the You’re Welcome quality criteria. All Children and Young People (C&YP) are entitled to receive appropriate health care wherever they access it. The criteria lay out principles to help health services to ‘get it right’ and become young people friendly.

The service will be provided in a safe and non-threatening environment. Care will be delivered by trained practitioners with a core set of skills and competencies to provide care to C&YP.  The provider will ensure a child friendly and safe environment. Parents/guardians will have access to a place to sit, get refreshments, to be able to breast-feed and accessible toilets. There will be appropriate access for C&YP with physical disabilities. The service will make provision for C&YP who may be reliant on alternative/augmentative communication or require an interpreter. 

Staffing 
· Staff will be appropriately trained to offer high-quality assessment, diagnosis and treatment;
· Staff will be confident in treating and communicating with C&YP, including those with communication difficulties. Their skills will include recognition of the well and the sick child, and recognition of child protection/safeguarding concerns;
· The service will have appropriate plans in place to ensure the on-going competence and skill mix of clinical staff;

3.3	Population covered

The service will support Level 1 children requiring ventilation support at home but not falling within the remit of the community nursing teams.  At November 2017, the population covered by this service spec is 35.  This covers both Stoke on Trent and North Staffordshire CCGs.  

3.5	Interdependence with other services/providers

· Children’s Intensive Care / High Dependency Unit
· Paediatrics
· GPs
· Community paediatrics
· Adult ventilation Team – transition to adult services


	4.	Applicable Service Standards

	
4.1	Applicable national standards (e.g. NICE)

Services will adhere to the Service Standards produced by the West Midlands Quality
Review Service http://www.wmqrs.nhs.uk/qualitystandards/published-standards

The Royal College of Paediatrics and Child Health’s Modelling the Future Report(s) of the Children and Young People’s Health Outcomes Forum. https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/216852/CYP
-report.pdf

Department of Health (2008) Commissioning Safe and Sustainable Paediatric Services: A Framework of Critical Interdependencies
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_088068

Department of Health (2006) Review of Commissioning Arrangements for Specialised
Services (the Carter Review)
http://webarchive.nationalarchives.gov.uk/:.+/www.dh.gov.uk/en/Managingyourorganisation/Commissioning/Commissioningspecialisedservices/DH_4135174

Department of Health (2006) Critical Care Minimum Data Set (CCMDS)
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_116368



Department of Health (2003) Getting the Right Start: National Service Framework for Children; Standards for Hospital Services
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4006182

Healthcare Commission (2007) Improving Services for Children in Hospital
http://caredirectory.cqc.org.uk/_db/_documents/Improving_services_for_children_in_
hospital.pdf

Paediatric Intensive Care Society (2010) Standards for the Care of Critically Ill Children
(v.2, 4th ed.) http://www.ukpics.org.uk/documents/PICS_standards.pdf

Royal College of Nursing (2011) Health care service standards in caring for neonates,
children and young people
http://www.rcn.org.uk/__data/assets/pdf_file/0010/378091/003823.pdf


	5.	Applicable quality requirements and CQUIN goals

	
5.21 Applicable quality requirements (See Schedule 4 Parts A-D)
Not applicable.

5.22 Audit requirements (for the first 12 months of the service). Quarterly basis

· Number of children under the care of the service



	6.	Location of Provider Premises

	The Provider’s Premises are located at:

UHNM NHS Trust, Royal Stoke University Hospital, Newcastle Road, Stoke-on-Trent, ST4 6QG
 

	7.	Individual Service User Placement

	












	Service Specification No.
	UHNM44_19-20_CHILDRENS Assessment Unit_Service Spec

	Service
	Children Assessment Unit (CAU) 

	Commissioner Lead
	Paul Brown, Chief Finance Officer
NHS Staffordshire and Stoke on Trent ICB 

	Provider Lead
	Sussane Crossley – Directorate Manager, Child Health 
Dr Caroline Groves-Clinical Director, Child Health. 

	Period
	1st April 2023 to 31st March 2024

	Date of Review
	Yearly   



	1.	Population Needs

		
4.2 	National/local context and evidence base

Children account for 20% of the population and more than 25% of all patients seen in Emergency Departments. In the last twenty years there have been dramatic changes in the way that urgent and emergency care for children and young people (CY&P) is provided. In 2006/7 there were over three million attendances by children (0-16) in UK Emergency Departments, in 2010/11 this figure was in excess of 4.5 million and it continues to rise. 

Pathways for urgent and unscheduled care are complex. Families can obtain advice from NHS 111 and children may be seen in a range of settings such as a Pharmacy, GP Practice, Walk-in-Centre, Emergency Department or Children’s Assessment Unit. Numerous professionals can be involved in this pathway: GPs, Practice Nurses, Children’s Nurses, Emergency Department Staff, Paediatricians, Emergency Nurse Practitioners and Emergency Care Practitioners and the objective is that wherever families or children access the system, there are suitably trained and knowledgeable staff to direct, diagnose or treat them.  



	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	X

	Domain 2
	Enhancing quality of life for people with long-term conditions
	

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	X

	Domain 4
	Ensuring people have a positive experience of care
	X

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



2.2	Local defined outcomes

The service will help support admission avoidance and avoid unnecessary onward admission to a paediatric inpatient ward through offering safe and rapid access to a Senior Paediatrician, Consultant led, assessment and observation pathway with appropriate intervention by clinicians with paediatric expertise within the Children’s Assessment Unit (CAU).


The service shall work in partnership with other partner organisations/ agencies as part of a Local Health Economy approach (supported by Commissioners) to enable the efficient flow of children, young people (CYP) and their families through the system and to support timely discharge and a reduction in non-elective admissions. 

	3.	Scope

	
3.1	Aims and objectives of service

To deliver a timely and accessible high quality, safe service staffed by an experienced and skilled workforce in a child and family centred environment. 

3.2	Service description/care pathway

The CAU is part of the Children’s Urgent Care Centre (which also includes the Children’s Emergency Department).  The assessment model comprises of three distinct pathways, assessment and advice only, assessment and admission, assessment and deferred admission the next day.

The pathway for children and young people will vary according to clinical presentation and will be needs led. 

The CAU shall be a consultant led service. Children will follow the CAU referral pathway following a clinician to clinician consultation between the referrer and the Senior Paediatrician. 

Referrals to CAU via the GP dedicated telephone line shall be accepted providing the assessment/ observation form (Appendix A) is completed with key information by the referring clinician. 

Reporting mechanisms are in place to ensure all clinical calls/ discussions and referrals are clearly documented for each child or young person for governance and audit purposes. 

Additional requirements of the services
· Provide advice about services available to the patient and referrer in the community setting, in order to encourage a change in referral behaviour.
· Access to advice and opinion from secondary care clinicians. Surgical queries for child and young people shall be discussed over the telephone with the Senior Paediatrician. Surgical queries for children and young people relating to testicle concerns are excluded and will be referred direct to urology. It is accepted that due to fluctuations within the day and from day to day, the number and grade of clinicians may be altered accordingly as long as the specified service outcomes are met. 
· Provide flexibility to accommodate fluctuations in patient needs and demand, in particular during the time when winter pressures are experienced. Flexibilities that will impact on agreed standards must be agreed with the Commissioner. 
· Work with Commissioners to develop pathways to facilitate onward signposting of patients from the service. 
· Quality standards, activity and performance will be discussed between the Provider and Commissioner at the monthly Contract Review Board Meetings in line with the contract terms. This will include activity for CAU and referring GPs. 
· The Provider will ensure that the operational policy is kept up to date and discussed with the Commissioner. 
· The Provider will ensure that any unmet need identified is brought to the attention of the Commissioner. 

3.3	Population covered

The service shall be available to all children and young people, registered with a Stoke-on-Trent, North Staffordshire and Stafford and Surrounds CCG GP practice: 
· Children and young people up to and including those who are 18 (19 for those with special educational needs and or disabilities) years of age. 
· 16-18-year-old children in full time education with capacity to choose (and those who are 19 years old who attend special school placement) will be given the choice of attending this service or an adult service. Local discretion taking into account the young’s persons views and opinion will be used in terms of which location is most appropriate for them to be seen and treated. 


Location (s) of Service Delivery 

The service shall be delivered from the CAU at the Royal Stoke Hospital (RSUH), University Hospital of North Midlands (UHNM) NHS Trust. 

Days/ Hours of Operation

· Access to telephone assessment with a Senior Paediatrician – available 24/7, 365 days per days per year. 

· Access to deferred, next day admission, the following morning 365 days per year. 

· Access to observation/ assessment within the CAU – available 24/7, 365 days per year 

3.4	Any acceptance and exclusion criteria and thresholds

The referring clinician shall contact the advice and referral line referral line and engage in a consultation with the Senior Paediatrician in order to determine, jointly, the appropriate pathway for the patient. The referring clinician shall have completed an appropriate assessment as defined by agreed protocols. The outcomes of the consultation will be:
· Advice and self-care.
· Care in the community e.g. Hospital at Home (the originating GP is responsible for referring any child that is deemed clinically appropriate to be cared for by Hospital at Home. Whilst the child is being cared for by the Hospital at Home service, the medical governance will remain with the originating GP. 
· Deferred admission (next morning admission to CAU). 
· Admission, observation/ assessment in CAU. 
· There will be a small number of children and young people who have a rapid access route to the CAU from ED through agreed protocols (patient passports). 
· All 16-18-year olds referred with problems best managed in adults services will be treated within adult commissioned services. Young women in labour will not be accepted onto CAU, patients will be directed to the Maternity Centre. 
· The CAU can be accessed by Children’s ED staff, GPs, Consultant Paediatricians, the Children’s Community Nursing Team (CCNT) including Hospital at Home and Community Midwives (in line with agreed pathways). All ambulance attendances will be directed to the CED. 

3.5	Interdependence with other services/providers

The service shall work in partnership with the partner organisations/ agencies as part of the Local Health Economy approach (supported by commissioners) to enable the flow of patients through the system and to support the reduction in non-elective admission and timely discharge



	4.	Applicable Service Standards

	
4.1	Applicable national standards (e.g. NICE)

Adhere to current NICE guidelines and best practice in relation to all areas of treatment. 


4.3	Applicable local standards

Environmental Issues

The service environment will reflect the content and recommendations in chapter 4 of Services for Children in Emergency Departments.  It is essential that services provided will also align with the You’re Welcome quality criteria. All C&YP are entitled to receive appropriate healthcare wherever they access it. The criteria lay out principles to help health services to ‘get it right’ and become young people friendly. The service shall be provided in a safe and non-threatening environment. Care in emergency care settings will be delivered by trained practitioners with a core set of skills and competencies to provide care to C&YP. There will be adequate provision of cubicles to ensure infection control. Parents/ guardians will have access to a place to sit, get refreshments, able to breast-fed and accessible toilets. There will be appropriate access for C&YP with physical disabilities to toilets and play areas. The service shall make provision for C&YP who may be reliant on alternative/ augmentative communication or require an interpreter, language line will be used. When a child presents with mental health issues the service shall assess and manage the risks whilst the child is being treated. A referral will be made for CAMHS for assessment where appropriate. 

Staffing/ Workforce 
The service shall have appropriate experienced staffing/ workforce to ensure that patients receive the appropriate intervention and or referred to the most appropriate service to ensure that their medical needs are met in the most appropriate setting. 

The CAU will be led and staffed by clinicians with advanced paediatric diagnostic and assessment skills.  The unit will be consultant led. It is important to have access to senior medical staff and suitably senior nursing staff presence to enable swift diagnosis and avoid appropriate investigation or waiting. 

As a minimum there will be a middle grade paediatrician on site with access to an on call Consultant Paediatrician during operating hours. 

The CAU will have a Registered Nurse (RN-Children)) for the care of C&YP and a lead nurse responsible for safeguarding C&YP. The service shall employ sufficient RNs (Children) to provide at least one per shift in CAU. The service will provide staff with timely access to radiology and laboratory services, as well as pharmacy support. 

The service will have the facilities and a level of staffing to permit initiation and completion of certain appropriate therapies e.g. bronchodilator treatment in asthmatics. 

· There will be a high degree of interaction and close working between the staff working across the CED and CAU;
· The service will have access to a play specialist to distract or calm C&YP while they are being treated, in line with NSF Standards when the service is seeing more then 16,000 C&YP per year (not 24 hours);

Information systems and data analysis 
Information systems shall enable a child’s attendance at CAU (for each pathway) to be notified automatically to their GP. The service shall work towards having information systems that can link up with other health information systems, so that data on all local health service contacts are available within the service. This will support the surveillance of local patterns/ trends and the flagging up of vulnerable C&YP. 
 

	5.	Applicable quality requirements and CQUIN goals

	
5.23 Applicable quality requirements (See Schedule 4 Parts A-D)

Access/ Equity 
The service shall ensure equal access for all C&YP irrespective of age (in line with the acceptance criteria), gender, religion or belief, race or disability (learning and/or physical). 

The service shall have pathways in place to manage C&YP who require a CAMHS assessment and related provision and also C&YP in need of interpreting services. 

Health Visitor Liaison will review all admissions Monday to Friday and action any Health Visitor referrals as necessary. 

Safeguarding 
There will be a Lead Consultant and Lead Nurse responsible for safeguarding in the CAU. These professionals will liaise effectively with each other and the provider organisations’ named professionals for safeguarding C&YP to ensure there are consistent processes in place. 

The service shall be able to access child protection advice 24 hours a day, from a paediatrician and social services. Direct or indirect access to the child protection register will also be available. 

The service shall facilitate safe assessment and referrals including adult services especially where there is a concern about parental capacity such as mental health, drug and alcohol problems suspected domestic violence or other vulnerabilities. 
5.24 Applicable CQUIN goals (See Schedule 4 Part E)


	6.	Location of Provider Premises

	
The Provider’s Premises are located at:

Location (s) of Service Delivery 

The service shall be provided from the Royal Stoke Hospital (RSUH), at UHNM


	7.	Individual Service User Placement

	
n/a 


	9.           Price 

	
Paediatric Urgent Care Advice (telephone triage/consultation) will be charged at £75 per referral (locally agreed tariff) - (to be paid only if admission avoided i.e. advice and self-care recommended, or care delivered in the community. Telephone triage, therefore, will only be charged for patients diverted away from CAU.  

All other activity - Inpatient National Tariff charged - CAU - (for the purpose of calculating financial envelopes the average tariff of £683 has been used, however it is recognised that this activity will be charged at PbR national guidance - actual IP tariff will be charged dependent on applicable discharge HRG). A Deferred Admission (next day admission) will be paid as per inpatient national tariff.
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Service Specification No.
	UHNM_49_24Hr ECG Service

	Service
	Community 24 Hour ECG Service

	Commissioner Lead
	Paul Brown, Chief Finance Officer
NHS Staffordshire and Stoke on Trent ICB

	Provider Lead
	University Hospital of North Midlands NHS Trust

	Period
	1st April 2023 to 31st March 2024

	Date of Review
	March 2024




	
1.  Population Needs	


	
1.1  National/Local context and evidence Base

An electrocardiogram (ECG) is an essential non-invasive diagnostic test for all patients with suspected cardiac abnormalities. It is a recording of the electrical activity generated within the heart. It can reflect abnormalities of heart rhythm: heart structure: of cardiac the conduction system; or electrolyte disturbances within the heart. An ECG can also identify life threatening familial conditions, such as Brugada syndrome. A resting 12L ECG records 12 seconds of cardiac cycles. Some abnormalities are present at rest and can be identified on a resting ECG, others can be transient and therefore longer term, ambulatory ECG monitoring is indicated in this group.

The electrocardiogram is recorded by positioning electrodes across the chest in specific positions. As the human body consists of a large percentage of water the electrical activity passes through the muscles and tissues of the body and arrives at the surface of the skin.

An ambulatory ECG is a non- invasive, painless and common test recorded and interpreted to assist in the diagnosis or elimination of possible cardiac problems, which may require referral into specialist services.

An ambulatory ECG is an essential diagnostic tool in the management of arrhythmias. An arrhythmia is an abnormality of the heart’s rhythm, either caused by an inherited problem or by an acquired condition that disturbs the electrical impulses, which regulate the heart. The heart may beat too slowly, too quickly or in an irregular way. The symptoms a person may experience include palpitations, loss of consciousness, dizziness and breathlessness. In extreme cases, certain types of arrhythmia can cause sudden cardiac death.

Cardiac arrhythmia affects a significant proportion of the population in England and is consistently in the top ten reasons for hospital admission, using up significant A&E time and bed days. Atrial fibrillation (AF), the most common arrhythmia, affecting 835,000 in England, up to 1.48% of the population (rising to 4% in the over 65s) and absorbs almost 1% of the entire budget of the NHS. The overall incidence of stroke is about 5% per year in people with AF so it is a significant cause of mortality in England.

References:
· National Service Framework for Coronary Heart Disease (NSF) Chapter 6 and chapter 8
· NICE guidelines: Atrial Fibrillation: Diagnosis and Management (2021)
· NSF for Long Term Conditions (2005)
· NSF for Older People (2001)


	
2. Outcomes


	
2.1  NHS Outcomes Framework domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	

	Domain 2
	Enhancing quality of life for people with long-term conditions
	√

	Domain 3
	Helping people to recover form episodes of ill-health of following injury
	

	Domain 4
	Ensuring people have a positive experience of care
	√

	Domain 5
	Treating and caring of people in safe environment and protecting them from avoidable harm
	



2.2  Locally defined outcomes

	Priority 1
	Better and More: a community focused model of care
	√

	Priority 2
	Improved care and outcomes for people with LTCs
	√

	Priority 3
	Use patient experience to improve quality of care
	

	Priority 4
	Deliver ‘Must do’s’
	



There are a number of outcomes that this service aims to achieve:

· Reduce waiting times for Cardiology outpatient appointments by providing timely access to diagnostics.
· Provide access to diagnostics of cardiac symptoms in a setting close to home.
· Increase choice for patients by offering community-based services at times and venues that suit patient needs.
· Ensure that patients only attend a hospital-based follow-up appointment in acute Cardiology where necessary, and that patients whose test results are within normal limits or with minor abnormalities are managed safely and effectively within the Primary Care setting.
· Referral to appointment times to aim to be no longer than 3 weeks.
· Reporting to referring GP (from receipt of data) to be no longer than 3 working days.


	
3. Scope


	
3.1  Aims and objectives or service

The aim of the service is to aid early diagnostics of cardiac symptoms and to avoid the need for unnecessary referral to secondary care.

The service will provide a community-focussed model of care, promoting early access to diagnostics and extending the community arrhythmia monitoring service to all Stoke-on-Trent and North Staffordshire patients, ensuring equity of service and access.

The service will provide a clinically led patient-focussed service by utilising the expertise and additional facilities at Royal Stoke Hospital. It will also provide longer term monitoring in line with patients’ symptoms in order to reveal arrhythmias that may not have been discovered on a standard 24 hour tape.

3.2  Service Description/care pathway

All referrals to be made by the registered GP practice clinician via UHNM’s electronic referral system. All referrals will be triaged by a senior healthcare scientist and the patient will have the most suitable device fitted at the community hub of their choice.

Patients will be invited to attend an appointment at the hub for the monitoring device to be fitted and will be provided with instructions on its use and return.  Once patients have completed the monitoring period they will be asked to return to the device to the hub so that information can be digitally transferred for analysis.

Data will be analysed for appropriate clinical intervention within 3 working days of device download and an electronic report forwarded to the referring practitioner. This offers an enhanced diagnostic service as the device fitted will not only be limited to a 24hour tape; but depending on patient need could potentially involve 48 or 72 hour tapes, 5 or 7 day monitors. 

The provider will aim to provide the initial outpatient appointment at the selected hub within 3 weeks of referral. Reports will be sent back to the referring GP practice, electronically, within 3 working days of device download.


The registered GP practice clinician will use the interpretation to decide how to manage the patient from there on e.g. further diagnostic tests and/or discuss treatment options.


Clinical Management Pathway

Patient seen by GP practice clinician, arrhythmia monitoring indicated (see inclusion criteria and exclusion criteria)
↓
Electronic referral to UHNM by registered GP practice clinician
↓
Referral triaged for appropriate device
↓
Patient contacted directly by UHNM and appointment made within 3 weeks of referral
↓
Patient attends Hub location for device hook up
↓
Patient removes and returns device at allotted time
↓
Device downloaded via spacelabs port, data is exported electronically to UHNM pathfinder database
↓
Data analysed, report generated and forwarded to GP practice electronically within 3 working days of device download
↓
Any clinically significant arrhythmia identified to be escalated to Cardiology on call. The outcome of this will be detailed on the report
↓
Patient informed of results by referring clinician


3.3  Population covered

This service will be available for patients registered with a North Staffordshire CCG or Stoke-on-Trent CCG GP practice.


3.4  Any acceptance and exclusion criteria and thresholds

Referral Criteria
1. Patients must be aged 16 years or over. Children and young people under the age of 16 should be referred directly to the acute trust.
1. Patients must be registered with a GP practices in North Staffordshire or Stoke-on-Trent.
1. Patients must fall into a low risk group. Low risk features:
2. No history of sustained tachycardia or loss of consciousness
2. No family history of sudden cardiac death < 40 years
2. Normal cardiac examination
2. Normal 12 Lead ECG. 
1. Low risk patients with the following indication can be included:
3. Palpitations, irregularity
3. Dizziness
3. Light headedness
3. Fainting or falls without syncope

Exclusion Criteria
1. Patients with a symptomatic arrhythmia accompanied by Chest pain or syncope*
1. Patient with pre-existing cardiac disease which is under follow-up by a consultant cardiologist*
1. Patients with an abnormal 12 Lead ECG*
1. Patients with Syncope*
1. Patients with family history of sudden cardiac death*
 *  These groups of patients should be referred to a Cardiologist at the acute trust



	4.  Applicable Service Standards

	
4.1	Applicable national standards (e.g. NICE). Applicable standards set out in Guidance and/or 	issued by a competent body. 

· Nice Guideline [NG 196] Atrial fibrillation: diagnosis and management

4.2	Applicable local standards:


	5. Applicable quality requirements and CQUIN goals

	
5.1  Applicable quality requirements (See Schedule 4 Parts A-D)

5.2  Application CQUIN goals (See Schedule 4 Part E) – not applicable


	6.  Location of Provider Premises

	
The Provider’s Premises are located at the Trent Building, Royal Stoke University Hospital. 
Community hub locations are: 
 
· Tunstall Primary Care Centre
· Fenton Health Centre
· Royal Stoke
· Park Medical Centre, Leek 
· Newcastle TBC – initially Royal Stoke, Milehouse Primary Care Centre in 3-6 months


	7. Individual Service User Placement

	
N/A
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Appendix 1

Moderate Risk of Familial Breast Cancer — Summary of Pathway (Steady State) — See Service Specification for details.
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  Paediatric Referral Record                                                    

Name           Location   GP / Midwife / H@H / Health Visitor   / Community Nurse / GP OOH    *delete as applicable  

Patient  Name           DOB  ……. / ……. / ……..   Age  ……yrs …… mths   Address             Tel  ………………………………..    Gender   M / F     Registered GP Name  ………………………………………..   Practice  ………………………………………………..   NOK Name  ………………………………………………………..   Tel  ………………………………..   Relationship  ……………………………………………………..  

………………………………………………………………………………………………………………………………………………………………   ………………………………………………………………………………………………………………………………………………………………   ………………………………………………………………………………………………………………………………………………………………   ………………………………………………………………………………………………………………………………………………………………   ………………………………………………………………………………………………………………………………………………………………   ……………………………… ………………………………………………………………………………………………………………………………  

ENT examination  Y / N           Safeguarding concerns: ……………………………………………………………………………   Findings:  ……………………………………………………………………….   …………………………………………………………………………………………………………………  

Date   …… / …… /  …….  

Time   …… / ……    Unit or NHS No ………………………………………………………  

Rash?   Y / N   Temp  ( 0 C)  

A   V   P   U   Glucose  mmol /L  

HR          /min   CRT           sec   Warm periph    Y / N  

Advice given   (essential)   ………………………………………………………………………………………………………………………………………………………………   ………………………………………………………………………………………………………………………………………………………………   ………………………………………………………………………………………………………………………………………………………………   ………………………………………………………………………………………………………………………………………………………………   ……………………………… ………………………………………………………………………………………………………………………………   ………………………………………………………………………………………………………………………………………………………………  

RR        /min          SpO 2             %             Adult     child probe        Recession        none / mild / mod / sev   Auscultation  

Stridor?   Y / N  

Consultant / Assoc Spec   SpR / ANP   Nurse  
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