	
FREEDOM OF INFORMATION REQUESTS MAY 2018





	FOI NO:	1045
	Date Received:	1 May 2018


	Request :
1. Has your CCG paid one off fee increases specifically for changes to sleep in liabilities to providers for existing care packages (i.e outside of, and additional to, inflationary annual uplifts)?
 
2. If yes, please provide whether this has applied to both supported living and residential services. Where possible, please separate out for categories of LD & ASD, and MH
 
3. Please supply a list of supported living providers mentioned in Q2. Where possible, please separate out for categories of LD & ASD, and MH
 
4. Please supply a list of residential provider mentioned in Q2. Where possible, please separate out for each category of LD, MH, & ASD.
5. Please provide whether the CCG has provided funds for backpay liabilities to providers for historic sleep ins.
 
6. If yes, please provide whether this has applied to both supported living and residential services. Where possible, please separate out for categories of LD & ASD, and MH
7. Please supply a list of supported living providers mentioned in Q6. Where possible, please separate out for categories of LD & ASD, and MH
8. Please supply a list of residential provider mentioned in Q6. Where possible, please separate out for each category of LD, MH, & ASD.
 
9. If no, please provide whether the CCG is planning on providing funds for backpay liabilities to providers for historic sleep ins.


	Response :

1. Has your CCG paid one off fee increases specifically for changes to sleep in liabilities to providers for existing care packages (i.e outside of, and additional to, inflationary annual uplifts)?      No
 
2. If yes, please provide whether this has applied to both supported living and residential services. Where possible, please separate out for categories of LD & ASD, and MH
 
3. Please supply a list of supported living providers mentioned in Q2. Where possible, please separate out for categories of LD & ASD, and MH
 
4. Please supply a list of residential provider mentioned in Q2. Where possible, please separate out for each category of LD, MH, & ASD.
5. Please provide whether the CCG has provided funds for backpay liabilities to providers for historic sleep ins.     No
 
6. If yes, please provide whether this has applied to both supported living and residential services. Where possible, please separate out for categories of LD & ASD, and MH
7. Please supply a list of supported living providers mentioned in Q6. Where possible, please separate out for categories of LD & ASD, and MH
8. Please supply a list of residential provider mentioned in Q6. Where possible, please separate out for each category of LD, MH, & ASD.
 
9. If no, please provide whether the CCG is planning on providing funds for backpay liabilities to providers for historic sleep ins.   Individual requests being considered as received and with supporting evidence.




	FOI NO:	1046
	Date Received:	2 May 2018


	Request :
	Year
	Locally commissioned services budget for general practice
	Locally commissioned services spend on general practice
	Other budget on general practice - not including core contract*
	Other spend on general practice - not including core contract*

	2014/15
	
	
	
	

	2015/16
	
	
	
	

	2016/17
	
	
	
	

	2017/18
	
	
	
	

	2018/19
	
	
	
	

	
	
	
	
	*eg, capitation, DESs, QOF, etc




	Response :






	FOI NO:	1047
	Date Received:	2 May 2018


	Request :

Organisation Name
Name of Computer Software used to record Salary Overpayments
Are names of people stored in the software?
Is the amount of the Salary Overpayment stored in the software?
Does the software have an audit trail automatically recording the logon name of the user and the records added, accessed and changed by each user, including the data before the change and the data after the change?
Does the audit trail include the date and time of any additions / changes to data as well as when data was accessed?
Software Provider (Company Name)
Annual Cost (£) of Software
License Expiry Date
Name of the Organisation Responsible for Recording Salary Overpayments if you use another organisation (e.g. a CSU)
Name of Manager Responsible for Recording Salary Overpayments
Email address of Manager Responsible for Recording Salary Overpayments
Telephone Number of Manager Responsible for Recording Salary Overpayments
Name of Data Protection Officer
Email Address of Data Protection Officer
Telephone Number of Data Protection Officer
Name of Chief Executive
Email Address of Chief Executive
Telephone Number of Chief Executive
Name of Finance Director
Email Address of Finance Director
Telephone Number of Finance Director


	Response :
Organisation Name NHS Barnsley Clinical Commissioning Group
Name of Computer Software used to record Salary Overpayments  None – Microsoft excel
Are names of people stored in the software?  Yes
Is the amount of the Salary Overpayment stored in the software?  Yes
Does the software have an audit trail automatically recording the logon name of the user and the records added, accessed and changed by each user, including the data before the change and the data after the change?  N/A
Does the audit trail include the date and time of any additions / changes to data as well as when data was accessed?  N/A
Software Provider (Company Name)  N/A
Annual Cost (£) of Software  Nil
License Expiry Date  N/A
Name of the Organisation Responsible for Recording Salary Overpayments if you use another organisation (e.g. a CSU) HR Shared Service hosted by NHS Sheffield CCG
Name of Manager Responsible for Recording Salary Overpayments  Samantha Oliver, HR Business Partner
Email address of Manager Responsible for Recording Salary Overpayments  sam.oliver@nhs.net
Telephone Number of Manager Responsible for Recording Salary Overpayments  0114 3051482
Name of Data Protection Officer  The CCG is currently finalising its arrangements for a Data protection Officer under contract from eMBED
Email Address of Data Protection Officer   As per comment above
Telephone Number of Data Protection Officer  As per comment above
Name of Chief Executive  Lesley Smith
Email Address of Chief Executive  angela.turner29@nhs.net 
Telephone Number of Chief Executive  01226 433730
Name of Finance Director   Roxanna Naylor
Email Address of Finance Director  Katie.popple@nhs.net 
Telephone Number of Finance Director   01226 433709




	FOI NO:	1048
	Date Received:	4 May 2018


	Request :
1. How many applications for Continuing Care funding were received by the CCG?

1. How many of those applications were successful – as in funding was either fully or partially granted?

1. How many applicants for funding (i.e. the intended recipient) died before a final decision was made on their case?

1. What was the mean time period for a decision to be made – please supply the answer in number of days.  


	Response :
1.      How many applications for Continuing Care funding were received by the CCG? 686 Checklists received.
 
2.      How many of those applications were successful – as in funding was either fully or partially granted? 143 successful applications.
 
3.      How many applicants for funding (i.e. the intended recipient) died before a final decision was made on their case? 21 applicants.
 
4.      What was the mean time period for a decision to be made – please supply the answer in number of days.  98 days.




	FOI NO:	1049
	Date Received:	11 May 2018


	Request :

Please list all services that you have previously commissioned within the last eight financial years (since 2010/11) and no longer do related to:
a.      the promotion of children and young people’s mental health and wellbeing
b.      the prevention of children and young people's mental health difficulties
c.      interventions for children and young people with mental health difficulties






	Response :

The CCG formed on 1 April 2013. There have been no services decommissioned in relation to children and young people’s mental health services/interventions since that time. There are however a number of services that we now commission that were not commissioned previously and these have significantly improved (and continue to do so) the emotional health and wellbeing of children and young people living in Barnsley.




	FOI NO:	1050
	Date Received:	14 May 2018


	Request :

1-     The number of AliveCor Kardia devices that your organisation has received under the Innovation technology Tariff. 
2-     The estimated usage of these devices, how many readings per device per month to date.
3-     The number of cases of true positive Atrial Fibrillation that devices have found.
4-     The Guidance information that you have received with regards their usage from your AHSN


	Response :
1. The number of AliveCor Kardia devices that your organisation has received under the Innovation Technology Tariff. 

ZERO. NHS Barnsley CCG have received no AliveCor Kardia devices under the Innovation Technology tariff 

1. The estimated usage of these devices, how many readings per device per month to date. 

N/A

1. The number of cases of true positive Atrial Fibrillation that devices have found. 

N/A

1. The Guidance information that you have received with regards their usage from your AHSN.

Please see attached guidance document produced by the AHSN Network: ‘Mobile ECG device project AHSN guidance Document’, January 2018.

In addition, we also attach a copy of a response letter shared with Barnsley CCG, 11.06.18.  The letter provides a coordinated response on behalf of Eastern Academic Health Science Network and the National Network of AHSNs. 









	FOI NO:	1051
	Date Received:	9 May 2018


	Request : 

I am wanting to gain full disclosure of any information/communication and involvement  from the CCG including 3rd parties communications regarding our family


	Response :
Thank you for your enquiry which came into the CCG's FOI inbox on 9 May 2018.

We are unable to provide you with the information as requested because the CCG does not hold medical information relating to Barnsley residents.   May we suggest that you get in touch with the local provider organisations you wish to obtain information/records from such as Barnsley Hospital NHS Foundation Trust and South West Yorkshire Partnership NHS Foundation Trust. 




	FOI NO:	1052
	Date Received:	14 May 2018


	Request :
1.       The supplier who provides the software to the organisation?
2.       The cost associated with the software. Please provide me with the annual 	spend.
3.       What is the brand of the software?
4.       What is the duration of the contract?
5.       When does this contract expires?
6.       When does the organisation plan to review this contract?
7.       Can you please provide me with the contract description of the services 	provided under the agreement with the supplier? This also includes potential 	extensions and support and maintenance services.
 
8.       What is the organisation’s annual energy spend for the following:
a.       Electricity
b.      Gas
c.       Water
9.       What is the total number of meter points for Electricity for:
a.       Non Half Hourly (NHH) meter points
b.      Half Hourly (HH) meter points
10.   What is the total number of Gas meter points?
11.   What is the total number of Water meter points?
12.   What is the total number of meter points for specialist gases and liquids?
13.   Can you please provide me with the contact details of the key person responsible 	for this contract or around energy management.
	14.    Can you please send me the organisations’ energy management strategy/plan 		that covers 2018?


	Response :

Barnsley CCG do not hold the information you have requested therefore it would be best to redirect your request to NHS Property Services who will be able to answer your FOI at customer.service@property.co.uk


	FOI NO:	1053
	Date Received:	15 May 2018


	Request :
Please can I have a copy of all your Data Protection/Information Governance policies and procedures- including but not exhaustive
· Emails/Internet
· Passwords
· Information Security/Cyber Security
· Information Governance/Data Protection
· GDPR
· Incident Reporting
· Access to ICT systems
· Subject Access Requests
· Freedom of Information
· Information Asset Register
· Data flows
· Fair Processing Notices
Please can I have a copy of your GPDR Action plan
Please can I have a copy of your Data Sharing Agreement template
Please can I have a copy of your training package/presentation if you do not use the NHS Digital one
Please can I have a copy of your incident reporting form - if you use Datix or another computer system, please can I have a list of the fields required
Please can I have a copy of any Data Protection/GDPR/Subject Access leaflets you have
Please can I have a copy of the template for your Information Asset Register or a list of types of data gathered
Please can I have a copy of any Fair Processing Notices/Transparency Notices that you have
Please can I have a copy of your Subject Access Request application form, and template response letters
Please can I have a copy of your consent forms-with regards to sharing information
Please can I have a copy of your template for Privacy Impact Assessments.


	Response :

Please can I have a copy of all your Data Protection/Information Governance policies and procedures- including but not exhaustive

All our Ig Policies are available on our website via this link.
· Emails/Internet
· Passwords
· Information Security/Cyber Security
· Information Governance/Data Protection
· GDPR
· Incident Reporting
· Access to ICT systems
· Subject Access Requests
· Freedom of Information
· Information Asset Register
· Data flows
· Fair Processing Notices
Please can I have a copy of your GPDR Action plan – Our readiness assessment was reported to our Governing Body in May 2018 – see paperwork attached.

Please can I have a copy of your Data Sharing Agreement template.  The CCG is a signatory to a multi-agency Information Sharing Protocol which includes a template ISA – attached.

Please can I have a copy of your training package/presentation if you do not use the NHS Digital one – The CCG uses NHS Digital’s Data Security Awareness packages to train its staff.

Please can I have a copy of your incident reporting form - if you use Datix or another computer system, please can I have a list of the fields required – The CCH uses a local incident reporting system, IR1 and IR2 forms attached.

Please can I have a copy of any Data Protection/GDPR/Subject Access leaflets you have – The CCG does not hold any leaflets on these issues.

Please can I have a copy of the template for your Information Asset Register or a list of types of data gathered Template Information Asset register attached

Please can I have a copy of any Fair Processing Notices/Transparency Notices that you have. Privacy Notice is on our website via this link.

Please can I have a copy of your Subject Access Request application form, and template response letters. Please see our SAR Policy (attached).

Please can I have a copy of your consent forms-with regards to sharing information. The CCG only makes limited use of consent as a basis for sharing. We are currently reviewing all our processes to ensure that where appropriate consent is appropriately recorded.

Please can I have a copy of your template for Privacy Impact Assessments. Template attached.









[bookmark: _MON_1589270452][bookmark: _MON_1589270449][bookmark: _MON_1589270446]




	FOI NO:	1054
	Date Received:	15 May 2018


	Request :

Please will you send me the Terms of Reference for the Integrated Care 
System for the local area, Barnsley?

In addition, can you tell me if you are intending to use the 'aligned 
incentives contract' for commissioning services from Barnsley Hospital in the future, or if an aligned incentives contract has already been agreed and signed.


	Response :

The terms of reference for the Barnsley Health and Care Together Delivery Board  (formerly named accountable care shadow delivery board) are available on the CCG website: http://www.barnsleyccg.nhs.uk/CCG%20Downloads/About%20Us/Accountable%20Care%20Shadow%20Delivery%20Board/Combined%20-%20ACSDB%20Agenda%20Papers%2025.1.18.pdf

The South Yorkshire and Bassetlaw Integrated Care System, of which Barnsley is a part of, has governance information relating to it and the role Barnsley plays on this website: https://www.healthandcaretogethersyb.co.uk/index.php/about-us/how-were-run 

The CCG does not have an aligned incentive contract in place with Barnsley Hospital and at this time we do not plan to have an aligned incentives contract with Barnsley Hospital




	FOI NO:	1055
	Date Received:	16 May 2018 


	Request :
1.       What was your CCG’s total attributable budget for weight management services/interventions for 2016/2017? Please break this down by:
-          Tier 1
-          Tier 2
-          Tier 3
-          Tier 4

2.       What was your CCG’s total attributable budget for weight management services/interventions for 2017/2018? Please break this down by:
-          Tier 1
-          Tier 2
-          Tier 3
-          Tier 4


	Response :
1.       What was your CCG’s total attributable budget for weight management services/interventions for 2016/2017? Please break this down by:
-          Tier 1 – do not commission
-          Tier 2– do not commission
-          Tier 3 - £196,140
-          Tier 4 - did not commission

2.       What was your CCG’s total attributable budget for weight management services/interventions for 2017/2018? Please break this down by:
-          Tier 1– do not commission
-          Tier 2– do not commission
-          Tier 3- £196,338
-          Tier 4- £135,006 





	FOI NO:	1056
	Date Received:	17 May 2018


	Request :

A – For the Financial Year 2017/2018
 
Could you please provide me with the details of any prescribing rebate schemes and QIPP/efficiency saving prescribing schemes active within your CCG during the financial year 2017/18?
 
Please answer the questions below:
 
1.       Primary Care Prescribing Rebate Schemes 2017/18
 
	Name of Scheme
	Drug(s) covered
	Companies involved in the scheme

	 
 
	 
	 


 
2.       What was the total income for the CCG from rebates during 2017/18?
3.       QIPP Prescribing Schemes 17/18
 
	Name of Scheme
	Drug(s) covered

	 
 
	 


  
B – For the Financial Year 2018/2019
 
Could you please provide me with the details of any prescribing rebate schemes and QIPP/efficiency saving prescribing schemes active within your CCG for the current financial year 2018-19 (as they currently stand)?
 
1         Current Primary Care Prescribing Rebate Schemes 18/19
 
	Name of Scheme
	Drug(s) covered
	Companies involved in the scheme

	 
 
	 
	 


 
2         Current QIPP Prescribing Schemes 18/19
 
	Name of Scheme
	Drug(s) covered

	 
 
	 


 
1. What is the current year 18/19 CCG QIPP/efficiency savings plan target?
 
1. What is the value of the prescribing element for the current year 18/19 CCG QIPP/efficiency savings plan target?

	Response :

1.       Primary Care Prescribing Rebate Schemes 2017/18
 
The Barnsley CCG was signed up to the following rebate schemes in 2017/18:-
 
	Manufacturer
	Drug 

	Aspire Pharma Ltd
	Biquelle XL

	Aspire Pharma Ltd
	Repinex XL (ropinirole XL)

	AstraZeneca
	Eklira

	AstraZeneca
	Formoterol (Oxis Turbohaler)

	AstraZeneca
	Goserelin (Zoladex)

	AstraZeneca
	Symbicort

	Aymes
	Aymes Complete

	Boehringer Ingelheim Limited
	Spiolto Respimat

	Daiichi-Sankyo
	Lixiana (Edoxaban)

	Ethypharm (formerly DB Ashbourne)
	Ebesque XL (quetiapine MR)

	Ethypharm (formerly DB Ashbourne)
	Fencino (fentanyl patches)

	Fontus
	Luventa XL (galantamine XL)

	GlucoRx
	GlucoRx

	Intra-Pharm
	Carbocisteine sachets

	Merck Sharp & Dohme Ltd
	Sitagliptin (Januvia)

	Sandoz
	AirFluSal Forspiro

	Sandoz
	AirFluSal MDI

	Sandoz
	Reletrans (Buprenorphine)

	Takeda
	Leuprorelin (Prostap)


 



2.       What was the total income for the CCG from rebates during 2017/18?
 
The CCG has not yet received all income form rebates it was signed up to in 2017/18 and so a final figure cannot be provided. The expected income is £127,328K
 
3.       QIPP Prescribing Schemes 17/18
  
Primary Care Medicines Optimisation Work was undertaken under the Primary Care Practice Delivery Agreement. I have attached a copy of the Medicines Optimisation section of the 17/18 PDA.
 
 
B – For the Financial Year 2018/2019
 
Could you please provide me with the details of any prescribing rebate schemes and QIPP/efficiency saving prescribing schemes active within your CCG for the current financial year 2018-19 (as they currently stand)?
 
1         Current Primary Care Prescribing Rebate Schemes 18/19 
 
	18/19
	 

	Sandoz
	AirFluSal Forspiro

	Aymes
	Aymes Complete

	Aspire Pharma Ltd
	Biquelle XL

	Intra-Pharm
	Carbocisteine sachets

	Ethypharm (formerly DB Ashbourne)
	Ebesque XL (quetiapine MR)

	AstraZeneca
	Eklira

	Ethypharm (formerly DB Ashbourne)
	Fencino (fentanyl patches)

	AstraZeneca
	Formoterol (Oxis Turbohaler)

	GlucoRx
	GlucoRx

	AstraZeneca
	Goserelin (Zoladex)

	Fontus
	Luventa XL (galantamine XL)

	Sandoz
	Reletrans (Buprenorphine)

	Aspire Pharma Ltd
	Repinex XL (ropinirole XL)

	MSD
	Sitagliptin (Januvia)

	Boehringer Ingelheim Limited
	Spiolto Respimat


 


2         Current QIPP Prescribing Schemes 18/19
  
Primary Care Medicines Optimisation Work will be undertaken under the Primary Care Practice Delivery Agreement. I have attached a copy of the Medicines Optimisation section of the 18/19 PDA.
 
1. What is the current year 18/19 CCG QIPP/efficiency savings plan target?
The total QIPP target for Barnsley CCG in 2018/19 is £11.5m 
 
1. What is the value of the prescribing element for the current year 18/19 CCG QIPP/efficiency savings plan target?
For all the Medicines Optimisation element of the CCG QIPP delivery plan amounts to a £4.2m saving target. 
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	FOI NO:	1057
	Date Received:	18 May 2018


	Request :
Total numbers of IFRs received for treatment at an adult national and specialist OCD service in the periods 2015/16, 2016/17, 2017/18 AND the number of those that were successful.
Total numbers of IFRs received for treatment at a child and adolescent national and specialist OCD service in the periods 2015/16, 2016/17, 2017/18 AND the number of those that were successful.


	Response :

2015/16 : 0 adult, 0 children
2016/17 : 1 adult case CLOSED, no response from GP, 0 children
2017/18 : 1 adult APPROVED, 0 children




	FOI NO:	1058
	Date Received:	21 May 2018


	Request :

Please can you advise me if your CCG is planning to commission one or more Hyper Acute Stroke Units (HASU) for your patients?

Has a business case been prepared for HASUs in your area?  If so, please list any organisations who were paid to support the preparation of the business case and how much they were paid?

Please can you send me a copy of the business case.

If you already have one or more HASUs in place, please can you send me any internal or external evaluations that have taken place?


	Response :

We are one of a partnership of CCGs in the region who came together to review hyper acute stroke services across South and Mid Yorkshire, Bassetlaw and North Derbyshire. All background information, including partners, clinical case for change and the final business case, which was developed internally by Commissioners Working Together, can be found here: https://smybndccgs.nhs.uk/what-we-do/critical-care-stroke-patients and here: http://www.healthandcaretogethersyb.co.uk/index.php/about-us/commissioners-working-together/hyper-acute-stroke-services 
 
In November 2017, the Joint Committee of Clinical Commissioning Groups  (JC CCG) made a decision to change the way hyper acute stroke services were delivered in the region with an agreement to no longer provide hyper acute stroke services in Barnsley or Rotherham, though the implementation of this decision is currently subject to judicial review proceedings. 
 
For further information on the work of the JCCCG, now part of the South Yorkshire and Bassetlaw Shadow Integrated Care System, please contact helloworkingtogether@nhs.net




	FOI NO:	1059
	Date Received:	22 May 2018


	Request :
The NHS England Document entitled “Conditions for which over the counter items should not routinely be prescribed in primary care“, is a guidance document for all CCG’s.
I would like to know what your plans are with regards to this document. I have the following points that I would like confirmation on please.
· How much of a focus is this document for your CCG and how much resource will you be assigning to dealing with it?
· Answer on a scale of 1-5, 5 being maximum effort assigned to it and then why specifically? 
· Which of the approx. 36 conditions/diseases will be a focus for your CCG to implement change.
· Please list the conditions which are the main or primary focus 
· Please list the top five conditions/diseases/areas that your CCG will want to work in this document 
· For the conditions that are not a focus for you, when will they be?
· When do you expect to complete working through all 36 conditions, or do you? What month and what year specifically? 
· When you are looking to implement change on this guidance document for some conditions or all, what procedures and systems will you use and how?
· For things like Optimise Rx, what will the instruction be on this system? 
· For the area of dry/sore tired eyes in this document, will secondary care involvement be required before looking to make any of these changes?




	Response :
· How much of a focus is this document for your CCG and how much resource will you be assigning to dealing with it?
· Answer on a scale of 1-5, 5 being maximum effort assigned to it and then why specifically? 

The question is unclear as “effort “ scale referred to in the question is not defined  e.g. is 1 on the scale equal to 2-3 days of one person’s time  or 15 minutes.  The CCG is therefore unable to answer this question by providing a score. 

The CCG has acknowledged production of the guidance in bulletins and briefings as it does with the outcome of all/other national guidance.

· Which of the approx. 36 conditions/diseases will be a focus for your CCG to implement change.
· Please list the conditions which are the main or primary focus 
· Please list the top five conditions/diseases/areas that your CCG will want to work in this document 

The Barnsley CCG will be undertaking a “ local “ consultation on the guidance and the CCG Governing Body (GB) will make a decision on what if any parts of the guidance will be implemented based on responses to that consultation.

· For the conditions that are not a focus for you, when will they be? As Q2 response above
· When do you expect to complete working through all 36 conditions, or do you? What month and what year specifically? As Q2 response above.

We are anticipating the consultation will be completed for the Governing Body to consider the guidance  in August 2018.

· When you are looking to implement change on this guidance document for some conditions or all, what procedures and systems will you use and how? 

As Q2 response above. The CCG Governing Body decisions would be referred to the Barnsley Area Prescribing Committee (APC) for local implementation who will make the decision as to what procedures and systems would best to be used.

· For things like Optimise Rx, what will the instruction be on this system? As Q2 response above . The Barnsley CCG practices use Scriptswitch decision support software and this system could be used to communicate any recommended changes for prescribers.

· For the area of dry/sore tired eyes in this document, will secondary care involvement be required before looking to make any of these changes?

It will be the for the CCG Governing Body and CCG Area Prescribing Committee to decide if any additional involvement is required from local clinicians and  APC has representatives from the acute hospital trust on the Committee. However as the guidance is referring to self management of minor conditions not being managed by specialists then it is unlikely that secondary care specialists would be involved.



	FOI NO:	1060
	Date Received:	23 May 2018


	Request :
Wherever possible, please include the name and the version number of all systems: 
 • Main suppliers for technology and information solutions
 • Main informatics solutions used 
• Practices covered by the CCG


	Response :
Main suppliers for technology and information solutions.  Our main provider of IT and information solutions is eMBED Health Consortium
Main informatics solutions used.  Dr Forster is our main informatics solution. 
Practices covered by the CCG – Please see the link for Practices covered by the CCG http://www.barnsleyccg.nhs.uk/about-us/membership.htm 
If you know your current EPR level, or CMDI score please can you include this as well, and any supporting information. 
Barnsley CCG does not hold patient data so EPR level does not apply.




	FOI NO: 1061	
	Date Received:	29 May 2018


	Request : 
Question 1
Please could you send us your current policies for treatment (surgical and/or injection) of base of thumb arthritis including any funding criteria.
Question 2
Please could you send us any older policies including funding criteria for treatment of base of thumb arthritis from 1998 to present day.
Question 3
If not included in the policy what criteria are used to categorise severity of base of thumb arthritis into mild moderate or severe.


	Response :

Question 1
Please could you send us your current policies for treatment (surgical and/or injection) of base of thumb arthritis including any funding criteria.
Barnsley Clinical Commissioning Group does not have specific policies for treatment of base of thumb arthritis.  All referrals for orthopaedics are triaged by our community MSK service.

Question 2
Please could you send us any older policies including funding criteria for treatment of base of thumb arthritis from 1998 to present day.
Barnsley Clinical Commissioning Group came into existence on 1 April 2013.  The CCG has never had any specific funding criteria for the treatment of base of thumb arthritis.

Question 3
If not included in the policy what criteria is used to categorise severity of base of thumb arthritis into mild moderate or severe.
Not applicable.




	FOI NO:	1062
	Date Received:	29 May 2018


	Request :
1. Is the continuing healthcare and funded nursing care process managed in-house, or is part or all of the process outsourced to a 3rd party (CSU, Council, Independent provider etc.). If outsourced, please state the name of the company and the services outsourced (all CHC, assessment, brokerage, invoice validation etc.)
 
1. What software, (e.g. QA Plus, CHS Care Track, BroadCare), is currently utilised by the CHC team to manage: 

2.1) Referrals into the service
2.2) Scheduling of Assessments / Reviews
2.3) Assessments 
2.4) Procurement of Care packages/placements
2.5) Personal Health Budgets 
2.6) Activity and financial reporting 
2.7) Invoicing 

1. How many whole time equivalent members of staff are involved with the continuing healthcare process by job role as below: 

3.1) Business support / administrator 
3.2) Nurse assessor 
3.3) Contracting / procurement 
3.4) Finance 
3.5) Senior management

4) Does the CCG or any contracted provider managing CHC have a connection to the Exeter System and regularly check this? If not how does the CCG become aware of patient deaths? 

5) Please state how many referrals were made to the service for full consideration of CHC in the period 01/04/2017 – 31/03/2018. This is based on the national framework standard of a checklist outcome.

6) Please state how many referrals were made to the service for service users not requiring full consideration of CHC in the period 01/04/2017 – 31/03/2018. This is based on the national framework standard of a checklist outcome.

7) Please state how many service users were due to have a 12 month CHC review in the period 01/04/2017-31/03/2018

8) Please state how many service users had a 12 month CHC review in the period 01/04/17-31/03/2018

	Response :
1)     Is the continuing healthcare and funded nursing care process managed in-house, or is part or all of the process outsourced to a 3rd party (CSU, Council, Independent provider etc.). If outsourced, please state the name of the company and the services outsourced (all CHC, assessment, brokerage, invoice validation etc.) The CHC service is managed in house
 
2)    What software, (e.g. QA Plus, CHS Care Track, BroadCare), is currently utilised by the CHC team to manage: Broadcare
 
2.1) Referrals into the service
2.2) Scheduling of Assessments / Reviews
2.3) Assessments 
2.4) Procurement of Care packages/placements
2.5) Personal Health Budgets 
2.6) Activity and financial reporting 
2.7) Invoicing 
 
3)   How many whole time equivalent members of staff are involved with the continuing healthcare process by job role as below: 
 
3.1) Business support / administrator 4
3.2) Nurse assessor 5.8 WTE
3.3) Contracting / procurement joint commissioning team lead by Barnsley Metropolitan Borough Council
3.4) Finance 0.5 WTE
3.5) Senior management 3
 
4) Does the CCG or any contracted provider managing CHC have a connection to the Exeter System and regularly check this? If not how does the CCG become aware of patient deaths? Yes

5) Please state how many referrals were made to the service for full consideration of CHC in the period 01/04/2017 – 31/03/2018. This is based on the national framework standard of a checklist outcome. 686 Checklists received.
 
6) Please state how many referrals were made to the service for service users not requiring full consideration of CHC in the period 01/04/2017 – 31/03/2018. This is based on the national framework standard of a checklist outcome. 114
 
7) Please state how many service users were due to have a 12 month CHC review in the period 01/04/2017-31/03/2018 Unfortunately our data collection system cannot currently provide this info.
 
8) Please state how many service users had a 12 month CHC review in the period 01/04/17-31/03/2018 Unfortunately our data collection system cannot currently provide this info.








	FOI NO:	1063
	Date Received:	29 May 2018


	Request :
1. Which mental health groups, projects and services is your CCG giving less money to in 2018-19, and how much less is it giving to each of them? 
 
2. Can you please send me a copy of the minutes of whichever meeting(s) these cuts to mental health groups, projects and services were agreed? 
 
3. How much money in total does your CCG hope to save through these reductions in financial support to mental health groups, projects and services? 


	Response :

1. Which mental health groups, projects and services is your CCG giving less money to in 2018-19, and how much less is it giving to each of them?  There are no mental health groups, projects or services that we are giving less money to in 2018/19
 
2. Can you please send me a copy of the minutes of whichever meeting(s) these cuts to mental health groups, projects and services were agreed? None exist as we are not making any such cuts in our mental health service provision
 
3. How much money in total does your CCG hope to save through these reductions in financial support to mental health groups, projects and services? ​Not applicable - see answers above




	FOI NO:	1064
	Date Received:	29 May 2018


	Request :

1. How many diagnoses of ADHD were there in the CCG in each of the last 10 years
1. How many children and adults are currently waiting for an ADHD diagnosis
1. What is the average wait for an ADHD diagnosis for Children
1. What is the average wait for an ADHD diagnosis for Adults 
1. What is the CCG target time for an ADHD waiting time


	Response :

1. How many diagnoses of ADHD were there in the CCG in each of the last 10 years We don’t collect the numbers of people diagnosed with ADHD – we collect referral numbers and conversion rate (approximately 60%) – Prevalence of ADHD in a population the size of Barnsley is suggested as being 57 per annum

1. How many children and adults are currently waiting for an ADHD diagnosis –For children the ADHD and ASD pathways are not separated – there is a 0 – 5 ASD / ADHD pathway and a 5 – 16 ASD / ADHD Pathway – there are ? on the 0 – 5 pathway, ? on the 5 – 11 pathway and 69 on the Adult ADHD pathway 

1. What is the average wait for an ADHD diagnosis for Children  - wait on ASD 0 – 5 pathway is 10 months, wait on ASD 5 – 16  pathway is 28 months


1. What is the average wait for an ADHD diagnosis for Adults – 18 months

1. What is the CCG target time for an ADHD waiting time – CCG specifies adherence to NICE guidance which suggests 6 months from referral to diagnosis




	FOI NO:	1065
	Date Received:	30 May 2018


	Request :
	Name of the Pulmonary Rehabilitation service
	 

	Name of contact lead for this service 
	 

	Email address of contact lead
	 

	Telephone number of contact lead
	 




	Response :

	Name of the Pulmonary Rehabilitation service
	Barnsley Cardiac and Pulmonary Rehabilitation 

	Name of contact lead for this service 
	Jill Young, Clinical team leader
South West Yorkshire Partnership NHS Foundation Trust
Dorothy Hyman Sports Centre 
Snydale Road
Cudworth
Barnsley
S72 8LH

	Email address of contact lead
	Jill.Young@swyt.nhs.uk

	Telephone number of contact lead
	01226 719781 / 07979705381






	FOI NO:	1066
	Date Received:	30 May 2018


	Request :

Q1 What services does the CCG currently commission from community pharmacies in your area? (Please note, services may include minor ailments, smoking cessation, homeopathy, gluten-free prescriptions, vascular risk checks, Chlamydia screening, vaccinations etc.).
 
Q2 Has the CCG decommissioned any health services provided by community pharmacies in your area in the last year (April 2017 – April 2018)? If so, which ones?
 
Q3 Where a meeting was held to discuss stopping funding for any community pharmacy services, please could you give me the following details: 
 
a) The date of the meeting 
b) A full list of the services discussed 
c) A full list of the attendees 
d) A copy of the minutes of the meetings
 
Q4 Have there been any discussions around future plans to decommission health services currently provided by community pharmacies in the CCG’s area? If so, which services? 
 
Q5 Where such a discussion has been held, please could you give me the following details: 
 
a) The date of the meeting 
b) A full list of the services discussed 
c) A full list of the attendees 
d) A copy of the minutes of the meetings 


	Response :

Q1 What services does the CCG currently commission from community pharmacies in your area? (Please note, services may include minor ailments, smoking cessation, homeopathy, gluten-free prescriptions, vascular risk checks, Chlamydia screening, vaccinations etc.).
 
The CCG currently commission the follow services/ schemes:-

Minor Ailments ( Pharmacy First Service) which includes PEARS ( Optical Meds Supply)
On Demand Availability of Specialist Drugs ( Palliative Care Stockist)
Medicines Management Service – supporting domiciliary care
Advice to Care Homes service
Payment Not to Supply (Not Dispensed) scheme
Smoking Cessation Service 

I have provided a link to the LPC website which lists all additional services currently being provided by Community Pharmacies , including the additional national services such as vaccination.

http://psnc.org.uk/barnsley-lpc/dispensing-and-supply/

Q2 Has the CCG decommissioned any health services provided by community pharmacies in your area in the last year (April 2017 – April 2018)? If so, which ones?    No 
 
Q3 Where a meeting was held to discuss stopping funding for any community pharmacy services, please could you give me the following details: 

No .. there have been service review meetings but no meetings to discuss stopping services. 
There is a local consultation planned for  “Self Care “,  following receipt of the national recommendations, this will include feedback on the local Minor ailments Scheme. This may restrict significantly the medicines which can be supplied by the pharmacies depending on the outcome of the consultation ( if national recommendations are adopted locally) but there has been no discussion about decommissioning the service.

a) The date of the meeting 
b) A full list of the services discussed 
c) A full list of the attendees 
d) A copy of the minutes of the meetings
 
Q4 Have there been any discussions around future plans to decommission health services currently provided by community pharmacies in the CCG’s area? If so, which services?    No
 
Q5 Where such a discussion has been held, please could you give me the following details: 
 
a) The date of the meeting 
b) A full list of the services discussed 
c) A full list of the attendees 
d) A copy of the minutes of the meetings 
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1. Background     
 
This document has been compiled by the Academic Heath Science Networks (AHSNs) Atrial 
Fibrillation (AF) team and it is intended to support AHSNs with the distribution of all mobile ECG 
devices supplied within the NHS England mobile ECG device roll-out.  The roll-out is part of the 
NHS England initiative to stimulate innovation and improve the detection of Atrial Fibrillation. 
 
This document will provide guidance for AHSNs on the distribution, governance and data 
collection for the mobile ECG devices.  It also establishes some core systematic processes for 
each AHSN in order to ensure consistency in the approach.  
 


2. Aims 
 
The overarching research question for this initiative is: Can a system-wide procurement initiative 
improve the uptake of innovative technology (mobile ECG) and stimulate the market in primary 
and community settings, to better identify AF.  AF is a modifiable risk factor for stroke and is 
currently under diagnosed in many areas of the country. Improved identification and 
management will lead to a greater reduction in AF related strokes, potentially saving NHS and 
social care costs, as well as improving well-being and quality of life. AF can also be managed 
effectively in primary care and community settings.  
 
This initiative will run in parallel to the Innovation and Technology Tariff (ITT) in 2017/18, as a 
research programme to test the hypothesis of whether interventions in the market place can 
stimulate innovation and improve modifiable health risks at scale and reduce demand in 
secondary care settings. The 15 AHSNs are uniquely placed in the NHS and academic landscape 
to support the deployment of devices. They will identify deployment areas and distribute the 
mobile devices to individuals within primary care and community care settings, who will be able 
to utilise the devices for opportunistic detection. The AHSNs will also monitor use of the devices 
and provide implementation support in supporting the objectives of their programmes to reduce 
strokes. They will work with the evaluation team to ensure effective data collection and 
dissemination of learning. Once issued the devices will remain the property of the recipient 
organisation for continued use beyond the end of this project. 
 
The AHSN Network have agreed four key metrics for AF, one of which is the ‘Number of patients 
with AF as a percentage of the registered population’.  Mobile ECG devices will have a significant 
impact on this specific indicator, accelerating existing AHSN work programmes aimed at reducing 
the gap between detected AF and expected prevalence of AF.   Detailed analysis of the role of 
mobile ECG devices in improving detection is therefore essential.  This project will be evaluated 
by an appointed team from Wessex AHSN.  
 
Information on the sensitivity and specificity of mobile ECG devices can be found in the Health 
Innovation Network South London Document, titled; Single time point case finding for Atrial 
Fibrillation. A review of Method of delivery and devices, download here.    
 
 



https://healthinnovationnetwork.com/projects/single-time-point-case-finding-atrial-fibrillation-review-methods-delivery-devices/
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3. Metrics 
 
This project has provided the AHSNs with the potential to collectively demonstrate their value, 
not just in supporting the distribution of these devices, but also by rigorous capture of their use 
and impact on clinical practice. All Chief Officers have agreed to support the collection and 
collation of the following metrics associated with this project until at least the end of March 
2019.  
 
Agreed metrics for the mobile ECG device roll out: 


Indicator 
(broken down by 
AHSN) 


Source and Availability Reporting frequency and duration  


Number of devices 
deployed (Cumulative) 


Local data (provided by AHSNs) 
For AliveCor via central 
registration process  


Reported to AHSN AF programme 
manager monthly throughout  
rollout phase ( until March 2018), 
then quarterly. 


Description of settings 
into which devices 
have been deployed 


Local data (provided by AHSNs) 
For AliveCor via central 
registration process  


Monthly throughout rollout 
phase and then if settings change 
or new users identified. 


Sustained use of 
devices (number of 
devices and associated 
Kardia accounts in use 
at 1,3,6,12 months) 


If Kardia device – data from 
central registration process 
Local data collection methods 
if using other devices (ie Watch 
BP etc) 


As specified, to AHSN AF 
programme manager 


Numbers of people 
screened using all 
devices 
(Cumulative) 
 


If Kardia device – data from 
AliveCor via registration form 
Local data collection methods 
if using other devices (ie Watch 
BP etc) 


Quarterly to AHSN AF programme 
manager 


Number of people with 
‘possible AF’, (and, 
where possible, 
unclassified / 
unreadable outcomes)  
(Cumulative) 


If Kardia device – data from 
AliveCor via registration form 
 
Local data collection methods 
if using other devices (ie Watch 
BP etc) 


Quarterly to AHSN AF programme 
manager 


Reduction in the gap 
between expected and 
actual prevalence of AF  


QOF register and local 
opportunities to collect data 


National QOF dataset from 
2017/18 available Oct 2018 
National QOF dataset from 
2018/19 available Oct 2019 


 
The method for data and metrics collection is outlined later within this document and should be 
considered prior to distribution.  
 
AHSN network metrics for AF are below and will also be reported on during this process as usual.  
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Indicator 
(to be broken down by AHSN area and CCG) 


Source and Availability 


Number of people with AF as a percentage of the registered 
population 


QoF AF001 


Percentage of patients with AF with a CHA₂DS₂-VASc score of 2 or 
more who are currently treated with anti-coagulation drug therapy 
  


QoF AF007 


Percentage of patients with AF admitted to hospital for stroke SSNAP 


Percentage of patients with AF admitted to hospital for stroke who 
had not been prescribed anticoagulation prior to their stroke 


SSNAP 


 


4. Data governance, transmission & security  
 
Throughout this project it is the responsibility of all individuals to ensure that national and local 
information governance requirements are adhered to.  These guidance notes give careful 
consideration to the importance of data security and outline how digital tools such as Kardia 
AliveCor mobile ECG device and application (app) can be used in NHS settings whilst striving to 
ensure patient data remains secure.  
 
Digital technology and regulation is fast evolving, the recommendations outlined within this 
document have been approved by NHS Caldicott guardians and are correct the time of 
publication. Each AHSN must ensure recipients of mobile ECG devices are aware of their 
responsibility to maintain data security when using these devices. 
 
All data should be: 
• Held securely and confidentially. 
• Obtained fairly and lawfully. 
• Recorded accurately and reliably. 
• Used effectively and ethically, and 
• Shared and disclosed appropriately and lawfully. 
 
The Caldicott2 principles should be adhered to they are as follows: 
 
Justify the purpose(s) 
Every proposed use or transfer of personal confidential data within or from an organisation 
should be clearly defined, scrutinised and documented, with continuing uses regularly reviewed, 
by an appropriate guardian. 
 
Don’t use personal confidential data unless it is absolutely necessary 
Personal confidential data items should not be included unless it is essential for the specified 
purpose(s) of that flow. The need for patients to be identified should be considered at each stage 
of satisfying the purpose(s). 
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Use the minimum necessary personal confidential data 
Where use of personal confidential data is considered to be essential, the inclusion of each 
individual item of data should be considered and justified so that the minimum amount of 
personal confidential data is transferred or accessible as is necessary for a given function to be 
carried out. 
 
Access to personal confidential data should be on a strict need-to-know basis 
Only those individuals who need access to personal confidential data should have access to it, and 
they should only have access to the data items that they need to see. This may mean introducing 
access controls or splitting data flows where one data flow is used for several purposes. 
Everyone with access to personal confidential data should be aware of their responsibilities 
Action should be taken to ensure that those handling personal confidential data — both clinical 
and non-clinical staff — are made fully aware of their responsibilities and obligations to respect 
patient confidentiality. 
 
Comply with the law 
Every use of personal confidential data must be lawful. Someone in each organisation handling 
personal confidential data should be responsible for ensuring that the organization complies with 
legal requirements. 
 
The duty to share information can be as important as the duty to protect patient confidentiality. 
Health and social care professionals should have the confidence to share information in the best 
interests of their patients within the framework set out by these principles. They should be 
supported by the policies of their employers, regulators and professional bodies. 
 
A number of existing national guidelines outline the basic IG requirements when working within 
the NHS including: 
https://digital.nhs.uk/media/1234/HSCIC-Guide-to-Confidentiality-2013/pdf/HSCIC-guide-to-
confidentiality_2013 
MHRA Managing Medical Devices 2015 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/421028/Mana
ging_medical_devices_-_Apr_2015.pdf  
https://www.england.nhs.uk/wp-content/uploads/2016/12/information-governance-policy-v3-
1.pdf  
Information to Share or Not to Share: The Information Governance Review 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/29007
74_InfoGovernance_accv2.pdf  
The Information Governance landscape is changing with the ‘EU General Data Protection 
Regulation’ (GDPR) coming formally into force from 25th May 2018.  
https://www.itgovernance.co.uk/data-protection-dpa-and-eu-data-protection-regulation.  
Major changes as a result of this legislation are highlighted here: http://www.eugdpr.org/key-
changes.html.    
 
NHS organisations are currently implementing the necessary policies and procedures to comply 
with this new legislation which will continue to apply post-Brexit.  All projects included in this roll 



https://digital.nhs.uk/media/1234/HSCIC-Guide-to-Confidentiality-2013/pdf/HSCIC-guide-to-confidentiality_2013

https://digital.nhs.uk/media/1234/HSCIC-Guide-to-Confidentiality-2013/pdf/HSCIC-guide-to-confidentiality_2013

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/421028/Managing_medical_devices_-_Apr_2015.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/421028/Managing_medical_devices_-_Apr_2015.pdf

https://www.england.nhs.uk/wp-content/uploads/2016/12/information-governance-policy-v3-1.pdf

https://www.england.nhs.uk/wp-content/uploads/2016/12/information-governance-policy-v3-1.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774_InfoGovernance_accv2.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/192572/2900774_InfoGovernance_accv2.pdf

https://www.itgovernance.co.uk/data-protection-dpa-and-eu-data-protection-regulation

http://www.eugdpr.org/key-changes.html

http://www.eugdpr.org/key-changes.html
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out must comply with this legislation and should be discussed with and approved by the local 
Data Protection Officer responsible for that area.   
 
As of the 25th May 2018 a Privacy Impact Assessment (PIA) will need to be completed for each 
project/provider area using Kardia mobile ECG and application. It is advisable to complete this 
process before each project commences.  A PIA regarding the use of Kardia has been developed 
for this project and is included in Appendix 1.  Further NHS Digital guidance on the implications 
of GDPR is awaited, latest briefing at the time of writing can be found at:  
https://digital.nhs.uk/article/6921/Changes-to-Data-Protection-legislation-why-this-matters-to-
you  
 


5. Key recommendations for the use of Kardia AliveCor mobile ECG device 
and app 
 


People/patients undertaking a pulse rhythm check via the Kardia mobile app give implied 
consent for the transmission of their anonymous ECG trace. If an ECG requires further 
referral/assessment the patient should be made aware and the process explained.  A privacy 
notice regarding the use of Kardia AliveCor and how digital information is transmitted can be 
found in appendix 2. This document should be available to be viewed by if requested.   
 


 No Patient/Personal Identifiable Data (PID) should be transmitted or stored outside of 
secure NHS systems.   


 


 Recipients of mobile ECG devices should be made aware (by the distributing AHSN), of 
their responsibility to maintain data security when using mobile ECG devices. The AHSN 
Network advises that all mobile phones or tablet devices used with the Kardia mobile 
device and application should have an nhs.net email account configured as the default 
email server, in order to transfer ECG traces securely if required.    


 
 The AHSN network advises the use of the Kardia basic app (further details in the flow 


diagram below), to prevent traces being stored locally on the mobile phone or tablet and 
that the app should be logged out at the end of each session.  


 


 All traces should be taken in the guest mode function as outlined in the flow diagram 
below. 


 


 No PID or pseudonymised data (including NHS or EMIS numbers) should be stored on 
mobile devices or added to any ECG traces within the Kardia mobile application.  


 


 Should an ECG trace require further review it must be emailed immediately by exporting 
a PDF file of the trace securely from Kardia mobile app.  


-  To do this click the email EKG icon at the bottom of the page.  
- Select NHS.net as the email from which the file is to be sent and the PDF file will appear 


as an attachment within an email.   
- Any additional patient identifiable information should be added to the body of the email.  



https://digital.nhs.uk/article/6921/Changes-to-Data-Protection-legislation-why-this-matters-to-you

https://digital.nhs.uk/article/6921/Changes-to-Data-Protection-legislation-why-this-matters-to-you
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- This email should then be sent to a recipient NHS.net account.  
-  Document the outcome of the ECG trace and referral notes in the patient record as usual 


and, if possible, save the exported PDF to the patient’s electronic record.  
 
The process for the transmission of ECG traces taken from the use of Kardia AliveCor mobile ECG 
device and application is outlined in the following flow diagram.   
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6. Data/metrics collection 
 


Process for data collection from Kardia by AliveCor 
 
The majority of mobile ECG devices being rolled out within this project are Kardia by AliveCor.  
Consequently the AHSN Chief Officers have agreed that an investment of this magnitude and 
geographical scale requires a common, collaborative approach to the collection of metrics and 
outcomes data in order to demonstrate collective impact. This has led to the development of an 
online registration form for Kardia accounts which should be completed by all healthcare 
professionals involved in this project. This form will enable AliveCor Ltd to report the activity 
data associated with each account including the total usage, the number of possible AF, normal 
and unclassified readings, whilst still maintaining data security.  This reporting will also allow 
AHSN AF project managers to identify if any Kardia accounts are inactive and to assist the 
recipient health care professional to identify why. 
 
This data will be reported on a monthly basis by AliveCor Ltd to the AHSN AF programme 
manager and evaluation team. It will be separated by AHSN and the relevant data will be sent on 
to AF project managers (or equivalent) within each AHSN.  Further details of this arrangement 
will follow by email. 
 


As each Kardia device may be used by multiple users, it is essential that each user creates their 
own Kardia account and registers their account with the AHSN Network by completing the online 
registration form https://ecgod.co.uk/ahsn.  The form provides a step by step guide on how to 
use the device according to the AHSN guidance and it must be completed upon receipt of the 
Kardia device. If a health care professional has a preexisting Kardia account (established with 
their nhs.net email address) they should also complete the registration form to ensure their 
activity data can be tracked. The registration form will only accept nhs.net email addresses.  
  
The online registration form will require users to provide the following information: 


 NHS.net email address (used to create their Kardia account) 


 The serial number of the device (this ensures only the correct devices are tracked) 


 The AHSN who provided the device (from drop down list) 


 Their local CCG (if known) (from a drop down list - collated by AHSN) 


 Their occupation group (from a drop down list) 


 The setting in which the individual works most frequently (from a drop down list) 
 


As described in the AHSN mobile devices contract it is the responsibility of each AHSN to provide 
training on the use of the devices to recipients, we advise that the importance of this registration 
process is explained within the training.  Should an AHSN use a memorandum of understanding 
with recipient organisations or individuals we advise that the information governance 
procedures and registrations process are included.  
 
The registration form has been developed with support from Technomed, who are providing this 
digital service directly to the AHSN network.  Technomed cannot use any of the information 
entered into the registration form for any other purposes.  



https://ecgod.co.uk/ahsn
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Data collection for all other mobile ECG devices. 
 
To ensure a robust evaluation is it important that data relating to the number of readings and 
outcomes is collected from the other mobile ECG devices included within this project. 
Unfortunately there are no digital solutions for this so methods for data collection and reporting 
will need be agreed with the recipient organisation. However the following data should be 
collected 


 Settings in which the devices will be deployed 


 Number of people screened using the devices 


 Number who were identified as ‘possible AF’, ‘unclassified’ / ‘unreadable’  


For example, Health Innovation Network (south London AHSN), will supply a notebook with the 
WatchBP device for healthcare professionals to record an anonymous tally of all readings and the 
number of which indicated possible AF.  This will be reported to the AF project manager at the 
Health Innovation Network on the 1st of each month (or on the closest working day). 


Hannah Oatley (Oxford AHSN), is developing a survey monkey to collate qualitative data on the 
use of Watch BP which will be shared, all AHSNs distributing WatchBP should use this tool to 
complement the quantitative data.  
 


7. Roles and responsibilities  
 


Devices become the property of the recipient organisation upon receipt of the goods from the 
AHSN. This includes responsibility for the storage and maintenance of the devices, for example, 
the Kardia Mobile ECG will need replacement batteries over time and the Watch BP devices will 
need annual calibration.  Recipient organisations and/or providers acting on their behalf are 
responsible for the clinical use of these devices.  
 
It is the responsibility of each AHSN to inform recipient organisations of their obligations relating 
to the use of mobile ECG devices upon receipt. It the responsibility of the recipient organisation 
to adhere to the required standards.    
 
In order to ensure all parties are aware of their obligations each AHSN is required to sign a 
transfer of deed contract from Lancashire Care Foundation Trust (procurement lead). This will be 
sent to all ASHN AF leads for action.  
 
If individual AHSNs consider a similar agreement to be necessary with their recipient sites (in 
order to outline the obligations of both parties), a memorandum of understanding may suffice, 
an example of which can be found in appendix 3. 
 
All devices procured as part of the AHSN mobile ECG work programme have met all EU safety 
health and environment requirements as per MHRA requirements for medical devices.  The user 
manuals and FAQs can be found in the table below.  Guidance on the use and storage of the 
respective devices can be also be found in these guides. 
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 User Manual Further technical support 


Kardia ECG https://www.alivecor.com/user-
manuals/00LB17.7-en.pdf 
FAQ:  https://www.alivecor.com/faq/ 
 


https://www.alivecor.com/ 
Tel: 0333 301 0433 
Email: uksupport@alivecor.com  


My Diagnostick http://download.ab-
sys.eu/MyDiagnostick/MyDiagnostickD
eviceManual.pdf 
 


https://mydiagnostick.eu/  
Email:  info@mydiagnostick.com  


CardioCity http://www.cardiocity.com/wp-
content/uploads/2016/06/RhythmPad
GPManualPublish.pdf 
 


http://www.cardiocity.com/  
Tel: +44 (0)1206 209039 
Email:  contact@cardiocity.com  


Watch BP 
*NB additional 
large cuffs will 
also be supplied 


https://www.watchbp.co.uk/fileadmin/
pdf/manuals/Home_A/IB_WatchBP_Ho
me_A_EN.pdf 
 


https://www.watchbp.co.uk/home/  
www.watchbp.co.uk  
Email:  info@watchbp.co.uk;  
service@watchbp.co.uk  
Tel: 01223 422 444 


ImPulse https://www.scan.co.uk/PDFs/Products
/44931.pdf 
 


http://www.plesseysemiconductors.co
m/products/impulse/  
Call: +44 1752 693123 
Email: 
customer.care@plesseysemi.com  


 


8. Local health care professional staff training 
  


Each AHSN should ensure that their recipient organisations and individuals have received training 
on the use of the mobile ECG device. This should include the safe use of device, familiarity with 
user manuals and FAQ’s, the data collection process and any associated IG requirements. For 
Kardia a step by step process with photographs and video can be found alongside the online 
registration form at https://ecgod.co.uk/ahsn  
 
Each AHSN should provide recipient organisations and individuals with the ‘help desk’ contact 
details for their device (see above). Should a device develop a fault it is the responsibility of the 
recipient to contact the manufacturer directly, however the suppling AHSN may assist if 
required.  
 
Training and Information on the local referral pathways remains the responsibility of the 
recipient organisation.  
 


9. Consent  
 


Consent is implied when people/patients place their fingers on a Kardia device or undertake any 
other mobile ECG device test.  As no PID is recorded or transmitted outside of secure NHS digital 



https://www.alivecor.com/faq/

https://www.alivecor.com/

mailto:uksupport@alivecor.com

http://download.ab-sys.eu/MyDiagnostick/MyDiagnostickDeviceManual.pdf

http://download.ab-sys.eu/MyDiagnostick/MyDiagnostickDeviceManual.pdf

http://download.ab-sys.eu/MyDiagnostick/MyDiagnostickDeviceManual.pdf

https://mydiagnostick.eu/

mailto:info@mydiagnostick.com

http://www.cardiocity.com/wp-content/uploads/2016/06/RhythmPadGPManualPublish.pdf

http://www.cardiocity.com/wp-content/uploads/2016/06/RhythmPadGPManualPublish.pdf

http://www.cardiocity.com/wp-content/uploads/2016/06/RhythmPadGPManualPublish.pdf

http://www.cardiocity.com/

mailto:contact@cardiocity.com

https://www.watchbp.co.uk/fileadmin/pdf/manuals/Home_A/IB_WatchBP_Home_A_EN.pdf

https://www.watchbp.co.uk/fileadmin/pdf/manuals/Home_A/IB_WatchBP_Home_A_EN.pdf

https://www.watchbp.co.uk/fileadmin/pdf/manuals/Home_A/IB_WatchBP_Home_A_EN.pdf

https://www.watchbp.co.uk/home/

mailto:info@watchbp.co.uk

mailto:service@watchbp.co.uk

https://www.scan.co.uk/PDFs/Products/44931.pdf

https://www.scan.co.uk/PDFs/Products/44931.pdf

http://www.plesseysemiconductors.com/products/impulse/

http://www.plesseysemiconductors.com/products/impulse/

mailto:customer.care@plesseysemi.com

https://ecgod.co.uk/ahsn
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networks formal consent is not required. However if further assessment or referral is needed it is 
good practice to keep patients informed throughout this process.  
 


10.   Recording of devices 
 


All recipients of mobile ECG devices may also be subject to evaluation and may be contacted by 
the evaluation team. It is this therefore essential that every individual completes the online 
registration form (for Kardia devices) and each AHSN keeps a record of serial numbers and 
contact details for all other devices.   
 


11.   Ordering devices 
 


Kardia Mobile ECG Devices 
 
Each AHSN has a unique PO number (provided by Julia Reynolds) please contact Julia directly 
Julia.Reynolds@innovationagencynwc.nhs.uk to receive the PO number for your AHSN. This 
needs to be quoted in all correspondence with Kardia.   
 
Julia Reynolds Julia.reynolds@innovationagencynwc.nhs.uk should also be ccd to the email when 
goods have been received as finance will need Julia’s authorisation of invoices to be based on 
confirmation of delivery so payment can be made. 
 
Delivery of boxes of 300 will be made in the first instance, with additional devices called upon as 
required. All must be ordered by 31st March, 2018.  AHSNs are not obliged to distribute all 
devices by this time, however to assist in the evaluation prompt distribution is appreciated. 
Please inform Faye Edwards faye.edwards3@nhs.net if you have outstanding devices to be 
distributed after this date. 
 
Watch BP 
Our distributer is a company called Microlife. 
PO numbers will be raised in the same way as above and be distributed by Julia. 
The contact at the company is Edward Gammans and emails requesting delivery should be sent 
to edward.gammans@microlife.uk.com quoting your PO number.  The delivery address has been 
provided to the AHSN and is associated with their PO number 
 
Julia Reynolds Julia.reynolds@innovationagencynwc.nhs.uk should also be ccd to the email 
 
Upon receipt of delivery, the AHSN must confirm delivery to Julia Reynolds as the Innovation 
Agency will ultimately be responsible for approving payment of invoices – when Microlife  send 
their invoice, finance will need Julia’s authorisation of invoices to be based on absolute 
confirmation of delivery so payment can be made. 
 
Quantities of 25 and above are preferable (unless you have ordered less). 
 
 



mailto:Julia.Reynolds@innovationagencynwc.nhs.uk

mailto:Julia.reynolds@innovationagencynwc.nhs.uk

mailto:faye.edwards3@nhs.net

mailto:edward.gammans@microlife.uk.com

mailto:Julia.reynolds@innovationagencynwc.nhs.uk
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MyDiagnostick, ImPulse 
 
As quantities are low, Julia will order these and distribute to you when they are received. 
 
Cardiocity 
PO numbers will be raised for each device, please contact Julia Reynolds 
Julia.reynolds@innovationagencynwc.nhs.uk 
Once they are received, you need to liaise with Chris Crockford regarding delivery and 
installation of the device on site. Chris.crockford@cardiocity.com 
 


12.  Device management policy  
 


As per MHRA guidance (Managing Medical devices, 2015) Local sites should be encouraged 
follow their local device management policy to help ensure that any risks associated with the 
device are minimised or eliminated. The basic guidance on delivery checks; Table 5.1 page 23 and 
24 provides a useful summary of checks to be completed.   
 
All devices will need to have serial numbers recorded and deployment details maintained. 
 


13.  End of mobile ECG device roll out and evaluation 
 


This project will be evaluated an independent evaluation team from Wessex AHSN. They will 
need to have contact with all AHSN AF teams throughout the evaluation process. They will used a 
mixed methods approach of qualitative and quantitative data. 
 
The evaluation team have a fixed time period in which to report therefore all AHSNs need to 
ensure that they inform the AF Programme Manager (Faye Edwards) when devices have been 
deployed as this will directly impact on the evaluation.  
 
Usage data from all devices should be collected until March 31st 2019 in order to demonstrate 
the impact of this project over time.   
 
 
 
  



mailto:Julia.reynolds@innovationagencynwc.nhs.uk

mailto:Chris.crockford@cardiocity.com

https://www.gov.uk/government/publications/managing-medical-devices
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Appendix 1. 
 


Privacy Impact Assessment Template 
Section 1: Background Information 
 


Project Name: Mobile ECG device 
roll out  


  


Organisation Lancashire Care 
Foundation Trust acting as host for 
the Innovation Agency Academic 
Health Science Network 


 


Assessment Completed By Faye 
Edwards 


  


Job Title.  
AF Programme manager, AHSN 
Network  


  


Date completed 29/11/2017   


Phone  07918 338725   


E-mail faye.edwards3@nhs,net    


Project/Change Outline - What is it that is being planned? If you have already produced this as part of the project's 
Project Initiation Document or Business Case etc. you may make reference to this, however a brief description of 
the project/process being assessed is still required. 


 
Atrial fibrillation (AF) is the most common sustained cardiac arrhythmia.1 The prevalence of AF in 
England is likely to be close to 2.0%, which equates to about 835,000 people living with the 
condition. If left untreated atrial fibrillation is a significant risk factor for stroke and other 
morbidities.2 People with AF have a higher prevalence of heart failure, myocardial infarction, 
hypertension, angina and diabetes and AF is associated with a 5-fold increase in the risk of stroke.1  
 
AF may have non-specific symptoms or no symptoms at all. It is often only diagnosed following 
serious complications including stroke, thromboembolism and heart failure. The NICE guideline on 
atrial fibrillation states that assessing for an irregular pulse in patients presenting with certain 
symptoms, and performing an ECG for all patients in whom an irregular pulse has been detected, 
can detect AF before serious complications develop.1,2 


 
Mobile ECG devices were highlighted by Simon Stevens at NHS Confed 2016 as an area for NHS 
innovation. NHS England has identified funding to help stimulate the market and increase the 
uptake to innovative mobile ECG technologies in primary and community care.  
 
The Innovation Agency will use the funding to purchase mobile ECG technology that can be used to 
detect AF in the community, on behalf of all Academic Health Science Networks (AHSNs) and they 
will lead the allocation and distribution of devices across participating AHSNs. A range of mobile 


                                                


1 NICE Medtech innovation briefing [MIB35] AliveCor Heart Monitor and AliveECG app (Kardia Mobile) for detecting atrial fibrillation. 
published date: August 2015 
2 NICE Clinical guideline [CG180] Atrial fibrillation: management. Last updated: August 2014 
2 Please see https://www.nice.org.uk/guidance/cg180/chapter/1-Recommendations#diagnosis-and-assessment for more information 



mailto:faye.edwards3@nhs,net

https://www.nice.org.uk/advice/mib35/chapter/Introduction

https://www.nice.org.uk/guidance/cg180/chapter/Introduction

https://www.nice.org.uk/guidance/cg180/chapter/1-Recommendations#diagnosis-and-assessment
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ECG device types will be available through this project (these have met the product specification 
laid out by NHS England). They are: Kardia by Alivecor, MyDiagnostick, WatchBP, Rhythm Pad by 
CardioCity and Impulse by Plessey. The only device which holds data outside the device is Kardia, 
which operates through a mobile application (app) which is downloaded to a smart phone or 
tablet. 
 
Each AHSN has identified suitable sites for distribution based on the agreed device allocations 
(defined from population statistics). Each AHSN will monitor use of the devices and provide 
implementation support.  They will work with an evaluation team to ensure effective data 
collection and dissemination of learning. The national AHSN AF steering group will oversee 
progress. Kardia Mobile is the only device which works with an app and has ECG traces stored by 
Alive Cor and this will be the focus of the PIA. 
  
Purpose / Objectives - Why is it being undertaken?  This could be the objective of the process or the purpose of the 
system being implemented as part of the project. 


 
The purpose of this project is to use Mobile ECG technology to facilitate more opportune and 
timelier detection of AF in primary care. This project has provided the AHSNs with the potential to 
collectively demonstrate their value, not just in supporting the distribution of these devices, but 
also by rigorous capture of their use and impact in clinical practice. 
 
The objectives (as specified by the evaluation questions identified by NHS England), include: 


 What environments are the devices most effective in? 


 What features of the implementation packages are most effective? 


 What impact has the programme had on the market place? 


 What health economic aspects has the programme achieved? 


 What impact has the programme had on providers? 


 What impact has the programme had on patient outcomes? 


 What is the impact on providers? 
 
What is the purpose of collecting the information within the system?  For example patient treatment, patient 
administration, research, audit, reporting, staff administration etc. 


 


Introducing mobile ECG device technology into a clinical pathway creates the requirement for data 
to be collected on the outcome for 2 purposes.  
For the purpose of clinical record keeping and to facilitate onward referral if required. 
To demonstrate the impact of the use of mobile ECG technology in the detection of AF. This data 
will allow the evaluation team and AHSNs to answer the objectives outlined in the business case.  
 
What are the potential privacy impacts of this proposal - how will this change impact upon the data subject? 
Provide a brief summary of what you feel these could be, it could be that specific information is being held that 
hasn't previously or that the level of information about an individual is increasing. 
 


Kardia Alivecor: 







                                         


 


17 


 


This device works with the Kardia smartphone app, the privacy statement for which can be found 
at   https://www.alivecor.com/privacy/en/ .  
 
Kardia - A health care professional (HCP) will download the app to their own or NHS smart-phone 
or tablet device. In doing so they accept the terms and conditions and enter their NHS.net email 
address, they should also switch off the voice recording function within the app. We advise that 
they do not enter any personal or biometric information into the app.  
 
When taking a patient’s ECG trace HCPs should use the “Guest EKG” function and never enter any 
patient identifiable information (PID) or voice recording to associate with the trace.  This will 
ensure that the patient trace has no identifiable features when it is stored by Alive Cor. 
 
 
Privacy impact: 
The Kardia app for new users has a ‘basic’ and a ‘premium’ (paid for - £10 monthly) version. The 
premium version is available free for the first month.  The basic app allows the recording of a 
single ECG trace, which is not stored locally or online; whilst the premium service allows the user 
to store ECG traces locally (on the mobile phone or tablet device) and within a web-based version 
of the app which can be accessed online.  
Risks: 
Premium app is provided for free for the first 30 days, therefore users will be required to delete all 
traces from the journal (i.e remove them from local storage on the app) and to follow the guidance 
(not adding any PID to the trace). Or should not use the app during this 30 day period. We advise 
ignoring the premium function. 
 
 
Transfer of data: 
AliveCor collects and monitors usage data on all traces taken such as human ECG data, including 
the ECG measurement itself, mobile device accelerometer data, average heart rate, the location 
on the body where the ECG recording was taken (e.g. hand or chest), local time, time zone and 
geographic location of ECG acquisition. If any PID or voice recording is added to a trace this will 
also be shared (we advise against this in the guidance).   
 
The data server for European customers is located inFrankfurt Germany . Any user data that leaves 
the EU is de-identified, complying with EU medical device regulations. 
  
Provide details of any previous Privacy Impact Assessment or other form of personal data compliance assessment 
done on this initiative.   If this is a change to an existing system, a PIA may have been undertaken during the project 
implementation  
 


The AHSN Network has developed a guidance document for the use of mobile devices. This 
includes guidance recommends the use of the basic app as outlined above.   
 
 
 
 
 



https://www.alivecor.com/privacy/en/
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Stakeholders - who is involved in this project/change? Please list stakeholders, including internal, external, 
organisations (public/private/third) and groups that may be affected by this system/change. 


 


NHS England  
Lancashire Care Foundation Trust 
Academic Health Science Networks 
Recipient organisations (for example, CCGs, GP’s, clinical primary care teams)   
 


  
Section 2: The Data Involved 
 


What data is being collected, shared or used?   
(If there is a chart or diagram to explain attach it as an appendix)   


 Data Type Justifications – there must be justification for 
collecting the particular items and these must 
be specified here – consider which data items 
you could remove, without compromising the 
needs of the project? 


Information that 
identifies the 
individual and 
their personal 
characteristics  


Name   ☒ The HCP who installs the app on their mobile 
phone/tablet device will be required to add this 
information. This information is not collected 
about the patient as they are considered a 
“guest” when the app is in use.  
 
Should a patient set up the Kardia app on their 
own device they would be accepting the terms 
and conditions of the App, which outlines how 
the data is stored. This is not advised under this 
roll out. 
 
The employer of the HCP is the Data Controller 
for this process not LCFT or AHSN, and that the 
“name” will be the EKG Guest mode 
 
 


Address  ☐ 
Postcode  ☐ 
Dob   ☐ 
Age   ☐ 
Sex   ☐ 
Gender   ☐ 
Racial/ethnic origin   ☐ 
Tel no.   ☐ 
Physical description  ☐ 
NHS no.   ☐ 
Mobile/home phone no.   ☐ 
Email address   ☒ 


 
 Yes N/A Justification 


Information relating to the individual’s 
physical or mental health or condition 


☒ 
 


☐ 
 


Data collected from the use of the Kardia 
device includes human ECG data, including the 
ECG measurement itself, mobile device 
accelerometer data, average heart rate, the 
location on the body where the ECG recording 
was taken (e.g. hand or chest), local time, time 
zone and geographic location of ECG 
acquisition. 
 


Information relating to the individual’s 
sexual life 


☐ 
 


☒ 
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Information relating to the family of the 
individual and the individuals lifestyle 
and social circumstances 


☐ 
 
 


☒ 
 
 


 


Information relating to any offences 
committed or alleged to be committed 
by the individual 


☐ 
 
 


☒ 
 
 


 


Information relating to criminal 
proceedings, outcomes and sentences 
regarding the individual 


☐ 
 


☒ 
 


 


Information which relates to the 
education and any professional training 
of the individual 


☐ 
 
 


☒ 
 
 


 


Employment and career history ☐ ☒  


Information relating to the financial 
affairs of the individual 


☐ 
 


☒ 
 


 


Information relating to the individual’s 
religion or other beliefs 


☐ 
 


☒ 
 


 


Information relating to the individual’s 
membership of a trade union 


☐ 
 


☒ 
 


 


Section 3: Assessment 
 


  
Question  


 
Response 


 
Required Action 
E.g. Seek 
Information 
Governance advice 


Le
ga


l c
o


m
p


lia
n


ce
 –


 is
 it


 f
ai


r 
an


d
 la


w
fu


l?
 


What is the legal basis for 
processing the information? 
This should include which 
conditions for processing under 
the Data Protection Act 1998 
apply and the common law 
duty of confidentiality.  


 
 
Health care purposes and medical research 


 


a - Is the processing of 
individual’s information likely 
to interfere with the ‘right to 
privacy’ under Article 8 of the 
Human Rights Act?   
 
b - Have you identified the 
social need and aims of the 
initiative and are the planned 
actions a proportionate 
response to the social need? 


No 
 
 
 
 
 
Yes  


 


It is important that individuals 
affected by the initiative are 
informed as to what is 
happening with their 


Consent to take an ECG with the device will be 
taken by the health care professional in the 
usual way as with performing any test in the 
context of healthcare.  


No additional 
consent is needed 
if the transferred is 
anonymised 
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information.  Is this covered by 
fair processing information 
already provided to individuals 
or is a new or revised 
communication needed?  


If you are relying on consent to 
process personal data, how 
will consent be obtained and 
recorded, what information 
will be provided to support the 
consent process and what will 
you do if permission is 
withheld or given but later 
withdrawn? 


This will be in keeping with carrying out 
medical tests in the course of a consultation. 
Data will be stored anonymously and therefore 
could not be accessed if patients wanted to 
remove it. If permission for the test is not 
granted it will not be performed. No additional 
consent is needed. 


 


P
u


rp
o


se
 


Does the project involve the 
use of existing personal data 
for new purposes? 


No   


Are potential new purposes 
likely to be identified as the 
scope of the project expands? 


No   


A
d


eq
u


ac
y 


Is the information you are 
using likely to be of good 
enough quality for the 
purposes it is used for? 


Yes 
 


 


A
cc


u
ra


te
 a


n
d


 u
p


 t
o


 
d


at
e


 


Are you able to amend 
information when necessary to 
ensure it is up to date? 


No   


How are you ensuring that 
personal data obtained from 
individuals or other 
organisations is accurate? 


Kardia provides an initial diagnostic test to 
confirm a diagnosis the patients would be 
referred for a 12 lead ECG 
 


 


R
e


te
n


ti
o


n
 


What are the retention periods 
for the personal information 
and how will this be 
implemented? 


It is anonymous, but the trace can be emailed 
to the clinician for inclusion into the clinical 
record  


 


Are there any exceptional 
circumstances for retaining 
certain data for longer than 
the normal period? 


N/A  


How will information be fully 
anonymised or destroyed after 
it is no longer necessary? 


https://www.alivecor.com/privacy/en/ outlines 
how the data is processed and stored securely. 
 
Data is anonymised as per guidance given to 
the HCP.  No PID is associated with the trace 


 



https://www.alivecor.com/privacy/en/
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before it goes into the clinical record (if an 
abnormality is found). 


R
ig


h
ts


 o
f 


th
e 


in
d


iv
id


u
al


 


How will you action requests 
from individuals (or someone 
acting on their behalf) for 
access to their personal 
information once held? 


No PID will be held.  
Removal of data from the Kardia app this will 
be in accordance with the Alivecor privacy 
policy 
https://www.alivecor.com/privacy/en/ 


 


A
p


p
ro


p
ri


at
e


 t
ec


h
n


ic
al


  a
n


d
 o


rg
an


is
at


io
n


al
 m


e
as


u
re


s 
 


What procedures are in place 
to ensure that all staff with 
access to the information have 
adequate information 
governance training? 


Guidance on using the device will be given to all 
recipients of Kardia.  
Devices will be given to HCPs who are required 
to comply with NHS information governance 
standards  


 


If you are using an electronic 
system to process the 
information, what security 
measures are in place? 


System securities and only non-personal data is 
being transferred 


 


How will the information be 
provided, collated and used?   


By HCP from a patient, Aggregated outcome 
data will be collected as part of the evaluation. 


 


What security measures will be 
used to transfer the 
identifiable information? 


How data is stored is outlined here 
https://www.alivecor.com/privacy/en/ 
Alive cor use Amazon Web services to host 
their data cloud. AWS maintains certification 
with robust security standards, such as ISO 
27001, SOC 1/2/3 and PCI DSS Level 1. AWS is 
responsible for the security of the underlying 
Cloud infrastructure (Security of the Cloud) and 
Alive Cor is responsible for the security of their 
data and applications (Security in the Cloud). 
AWS has teams of Solutions Architects, Account 
Managers, Consultants, Cloud Security Best 
Practices are followed.  


 


Tr
an


sf
er


s 
b


o
th


 in
te


rn
al


 a
n


d
 


ex
te


rn
al


  i
n


cl
u


d
in


g 
o


u
ts


id
e 


o
f 


th
e 


EE
A


 


Will individual’s personal 
information be disclosed 
internally/externally in 
identifiable form and if so to 
who, how and why? 


No, it will only be used in an identifiable form 
as part of the clinical record 


 


Will personal data be 
transferred to a country 
outside of the European 
Economic Area? If yes, what 
arrangements will be in place 
to safeguard the personal 
data? 


N/A  



https://www.alivecor.com/privacy/en/

https://www.alivecor.com/privacy/en/

https://aws.amazon.com/compliance/iso-27001-faqs/

https://aws.amazon.com/compliance/iso-27001-faqs/

https://aws.amazon.com/compliance/soc-faqs/

https://aws.amazon.com/compliance/pci-dss-level-1-faqs/
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C
o


n
su


lt
at


io
n


 


Who should you consult to 
identify the privacy risks and 
how will you do this? Identify 
both internal and external 
stakeholders. Link back to 
stakeholders on page 3. 


The Innovation Agency (hosted by Lancs Care) 
is responsible for the distribution of the Kardia 
devices (the project is funded by NHS England). 
Distribution will be made through the 15 
AHSNs. Risks have been discussed with all these 
parties and specific IG advise sought from 
Lancashire Care who have supported this 
guidance and IG lead at Guys and St Thomas’ 
Foundation Trusts.  


 


Following the consultation – 
what privacy risks have been 
raised? E.g. Legal basis for 
collecting and using the 
information, security of the 
information in transit etc.  


Issues which have been raised are: the transfer 
of PID - Guidance issued to mitigate this and 
the transfer and storage of anonymous data 
outside the NHS (on Amazon Web servers. 


 


G
u


id
an


ce
 


u
se


d
 


List any national guidance 
applicable to the initiative that 
is referred to. 


 
https://www.england.nhs.uk/publication/nhs-
england-innovation-and-technology-tariff-
2017-to-2019-technical-notes/ 
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Section 3 – Privacy issues identified and risk analysis  
Identify the privacy and related risks (see Appendix 1 for further information) 
Nb. By allocating a reference number to each identified privacy issue will ensure you link back to this 
throughout the rest of the assessment. Column (a), (b) and/or (c) must be completed for each privacy issue 
identified in column  
 
Table 1 


Ref 
No.   
 


Privacy issue – 
element of the 
initiative that gives 
rise to the risk 


Risk to individuals 
(complete if 
appropriate to issue 
or put not 
applicable) 


Compliance risk 
(complete if 
appropriate to issue 
or put not 
applicable) 


Associated 
organisation/corpor
ate risk (complete if 
appropriate to issue 
or put not 
applicable) 


PR1 
 
 
 


Individuals are not 
aware that their 
data is being 
processed and held 
outside the NHS  


Individuals not 
aware that their 
data is being held 
outside the NHS by a 
third party  


Non-compliance 
with DPA principle 1 
– fair and lawful 
processing 


May lead to public 
mistrust 
May lead to 
negative view of 
technology and NHS 
 


 
PR2 
 
 


HCP do not adhere 
to guidance and add 
PID to their ECG 
readings 


Identifiable data is 
being held outside 
the NHS, which has 
not been discussed 
with the individual 


Non-compliance 
with DPA principle 1 
– fair and lawful 
processing 


May lead to sanction 
by the Information 
Commissioners 
office (ICO) 
May lead to legal 
challenge 
May bring 
programme AHSN 
and NHS E into 
disrepute 
May lead to public 
mistrust 
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Identify the privacy solutions  
Table 2 


Ref 
No. 
 


Risk – taken from 
column (a), (b) and/or 
(c) in table 1. 


Risk score – 
see tables at 
Appendix 2 


Proposed 
solution(s) 
/mitigating 
action(s)  


Result: is the 
risk 
accepted, 
eliminated, 
or reduced? 


Risk to 
individuals 
is now OK? 
Signed off 
by? 


Li
ke


lih
o


o
d


 


Im
p


ac
t 


R
A


G
 s


ta
tu


s 


   


 
PR1 
 
 


Individuals not aware 
that their data is 
being held outside the 
NHS by a third party. 
 
Non-compliance with 
DPA principle 1 – fair 
and lawful processing  
 
May lead to public 
mistrust 
May lead to negative 
view of technology 
and NHS 
 


1 4  


Guidance to be 
developed and 
implemented by 
AHSNs to ensure 
that all recipients 
of Kardia mobiles 
are aware of 
discussing this 
with patients. 
Information is 
made available to 
patients about 
how their data is 
stored. 
Implementation 
of this will be 
overseen by the 
Community of 
practice and 
steering group. 


Reduced to 
an 
acceptable 
level (it is not 
possible to 
eliminate at 
this stage as 
the Guidance 
and 
implementati
on will need 
to ensure it 
addresses all 
aspects to 
enable 
individuals to 
be fully 
informed. 


Lancashire 
Care IG lead 
 
AHSN 
National AF 
Steering 
Group 
 
Risks will be 
assessed 
regularly, 
with 
feedback 
from AHSNs 


 
 
 
 


HCP do not adhere to 
guidance and add PID 
to their ECG readings 
 
 
Identifiable data is 
being held outside the 
NHS, which has not 
been discussed with 
the individual 
 


1 5  This will be 
mitigated by: 
 
Production and 
implementation 
of guidance 
 
Training provided 
with the guidance 
 
Internal 
organisation IG 
training 
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Non-compliance with 
DPA principle 1 – fair 
and lawful processing 
 
May lead to sanction 
by the Information 
Commissioners office 
(ICO) 
May lead to legal 
challenge 
May bring 
programme AHSN and 
NHS E into disrepute 
May lead to public 
mistrust 
 
 
 


 
Advising the 
organisation who 
employs the 
individual of the 
project and this 
issues involved 
 
Communication 
provided in the 
environment on 
using the devices 
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Integrate the PIA outcomes back into the project plan  
NB. This must include any actions identified in Table 1 and Table 2. 
 


Who is responsible for integrating the PIA outcomes back in to the project plan and updating any 
project management paperwork?  Who is responsible for implementing the solutions that have 
been approved?  Who is the contact for any privacy concerns which may arise in the future? 


Ref 
No. 
 


Action to be taken Date for 
completion 
of actions 


Anticipated risk 
score following 
mitigation 


Responsibility for 
action – job title 
not names 


Current 
status/progres
s 


Li
ke


lih
o


o
d


 


Im
p


ac
t 


R
A


G
 s
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PR1 
 
 


 
Guidance is 
developed 


December 
2017 


1 2  


Project Manager 
to develop 
guidance and 
communication 
for data 
controllers and 
users of the App 


Guidance is 
developed and 
communicatio
n in progress. 
All AHSN leads 
are tasked 
with 
implementing 
this when they 
distribute the 
devices 


 
PR2 
 
 


Sign off and 
agreement  
 
Governance process 


December 
2017 


1 3    


 
 
 
 


       


 
Kardia mobile data Flow map 


Kardia mobile data flow - Page 1.png
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Privacy Notice relating to the use of AliveCor Kardia mobile 


devices (under the NHS England national roll out) 


During your appointment today your pulse rhythm was checked using an AliveCor Kardia 


device. You may have noticed that the device is linked to a 


smartphone or tablet computer to capture your ECG trace. 


What information is collected about you and how will it be used? 


 None of your personal information is added to the app or stored 


on the smart phone. 
 


 Should your ECG trace require further assessment, your health 


care professional will securely transfer the trace using NHSmail 


(accounts ending in @nhs.net), only adding your essential 


personal information to the email and not into the app. NHS.net is 


a secure national email service which enables the safe and secure 


exchange of sensitive and patient identifiable information within the NHS.  
 


 Your health care professional will add information about the ECG outcome to your local electronic 


health record. 
 


 Your health care professional should use the Basic Kardia app which prevents the storage of any 


ECG traces within the app on the smartphone or tablet computer. 


 
Will my data be shared?  


 The Alivecor Kardia app is designed for personal or professional use. Your health care professional 


will have created their own Kardia account and will use the ‘guest’ function to take your trace. This 


ensures that none of your personal information is ever shared with AliveCor, only your anonymous 


ECG trace.  
 


 All ECG traces taken in the EU using an AliveCor Kardia device are uploaded into the AliveCor servers 


in Germany. Each ECG has an unique ID and cannot be tied back to the user’s account. 
 


 All data is encrypted during transfer and at rest with AES encryption. 
 


Kardia meet the requirements of EU data protection law and are HIPAA compliant in the USA.  Any user 


data that leaves the EU is de-identified, complying with EU medical device regulations regarding security 


and privacy.  


For any comments or queries please contact your local Academic Health Science Network.  
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1. Parties 


The Parties to this Local Memorandum of Understanding (“MoU”) are: 


(A) Recipient organisation :……………………………………………………… 


(B) The Health Innovation Network (the "HIN) 


Throughout this MoU the following terms shall refer to the following: 


Term Description/organisation 


AHSN  Health Innovation Network Academic Health Science 
Network, South London   


Recipient Organisation  ………………………………………………………………….. 


Local MOU MOU constituting an agreement between the Health 
Innovation Network and the recipient organisation  


 


2. Background to the Local MOU 


As part of a national drive to reduce strokes caused by AF NHS England have formalised the 


procurement of £500k worth of mobile ECG devices, which will be disseminated through the Academic 


Health Science Networks.  Health Innovation Network as the AHSN for South London invited 


expressions of interest (EOI) from south London CCGs and local networks with a clear vision of how 


these devices will be deployed and outcomes measured.  The mobile ECG devices on offer through 


this scheme are the Kardia Mobile ECG and app, Watch BP Home A, CardioCity, My Diagnostick and 


ImPulse.  Recipient organisations in South London will receive AF detection devices from the Health 


Innovation Network for use in community settings.    


3. Purpose of the MoU  


This MoU sets out the: 


a) Ownership of devices  
b) Obligations of the AHSN and the recipient organization including, responsibilities for the 


device, training of staff and data collection 


4. Introduction  
 


The main outcome for this project is to improve the detection of people with Atrial Fibrillation.   


 Strokes caused by Atrial Fibrillation (AF) are severe and are associated with significant 
mortality and morbidity.  


 Detecting AF through opportunistic pulse rhythm checks has been demonstrated to be an 
effective low cost method for reducing AF related strokes.   


 Nationally and in south London there is significant room for improvement to reduce the gap 
between expected and actual prevalence of AF.  


This project will identify which clinical settings are most effective in the detection of AF, in order to 


reduce the prevalence gap.  Consideration should be given to how mobile ECG technology will be 


incorporated into the AF pathway and how further investigation (12 lead ECG) and treatment 
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(anticoagulation or other treatments) for anyone identified as ‘possible Atrial Fibrillation’ will be initiated 


in a timely manner.   


We recognize it is important to demonstrate to the public the importance of regular pulse rhythm 


checks, a normal pulse rhythm at a single point in time does not guarantee that patients do not have 


paroxysmal (intermittent) AF, or that they will never develop AF during their lifetime.  Lead 


organisations should consider how this message will be conveyed to individuals receiving a pulse 


rhythm check. 


5.  Project development 


 The recipient organisation will agree a local strategy to increase detection of AF through the use 
mobile ECG devices received as part of this project. The AHSN will assist in supporting this 
strategy 


 With the support of the AHSN they will engage local stakeholders to ensure the pathways for 
referral to further assessment (i.e. a 12 lead ECG) are in place  


 The recipient organisation is responsible for the integration of mobile ECG technology into the 
local AF pathway and should consider how anyone identified as requiring anticoagulation 
(CHA2DS2Vasc score of 2 or more) receives this in a timely manner 


 The recipient is responsible for implementing local public AF awareness raising initiatives and 
coordinating local communications 


 The recipient organisation is responsible for considering how pulse rhythm checking should be 
including in local commissioning intentions    


6. Obligations of both parties 
Device ownership: Roles and Responsibilities 


Responsibility for the devices is transferred to the recipient organisation on supply by the AHSN.   


This includes responsibility for the storage and maintenance of the devices, for example, the Kardia 


Mobile ECG will need replacement batteries over time, WatchBP will need annual calibration.  


Recipient organisations and / or providers acting on their behalf are responsible for the clinical use of 


these devices.  


Information Governance 


On receipt of the devices, the recipient organisation acknowledges their responsibility to ensure that 


national and local information governance requirements are adhered to. 


All data should be: 


• Held securely and confidentially. 
• Obtained fairly and lawfully. 
• Recorded accurately and reliably. 
• Used effectively and ethically, and 
• Shared and disclosed appropriately and lawfully. 
 


No Patient Identifiable Data (PID) should be transmitted or stored outside of secure 


systems. Recipients of mobile ECG devices should be aware of their responsibility to 
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maintain data security when using mobile ECG devices. The AHSN Network advises that all 


mobile phones or tablet devices used with the Kardia mobile device and application should 


have nhs.net configured as the default email in order to transfer ECG traces securely if 


required.   No patient identifiable data (PID) or pseudonymised data (NHS or EMIS numbers) 


should be stored on mobile devices or added to any ECG traces within the Kardia mobile 


application. Should an ECG require further review it must be sent securely (exported as a 


PDF) from the app via an NHS.net email account, to be received by another NHS.net 


account.  


The AHSN network advises the use of the Kardia basic app, to prevent traces being stored 


locally on the mobile phone or tablet and that the app should be logged out at the end of each 


session.  


All traces should be taken in the guest mode function.  
Training  


The AHSN will provide training and guidance for the recipient organisation and / or providers acting in 
their behalf on the following: 


 Use and maintenance of the device, including setting up device and mobile app if applicable  


 Information governance guidance  


 Infection control 


 Data collection 


 What advice to give the individual having a mobile ECG relating to the possible outcomes, 
including the importance of ’Know your Pulse’ 


 
The recipient organisation will ensure that those using the device attend the training and read written 
guidance. 
 
Data reporting 


In order to demonstrate the collective impact of this project across all 15 AHSNs the recipient 


organisation is required to provide information on their deployment and usage.    


 Data on usage of the Kardia mobile ECG and app is being undertaken centrally, all users of Kardia 


mobile app must register their account at https://ecgod.co.uk/ahsn  


 For all other (non-Kardia) devices, the recipient organisation will need to ensure a data collection 
process is in place to report to the AF project manager at the Health Innovation Network on the 
following metrics on the 1st of each month (or on the closest working day): 


 Settings in which the devices will be deployed 


 Number of people screened using the devices 


 Number who were identified as ‘possible AF’, ‘unclassified’ / ‘unreadable’ (see the training 
guide for more information) 


 
Methods for data collection and reporting will be agreed with the recipient organisation on a case by 
case basis. 



https://ecgod.co.uk/ahsn
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7. Contact information  


AHSN: 


Contact Name: 


 


Email  


Tel  


 
Recipient Organisation: 
 


Contact Name: 


 


Email  


Tel  


 


8. Signatures 


 
Signed and on behalf of AHSN 
 
Name……………………………………………………………………………………………………………… 
 
Signature…………………………………………………………………………………………………………… 
 
Role………………………………………………………………………………………………………………… 
 
Organisation……………………………………………………………………………………………………… 
 
Date………………………………………………………………………………………………………………… 
 
Signed and on behalf of recipient organisation 
 
Name……………………………………………………………………………………………………………… 
 
Signature…………………………………………………………………………………………………………… 
 
Role………………………………………………………………………………………………………………… 
 
Organisation……………………………………………………………………………………………………… 
 
Date………………………………………………………………………………………………………………… 
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08/06/2018 


Sent via email to chris.crockford@Cardiocity.com 
 
Dear Dr Crockford,  
 
Thank you for your letter emailed on 11th May 2018 containing your Freedom of Information Act 
Request.  I am now in a position to respond on behalf of Eastern Academic Health Science Network 
(“Eastern AHSN”) and the national network of AHSNs. In accordance with our obligations under the 
Freedom of Information Act, we have consulted with those bodies likely to be affected by your 
request, and we understand that your request has been sent to a number of different public 
authorities.  This is therefore a unified response on behalf of each public authority that has received 
your request.  
 
Request 
 
1 The number of ECG devices that your organisation has distributed under the Innovation 


Technology Tariff and their types.   
 


Response 
 
We confirm that this information is held.  However, this information is exempt under section 22(1) of 
the Freedom of Information Act 2000, on the basis that this is information intended for future 
publication, as outlined further below.   
 
However, in the interests of transparency, we are able to provide overall figures for the distribution to 
date of devices for all participants in the national Mobile ECG Project, which took effect from 1 April 
2018, as follows:- 
 


Item Numbers 


Kardia  5,732 


MyDiagnostick 46 


Cardiocity 14 


ImPulse 5 


Watch BP 424 


Total 6,221 


 
At the outset of this project, it was planned that there would be a detailed report produced at its 
conclusion assessing the impact, effectiveness and utility of the use of mobile ECG devices in 
detecting cases of atrial fibrillation that would otherwise go undiagnosed.  The intention was, and is, 
that this report would be published so that NHS commissioners would be able to assess whether 
such devices should be commissioned in their area.  It is anticipated that this report will be 
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completed and published during the financial year beginning 1 April 2019.  This is likely to be in the 
early months of 2020 following the publication of NHS QoF data in October 2019.   
 
Where such a project is ongoing, we consider that the release of incomplete data sets, out of the 
context of a complete overview and full contextual information, will do little to advance the public 
understanding of the project or issues, and furthermore has the potential be misleading.   
 
We understand that there is a public interest in knowing the scale of this project, hence the 
information disclosed above, but we consider that otherwise it is reasonable in all the circumstances 
for the release of the information you have requested to take place at the conclusion of the project, 
in accordance with its planned publication.   
 
 
Request 
 
2 The estimated usage of these devices, how many readings per device per month to date. 
 
Response 
 
   
As a point of clarification, we do not hold any recorded estimate of the usage of these devices, 
though we acknowledge that it will be possible to make enquiries to establish the number of 
readings per device per month to date.   
 
We are keeping track of how the devices are used in order to inform our project evaluation.  More 
details of what this entails is included in our guidance document attached. However, for the reasons 
set out above, we consider this information is exempt pursuant to section 22(1) of the Freedom of 
Information Act 2000 in that the information is intended for future publication. 
 
 
 
Request 
 
3 The number of cases of true positive atrial fibrillation that the devices have found 


 
Response 
 
Again, for the sake of clarity, what is recorded in the course of the project is set out in the enclosed 
Guidance information (see below).  This is not quite the same thing as the number of cases of true 
positive atrial fibrillation that the devices have found.  Technically, therefore, this information is not 
held. It is recommended that a 12-lead ECG be always obtained in order to confirm a diagnosis of 
Atrial Fibrillation, although the actual number of onward referrals that the devices have generated will 
be unobtainable. 
 
Again, for the reasons set above, we consider that any other information relating to readings from 
devices is exempt under section 22(1) of the Freedom of Information Act 2000 as this information is 
intended for future publication.  
 
Request 
 
4 The guidance information you have sent out to all organisations using this device 







 


 


Visit our website: www.eahsn.org 


Follow us on Twitter: @TheEAHSN 


Telephone: 01223 661 500 


Eastern Academic Health Science Network 
Unit C, Magog Court, Great Shelford, Cambridge, CB22 3AD 
Company registration number: 08530726           
VAT number: GB176541002 


 


 
Response 
 
Please see enclosed Guidance document.   
 
Public Interest Balancing Test 
 
Section 22 is a qualified exemption, and it therefore only applies if we are satisfied that the public 
interest in withholding the information is greater than the public interest in disclosure.   
 
We accept that in general there is a public interest in being informed of the work public authorities 
such as ourselves are undertaking to utilise new methods of providing care and new uses of 
technology.  We also accept that there is a public interest in knowing what devices are being tested, 
and in what number. 
 
However, we also consider that there is a public interest in ensuring project such as this are assessed 
and evaluated on the basis of complete data, and the public interests served by the project in 
improving diagnosis and care are likely to be impaired if incomplete data sets are released as attempts 
to analyse and draw conclusions from those incomplete data sets could be undertaken.  The release 
of the incomplete datasets is also unlikely to further the public understanding of the project.   
 
We are satisfied that the public interest in maintaining the planned publication date outweighs the 
public interest in releasing the information now. 
 
Other matters 
 
Though, strictly speaking, not a Freedom of Information request, we note that your letter also outlines 
your concerns regarding the usage of the AliveCor Kardia device.   
 
As you will see from the enclosed Guidance information, we consider that your letter is based on the 
mistaken assumption that personal data of patients is passed to AliveCor Kardia, the manufacturers 
of the ECG device.  The only information passed to the manufacturer is the ECG trace itself, which is 
devoid of any identifiers or any other information derived from patients that could lead to their 
identification.  This bare ECG trace is anonymous and is therefore not personal data or patient 
identifiable data.   
 
As you will see from the enclosed Guidance information, we are nevertheless careful to ensure that 
there is full transparency to patients as to what happens when the ECG device is used and, in 
particular, that there is transparency regarding the transfer of the anonymised ECG trace.   
 
We are not in a position to comment on what may or may not have been said in the workshop of 22nd 
January 2018, save that we would observe that, irrespective of what the position might be in relation 
to other users of the devices, the data flows utilised in the Mobile ECG Project were compliant with 
the Data Protection 1998, and are compliant with the GDPR and Data Protection Act 2018.   AliveCor 
are also members of the EU/US Privacy Shield scheme. 
 
Accordingly, we cannot accept that there is any parallel to be drawn between the legitimate and 
transparent usage of data in this project, and the potential issues arising out of the 
Facebook/Cambridge Analytica data usage.  
 
We trust that this addresses your concerns.  
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If you are dissatisfied with this response to your Freedom of Information Request you may ask for a 
reconsideration of our response by writing to Professor Mike Hannay, Chair of the national AHSN 
Network.  Prof. Hannay can be reached at:  
 
East Midlands Academic Health Science Network 


C Floor, Institute of Mental Health,  


University of Nottingham Innovation Park 


Triumph Road, Nottingham 
NG7 2TU  


 
You also have the right to seek a decision from the Information Commissioner as to whether we have 
dealt with your request correctly.  The Information Commissioner can be contacted at: 
 
Wycliffe House 
Water Lane 
Wilmslow 
Cheshire 
SK9 5AF 
 
 
Yours sincerely,  
 
 
 


 
 
 
Piers Ricketts 
Chief Executive Officer, Eastern AHSN 
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1. Introduction 
 
Privacy Impact Assessments (PIAs)1serve to ensure that the organisation remains compliant with 
legislation and NHS requirements such as the Information Governance Toolkit, which determine 
the use of Personal Confidential Data (PCD)2. PIAs aid organisations in determining how a 
particular project, process or system will affect the privacy of the individual. The PIA Screening 
Questions and Privacy Impact Assessment have been developed to provide an assessment prior to 
new services or new information processing/sharing systems being introduced. A PIA is less 
effective when key decisions have already been taken. 
 
PIAs identify the most effective way to comply with data protection obligations and meet 
individuals’ expectations of privacy. An effective PIA will allow for the identification and remedy 
problems at an early stage, reducing potential distress, subsequent complaints and the associated 
costs and damage to reputation which might otherwise occur.  
 
It is important to consider whether a PIA is required once the objectives/aims of the project are 
identified, what is required to successfully meet these and how it is envisaged this will happen, 
whilst ensuring privacy of personal identifiable information. 
 
Conducting a PIA does not have to be complex or time consuming, if considered at an early stage. 
 
2. Privacy Impact Assessments 
 
PIAs identify privacy risks, foresee problems and bring forward solutions. A successful PIA will: 


 identify and manage risks in respect of privacy of personal identifiable information(see 
Appendix A for examples) 


 avoid inadequate solutions to privacy risks 


 avoid unnecessary costs 


 avoid loss of trust and reputation 


 inform the organisation’s communication strategy  


 meet or exceed legal requirements 
 
The Information Commissioners Office (ICO) has produced guidance materials on which this 
procedure is based (see Appendix C). 
 
Consideration as to whether a PIA should be completed is mandated through the General Data 
Protection Regulation (EU) 2016/679. PIAs ensure that privacy concerns have been considered and 
serve to assure the organisation regarding the security and confidentiality of the personal 
identifiable information. 
 
  


                                                      
1
 Under the Data Protection Act, the Information Commissioners Office established a Privacy Impact 


Assessment Code of Practice, the term Privacy Impact Assessment is used within this document as equivalent 
to “Data Protection Impact Assessment” as referenced within the General Data Protection Regulation (EU) 
2016/679. 
2
 Personal Confidential Data has also been referred to as Patient Identifiable Data (PID), Patient Identifiable 


Information (PII), Confidential Patient Information (CPI) and as personally identifiable. 
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3. Purpose of a PIA 
 
A PIA should serve to: 


 identify privacy risks to individuals 


 identify privacy and Data Protection compliance liabilities 


 protect the organisations reputation 


 instil public trust and confidence in your project/product 


 avoid expensive, inadequate “bolt-on” solutions 


 inform your communications strategy 
 
4. Responsibilities 
 
Responsibility for ensuring that a Privacy Impact Assessment is considered and  where 
appropriate, completed, resides with managers leading the introduction of new systems, data 
sharing or projects. Completion of the Screening Questions evidences that this has been 
considered. 
 
Line Managers are responsible for ensuring that permanent and temporary staff and contractors 
are aware of the Privacy Impact Assessment procedure. 
 
There is an expectation that partner organisations/third parties involved in supplying/providing 
services provide technical information for the Privacy Impact Assessment, as required. 
 
This guidance therefore applies to all staff and all types of information held by the organisation. 
This procedure should be read in conjunction with the organisation’s IG policies: 
 


 Subject Access Request (Access to Health Records) Procedure 


 Business Continuity Plan 


 Confidentiality and Data Protection Policy 


 Email Policy 


 Freedom of Information and EIR Policy 


 Freedom of Information Procedures 


 IG Strategy 


 IG Policy and Management Framework 


 Incident Reporting Policy 


 Information Security Policy 


 Interagency Information Sharing Protocol 


 Internet and Social Media Policies 


 Network Security Policy 


 Records Management and Information Lifecycle Policy 


 Mobile Working Policy 


 Risk Management Policy 


 Safe Transfer Guidelines and Procedure 
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5. Is a PIA required for every project?   
 


 
 


The ICO Code of Practice states that PIAs should be completed where a system/data 
sharing/project includes the use of personal data, where there is otherwise a risk to the privacy of 
the individual, utilisation of new or intrusive technology, or where private or sensitive information 
which was originally collected for a limited purpose will be reused in a new and ‘unexpected’ way. 
 
6. When should I start a PIA? 
 
PIAs are most effective when they are started at an early stage of a project, when: 


 the project is being designed 


 you know what you want to do 


 you know how you want to do it 


 you know who else is involved 
 
It must be completed before: 


 decisions are set in stone 


 you have procured systems 


 you have signed contracts/Memorandum of Understanding/agreements 


 while you can still change your mind 
 
Following the review of the Screening Questions it should be determined that a PIA is required. 
Where it is thought that a PIA is required, The PIA Sections 1-3 should be completed and 
submitted to the Information Governance Subject Matter Expert for a preliminary review. It is 
recommended that the IG Subject Matter Expert review is sought prior to the final PIA being 
submitted to the Caldicott Guardian (if involving patient identifiable data) or SIRO. 


Are you implementing a new system/data 
sharing arrangement /project or service, or 
changing the way you work? 


Complete PIA Screening Questions 


No need to conduct a Privacy Impact 
Assessment 


Retain completed PIA Screening Questions 


Does this project involve the processing of 
personally identifiable or other high risk 
data? 


A Privacy Impact Assessment is required 


Supporting information, such as contracts, 
system specifications and consent forms 
may be required 


Yes 


Yes 


No 


No 


Figure 1 



https://ico.org.uk/for-organisations/guide-to-data-protection/privacy-by-design/
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7. Publishing PIA’s 
 
All PIA’s are to be included within the organisation’s Publication Scheme and must therefore be 
presented to the Head of Governance once they have received approval. 
 
It is acknowledged that PIA’s may contain commercial sensitive information such as security 
measures or intended product development. It is acceptable for such items to be redacted but as 
much of the document should be published as possible. 
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Privacy Impact Assessment (PIA) Screening Questions 
 


The below screening questions should be used inform whether a PIA is necessary. This is not an 
exhaustive list therefore in the event of uncertainty, completion of a PIA is recommended. 
 


Title Click here to enter text. 


Brief description Click here to enter text. 
 


Screening completed by 


Name Click here to enter text. 


Title Click here to enter text. 


Department Click here to enter text. 


Email Click here to enter text. 


Review date Click here to enter text. 
 


Marking any of these questions is an indication that a PIA is required: 
 


Screening Questions Tick 


1 Will the project involve the collection of new identifiable or potentially identifiable 
information about individuals? 


☐ 


2 Will the project compel individuals to provide information about themselves? 
i.e. where they will have little awareness or choice. 


☐ 


3 Will identifiable information about individuals be shared with other organisations or 
people who have not previously had routine access to the information? 


☐ 


4 Are you using information about individuals for a purpose it is not currently used for 
or in a new way? 
i.e. using data collected to provide care for an evaluation of service development. 


☐ 


5 Where information about individuals is being used, would this be likely to raise privacy 
concerns or expectations? 
i.e. will it include health records, criminal records or other information that people 
may consider to be sensitive and private and may cause them concern or distress. 


☐ 


6 Will the project require you to contact individuals in ways which they may find 
intrusive? 
i.e. telephoning or emailing them without their prior consent. 


☐ 


7 Will the project result in you making decisions in ways which can have a significant 
impact on individuals? 
i.e. will it affect the care a person receives. 


☐ 


8 Does the project involve you using new technology which might be perceived as being 
privacy intrusive? 
i.e. using biometrics, facial recognition or automated decision making. 


☐ 


9. Is a service being transferred to a new supplier (recontracted) and the end of an 
existing contract 


☐ 


10. Is processing of identifiable/potentially identifiable data being moved to a new 
organisation (but with same staff and processes) 


☐ 


 
Please retain a copy of this questionnaire within your project/system documentation. 


Please note that once completed the following sections (1 to 3) should be extracted from the rest 
of this document prior to being included within the Publication Scheme. 


 
 







Page 9 of 22  Version: 3 


 


Privacy Impact Assessment (PIA) 
 
Please complete all questions with as much detail as possible (liaising with partners/third parties) 
and then contact the IG Team prior to seeking approval. 
 
Section 1: System/Project General Details 
 


System/project/process 
(referred to thereafter as 
‘project’) title: 


Click here to enter text. 


Objective: Click here to enter text. 


Detail: 
Why is the new system/change in 
system required?  Is there an 
approved business case? 


Click here to enter text. 


Stakeholders/Relationships
/Partners: 
Please outline the nature of such 
relationships and the 
corresponding roles of other 
organisations. 


Click here to enter text. 


Other related projects: Click here to enter text. 


Project lead: Name:  Click here to enter text. 


Title: Click here to enter text. 


Department: Click here to enter text. 


Telephone: Click here to enter text. 


Email Click here to enter text. 


Information Asset Owner: 
All information systems/assets 
must have an Information Asset 
Owner (IAO). IAO’s should 
normally be a Head of 
Department/Service. 


Name:  Click here to enter text. 


Title: Click here to enter text. 


Department: Click here to enter text. 


Telephone: Click here to enter text. 


Email Click here to enter text. 


Information Asset 
Administrator: 
Information systems/assets may 
have an Information Asset 
Administrator (IAA) who reports 
the IAO. IAA’s are normally 
System Managers/Project Leads. 


Name:  Click here to enter text. 


Title: Click here to enter text. 


Department: Click here to enter text. 


Telephone: Click here to enter text. 


Email Click here to enter text. 
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Section 2: Privacy Impact Assessment Key Questions 
 


 Question Response 


Data Items 


1.  Will the project contain 
identifiable or Personal 
Confidential Data (PCD)? 
If answered ‘No’ then a PIA is not 
normally suggested. 


☐ Yes ☐ No 
 
If yes, who will this data relate to: 


☐ Patient 


☐ Staff 


☐ Other: Click here to enter text. 


2.  Please state purpose for the 
processing of the data: 
For example, patient care, 
commissioning, research, audit, 
evaluation. 


Click here to enter text. 


3.  Please tick the data items that 
are held in the system 
 
 
Personal 
 
 
 
 
 
Special categories 
 of personal data  
(sensitive data) 


 
 


 ☐ Name   ☐ Address 


 ☐ Post Code  ☐ Date of Birth 


 ☐ GP Practice  ☐ Date of Death 


 ☐ NHS Number  ☐ NI Number 


 ☐ Passport Number  ☐ Pseudonymised Data 


 ☐ Online Identifiers (e.g. IP Number,  Mobile Device ID) 


 


☐ Health Data ☐ Trade Union membership 


☐ Political opinions ☐ Religion 


☐ Racial or Ethnic Origin ☐ Sex life and sexual orientation 


☐ Biometric Data ☐ Genetic Data 
    


☐ Other:  


4.  What consultation/checks 
have been made regarding 
the adequacy, relevance and 
necessity for the processing of 
personal and/or sensitive 
data for this project? 


Click here to enter text. 


5.  How will the data be kept up 
to date and checked for 
accuracy and completeness? 


Click here to enter text. 


Data processing 


6.  Will a third party be 
processing data? 


☐ Yes ☐ No 
 
If no, please go to the Confidentiality section.  







Page 11 of 22  Version: 3 


 


 Question Response 


7.  Is the third party 
contract/supplier of the 
project registered with the 
Information Commissioner? 
This is required until 25 May 2018. 


☐ Yes ☐ No 
 
Organisation: Click here to enter text. 
Data Protection Registration Number: Click here to enter text. 


8.  Has the third party supplier 
completed and published a 
satisfactory Information 
Governance Toolkit 
submission? 


☐ Yes ☐ No 
If yes, please give organisation code and percentage score: 
Click here to enter text. 
 
IG Toolkit Score: 


☐ Satisfactory ☐ Unsatisfactory 


If unsatisfactory, please request a copy of the improvement 
plan and enclose it with this assessment. 


9.  Does the third party/supplier 
contract(s) include all the 
necessary Information 
Governance clauses regarding 
Data Protection and Freedom 
of Information? 
See CCG Contract and 
Commissioning Information 
Governance Assurance checklist. 


☐ Yes ☐ No 
 
Is the contract based on or utilise the NHS standard contract? 


☐ Yes ☐ No 
 


10.  Will other third parties (not 
already identified) have 
access to the data?  
Include any external organisations. 


☐ Yes ☐ No 
 
If so, for what purpose? 
Click here to enter text. 
 
Please list organisations and by what means of transfer: 
Click here to enter text. 


Confidentiality 


11.  Please outline how 
individuals will be informed 
and kept informed about how 
their data will be processed. 
A copy of the privacy/fair processing 
notice and/or leaflets must be 
provided. 


Click here to enter text. 


12.  Does the project involve the 
collection of data that may be 
unclear or intrusive? 
Are all data items clearly defined?  Is 
there a wide range of sensitive data 
being included? 


☐ Yes ☐ No 
 
If yes, please explain: 
Click here to enter text. 



https://www.igt.hscic.gov.uk/

https://www.igt.hscic.gov.uk/

https://www.igt.hscic.gov.uk/

https://ico.org.uk/for-organisations/guide-to-data-protection/principle-1-fair-and-lawful/

https://ico.org.uk/for-organisations/guide-to-data-protection/principle-1-fair-and-lawful/
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 Question Response 


13.  Are you relying on individuals 
(patients/staff) to consent to 
the processing of personal 
identifiable or sensitive data? 
Please provide copies of any consent 
documentation that will be used, 
including patient information leaflets 


☐ Yes ☐ No 
 
Where consent is being sought: 
Is the consent explicit? 


☐ Yes ☐ No 
 
How will consent be obtained and by whom? 
Click here to enter text. 
 
Where explicit consent is not being sought: 
a. Will identifiable data only be handled within the patients’ 
direct care team (in accordance with the Common Law Duty of 
Confidentiality)? 


☐ Yes ☐ No 
 
b. Which legal basis/justification is in place to permit this 
processing (in accordance with Data Protection Act/General 
Data Protection Regulation)? 


☐ Medical purpose ☐ Public Interest 


☐ Safeguarding ☐ NHS Act 2006 (s251) 


☐ Court Order ☐ Other: Click here to enter text. 


14.  Will the consent cover all 
proposed processing and 
sharing/disclosures?  


☐ Yes ☐ No 
 
If no, please detail: Click here to enter text. 


15.  How will consent, non-
consent, objections or opt-
outs be recorded and 
respected? 


Click here to enter text. 


16.  What arrangements are in 
place to process Subject 
Access Requests? 
What would happen if such a 
request were made? 


Click here to enter text. 


17.  Will the processing of data be 
automated? 
Will the proposed processing of data 
involved automated means of 
processing to determine an outcome 
for the individual? 


☐ Yes ☐ No 


☐ Not applicable 
 
If yes, please outline what arrangements are available to 
enable the individual access and to extract data (in a standard 
file format). Please also detail any profiling that may take place 
as part through automated processing:  
Click here to enter text. 


18.  What process is in place for 
rectifying/blocking data? 
What would happen if such a 
request were made? 


Click here to enter text. 


Engagement 
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 Question Response 


19.  Has stakeholder engagement 
taken place? 


☐ Yes ☐ No 
 
If yes, how have any issues identified by stakeholders been 
considered? 
Click here to enter text. 
If no, please outline any plans in the near future to seek 
stakeholder feedback: 
Click here to enter text. 


Data Sharing 


20.  Does the project involve any 
new information sharing 
between stakeholder 
organisations?  


☐ Yes ☐ No 
 
If yes, please describe: 
Click here to enter text. 
Please provide a data flow diagram showing how identifiable 
information would flow. 


Data Linkage 


21.  Does the project involve 
linkage of personal data with 
data in other collections, or 
significant change in data 
linkages? 
The degree of concern is higher 
where data is transferred out of its 
original context (e.g. the sharing and 
merging of datasets can allow for a 
collection of a much wider set of 
information than needed and 
identifiers might be collected/linked 
which prevents personal data being 
kept anonymously) 


☐ Yes ☐ No 
 
If yes, please provide a data flow diagram showing how 
identifiable information would flow and ensure this is added 
to the CCG Information Asset and Data Flow Register. 


Information Security 


22.  Who will have access to the 
data within the project? 
Please refer to roles/job titles. 


Click here to enter text. 


23.  Is there a useable audit trail in 
place for the project?  
For example, to identify who has 
accessed a record? 


☐ Yes ☐ No 


☐ Not applicable 
 
If yes, please outline the audit plan: Click here to enter text. 


24.  Detail where will the data  be 
kept/stored/accessed? 
Please outline what data will be 
stored where. 


Click here to enter text. 
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 Question Response 


25.  Please indicate all methods in 
which data will be transferred 


☐ Fax ☐ Email (Unsecure/Personal) 


☐ Email (Secure/nhs.net) ☐ Internet (unsecure – e.g. http) 


☐ Telephone ☐ Internet (secure – e.g. https) 


☐ By hand ☐ Courier 


☐ Post – track/traceable ☐ Post – normal 


☐ Other: Click here to enter text. 


26.  Does the project involve 
privacy enhancing 
technologies? 
New forms of encryption; 2 factor 
authentication, pseudonymisation. 


☐ Yes ☐ No 
 
If yes, please give details: Click here to enter text. 


27.  Is there a documented System 
Level Security Policy (SLSP) or 
process for this project? 
A SLSP is required for new systems. 


☐ Yes ☐ No 


☐ Not applicable 
 
If yes, please provide a copy. 
 


Privacy and Electronic Communications Regulations 


28.  Will the project involve the 
sending of unsolicited 
marketing messages 
electronically such as 
telephone, fax, email and 
text? 
Please note that seeking to influence 
an individual is considered to be 
marketing. 


☐ Yes ☐ No 
 
If yes, what communications will be sent? 
Click here to enter text. 
 
Will consent be sought prior to this? 


☐ Yes ☐ No 
 
If no, please explain why consent is not being sought first: 
Click here to enter text. 


Records Management 


29.  What are the specific 
retention periods for this 
data?  
Please refer to the Records 
Management Code of Practice for 


 and list Health and Social Care 2016
the retention period for identifiable 
project datasets. 


Click here to enter text. 


30.  Will the data be securely 
destroyed when it is no longer 
required? 


☐ Yes ☐ No 
 
If no, please detail:  Click here to enter text. 


Information Assets and Data Flows 



https://digital.nhs.uk/media/1158/Records-Management-Code-of-Practice-for-Health-and-Social-Care-2016/pdf/Records-management-COP-HSC-2016

https://digital.nhs.uk/media/1158/Records-Management-Code-of-Practice-for-Health-and-Social-Care-2016/pdf/Records-management-COP-HSC-2016

https://digital.nhs.uk/media/1158/Records-Management-Code-of-Practice-for-Health-and-Social-Care-2016/pdf/Records-management-COP-HSC-2016
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 Question Response 


31.  Has an Information Asset 
Owner been identified and 
does the Information Asset 
and Data Flow Register 
require updating? 
Please see the Information Asset 
Register and Data Flow Mapping 
Form. 


☐ Yes ☐ No 
If yes, include the completed Information Asset Register New 
Entry Form. 
 
Does this project constitute a change to existing Information 
Asset(s) or is this a new Information Asset? 


☐ Yes ☐ No 
 
If yes, include the completed Information Asset Register and 
Data Flow Mapping Form for risk review. 


Business Continuity 


32.  Have the business continuity 
requirements been 
considered? 


☐ Yes ☐ No 


☐ Business Continuity is not applicable 
 
Please explain and either reference how such plans link with 
the organisational plan or why there are no business 
continunity considerations that are applicable for this project: 
Click here to enter text. 


Open Data 


33.  Will identifiable/potentially 
identifiable from the project 
be released as Open Data 
(placed in to the public 
domain)? 


☐ Yes ☐ No 
 
If yes, please describe: Click here to enter text. 


Data Processing Outside of the EEA 


34.  Will any personal and/or 
sensitive data be transferred 
to a country outside the 
European Economic Area 
(EEA)? 


☐ Yes ☐ No 
 
If yes, which data and to which country? 
Click here to enter text. 
 
If yes, are measures in place to mitigate risks and ensure an 
adequate level of security when the data is transferred to this 
country? 


☐ Yes ☐ No 
 
If yes, who completed and determined this? 
Click here to enter text. 
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Section 3: Review and Approval 
 
Assessment completed by 
 


Name: Click here to enter text. 


Title: Click here to enter text. 


Sent electronically 
or Signed: 


☐ 


Date: Click here to enter text. 


 
 
 
Assessment reviewed (IG) by 
 


Name: Click here to enter text. 


Title: Click here to enter text. 


Reviewed 
electronically or 
Signed: 


☐ The IG review and endorsement by IG Subject Matter Expert is attached. 


Date: Click here to enter text. 


 
 
 
Information Governance Approval from the Caldicott Guardian or SIRO  
 


Name: Click here to enter text. 


Title: Click here to enter text. 


Electronic Approval 
or Signed 
 


☐ The Information Governance Approval is attached. 


Date: Click here to enter text. 
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Appendix A - Example risks 
 
Risks to individuals 
 


i. Inadequate disclosure controls increase the likelihood of information being shared 
inappropriately. 


ii. The context in which information is used or disclosed can change over time, leading to it 
being used for different purposes without people’s knowledge. 


iii. New surveillance methods may be an unjustified intrusion on their privacy. 
iv. Measures taken against individuals as a result of collecting information about them might be 


seen as intrusive. 
v. The sharing and merging of datasets can allow organisations to collect a much wider set of 


information than individuals might expect. 
vi. Identifiers might be collected and linked which prevent people from using a service 


anonymously. 
vii. Vulnerable people may be particularly concerned about the risks of identification or the 


disclosure of information. 
viii. Collecting information and linking identifiers might mean that an organisation is no longer 


using information which is safely anonymised. 
ix. Information which is collected and stored unnecessarily, or is not properly managed so that 


duplicate records are created, presents a greater security risk. 
x. If a retention period is not established information might be used for longer than necessary. 


 
Corporate risks 
 


i. Non-compliance with the data protection legislation can lead to sanctions, fines and 
reputational damage. 


ii. Problems which are only identified after the project has launched are more likely to require 
expensive fixes. 


iii. The use of biometric information or potentially intrusive tracking technologies may cause 
increased concern and cause people to avoid engaging with the organisation. 


iv. Information which is collected and stored unnecessarily, or is not properly managed so that 
duplicate records are created, is less useful to the business. 


v. Public distrust about how information is used can damage an organisation’s reputation and 
lead to loss of business. 


vi. Data losses which damage individuals could lead to claims for compensation. 
 
Compliance risks 
 


i. Non-compliance with the Data Protection Act 1998/General Data Protection Regulation (EU) 
2016/679. 


ii. Non-compliance with the Common Law Duty of Confidentiality. 
iii. Non-compliance with the Privacy and Electronic Communications Regulations (PECR). 
iv. Non-compliance with sector specific legislation or standards. 
v. Non-compliance with Human Rights Act 1998 and Equality Act 2010. 
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Appendix B - Glossary 
 
Item  Definition  


Anonymity  Information may be used more freely if the subject of the information is 
not identifiable in any way – this is anonymised data. However, even 
where such obvious identifiers are missing, rare diseases, drug treatments 
or statistical analyses which may have very small numbers within a small 
population may allow individuals to be identified. A combination of items 
increases the chances of patient identification. When anonymised data 
will serve the purpose, health professionals must anonymise data and 
whilst it is not necessary to seek consent, general information about when 
anonymised data will be used should be made available to patients. 


Authentication 
Requirements  


An identifier enables organisations to collate data about an individual. 
There are increasingly onerous registration processes and document 
production requirements imposed to ensure the correct person can have, 
for example, the correct access to a system or have a smartcard. These are 
warning signs of potential privacy risks.  


Caldicott Seven Caldicott Principles were established following the original reviewed 
in 1997 and further development in 2013. The principles include: 
1. justify the purpose(s) 
2. don't use patient identifiable information unless it is necessary 
3. use the minimum necessary patient-identifiable information 
4. access to patient identifiable information should be on a strict need-


to-know basis 
5. everyone with access to patient identifiable information should be 


aware of their responsibilities 
6. understand and comply with the law 
7. the duty to share information can be as important as the duty to 


protect patient confidentiality 


Common Law Duty 
of Confidentiality 


This duty is derived from case law and a series of court judgements based 
on the key principle that information given or obtained in confidence 
should not be used or disclosed further except in certain circumstances: 


 Where the individual to whom the information relates has consented 


 Where disclosure is in the overriding public interest; and 


 Where there is a legal duty to do so, for example a court order 


 The common law applies to information of both living and deceased 
patients. 


Data Protection 
Act 1998 (fully 
applicable up to 25 
May 2018) 


The DPA defines the ways in which information about living people may be 
legally used and handled. The main intent is to protect individuals against 
misuse or abuse of information about them. The 8 principles of the Act 
state The fundamental principles of DPA 1998 specify that personal data 
must:  
1. be processed fairly and lawfully.  
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2. be obtained only for lawful purposes and not processed in any 
manner incompatible with those purposes.  


3. be adequate, relevant and not excessive.  
4. be accurate and current.  
5. not be retained for longer than necessary.  
6. be processed in accordance with the rights and freedoms of data 


subjects.  
7. be protected against unauthorized or unlawful processing and against 


accidental loss, destruction or damage.  
8. not be transferred to a country or territory outside the European 


Economic Area unless that country or territory protects the rights and 
freedoms of the data subjects.  


European 
Economic Area 
(EEA)  


The European Economic Area comprises of the EU member states plus 
Iceland, Liechtenstein and Norway  


Explicit consent  Express or explicit consent is given by a patient agreeing actively, usually 
orally (which must be documented in the patients case notes) or in 
writing, to a particular use of disclosure of information.  


General Data 
Protection 
Regulation (EU) 
2016/679 
Principles of 
Lawful Processing 
of Personal 
Identifiable 
Information 


The GDPR requires that data controllers ensure personal data shall be: 
a) processed lawfully, fairly and in a transparent manner in relation to 


individuals 
b) collected for specified, explicit and legitimate purposes and not further 


processed in a manner that is incompatible with those purposes; 
further processing for archiving purposes in the public interest, 
scientific or historical research purposes or statistical purposes shall 
not be considered to be incompatible with the initial purposes 


c) adequate, relevant and limited to what is necessary in relation to the 
purposes for which they are processed 


d) accurate and, where necessary, kept up to date; every reasonable step 
must be taken to ensure that personal data that are inaccurate, having 
regard to the purposes for which they are processed, are erased or 
rectified without delay 


e) kept in a form which permits identification of data subjects for no 
longer than is necessary for the purposes for which the personal data 
are processed; personal data may be stored for longer periods insofar 
as the personal data will be processed solely for archiving purposes in 
the public interest, scientific or historical research purposes or 
statistical purposes subject to implementation of the appropriate 
technical and organisational measures required by the GDPR in order 
to safeguard the rights and freedoms of individuals 


f) processed in a manner that ensures appropriate security of the 
personal data, including protection against unauthorised or unlawful 
processing and against accidental loss, destruction or damage, using 
appropriate technical or organisational measures 
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IAA (Information 
Asset 
Administrator)  


There are individuals who ensure that policies and procedures are 
followed, recognise actual or potential security incidents, consult their IAO 
on incident management and ensure that information asset registers are 
accurate and up to date. These roles tend to be system managers  


IAO (Information 
Asset Owner)  


These are senior individuals involved in running the relevant 
service/department. Their role is to understand and address risks to the 
information assets they ‘own’ and to provide assurance to the SIRO on the 
security and use of those assets. They are responsible for providing regular 
reports regarding information risks and incidents pertaining to the assets 
under their control/area.  


Implied consent  Implied consent is given when an individual takes some other action in the 
knowledge that in doing so he or she has incidentally agreed to a 
particular use or disclosure of information, for example, a patient who 
visits the hospital may be taken to imply consent to a consultant 
consulting his or her medical records in order to assist diagnosis. Patients 
must be informed about this and the purposes of disclosure and also have 
the right to object to the disclosure. Implied consent is unique to the 
health sector and may be revised under the GDPR. 


Information Assets  Information assets are records, information of any kind, data of any kind 
and any format which we use to support our roles and responsibilities. 
Examples of Information Assets are databases, systems, manual and 
electronic records, archived data, libraries, operations and support 
procedures, manual and training materials, contracts and agreements, 
business continuity plans, software and hardware.  


Information Risk  An identified risk to any information asset that the organisation holds. 
Please see the Risk Policy for further information.  


Personal Data  This means data which relates to a living individual which can be 
identified: 
1. from those data, or 
2. from those data and any other information which is in the possession 


of, or is likely to come into the possession of, the data controller. 
 
It also includes any expression of opinion about the individual and any 
indication of the intentions of the data controller or any other person in 
respect of the individual 


Privacy and 
Electronic 
Communications 
Regulations 2003  


These regulations apply to sending unsolicited marketing messages 
electronically such as telephone, fax, email and text. Unsolicited marketing 
material should only be sent if the requester has opted in to receive this 
information.  


Privacy Invasive 
Technologies  


Examples of such technologies include, but are not limited to, smart cards, 
radio frequency identification (RFID) tags, biometrics, locator technologies 
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(including mobile phone location, applications of global positioning 
systems (GPS) and intelligent transportation systems), visual surveillance, 
digital image and video recording, profiling, data mining and logging of 
electronic traffic. Technologies that are inherently intrusive, new and 
sound threatening are a concern and hence represent a risk  


Pseudonymisation  Where patient identifiers such as name, address, date of birth are 
substituted with a pseudonym, code or other unique reference so that the 
data will only be identifiable to those who have the code or reference.  


Records 
Management: NHS 
Code of Practice  


Is a guide to the required standards of practice in the management of 
records for those who work within or under contract to NHS organisations 
in England. It is based on current legal requirements and professional best 
practice. The code of practice contains an annex with a health records 
retention schedule and a Business and Corporate (non-health) records 
retention schedule. 


Retention Periods  Records are required to be kept for a certain period either because of 
statutory requirement or because they may be needed for administrative 
purposes during this time. If an organisation decides that it needs to keep 
records longer than the recommended minimum period, it can vary the 
period accordingly and record the decision and the reasons behind. The 
retention period should be calculated from the beginning of the year after 
the last date on the record. Any decision to keep records longer than 30 
years must obtain approval from The National Archives.  


Special categories 
of personal data 
(sensitive data) 


This means personal data consisting of information as to the: 
A. Concerning health, sex life or sexual orientation 
B. Racial or ethnic origins 
C. Trade union membership 
D. Political opinions 
E. Religious or philosophical beliefs 
F. Genetic data 
G. Biometric data 


SIRO (Senior 
Information Risk 
Owner)  


This person is an executive who takes ownership of the organisation’s 
information risk policy and acts as advocate for information risk on the 
Board  
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Appendix C - Further information 
 
Relevant statutory legislation and law: 
 
Common Law Duty of Confidentiality 
Data Protection Act 1998 
Freedom of Information Act 2000 
General Data Protection Regulations (EU) 2016/679 
Human Rights Act 1998 
Privacy and Electronic Communications Regulations 2003 
 
Further reading and guidance: 
 
Caldicott 2 Review Report and Recommendations 
Confidentiality Code of Practice 
HSCIC Code of practice on confidential information 
Information Security Code of Practice 
Records Management Code of Practice 
ICO Anonymisation: managing data protection risk code of practice may help identify privacy risks 
associated with the use of anonymised personal data 
ICO Data sharing: code of practice may help to identify privacy risks associated with sharing 
personal data with other organisations 
ICO Privacy Notices: Code of Practice 
ICO Conducting privacy impact assessments code of practice 
 



https://www.gov.uk/government/publications/the-information-governance-review

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/200146/Confidentiality_-_NHS_Code_of_Practice.pdf

http://systems.hscic.gov.uk/infogov/codes/cop

http://systems.hscic.gov.uk/infogov/codes/securitycode.pdf

https://www.gov.uk/government/publications/records-management-nhs-code-of-practice

https://ico.org.uk/for-organisations/guide-to-data-protection/anonymisation/

https://ico.org.uk/for-organisations/guide-to-data-protection/data-sharing/

https://ico.org.uk/for-organisations/guide-to-data-protection/principle-1-fair-and-lawful/

https://ico.org.uk/for-organisations/guide-to-data-protection/privacy-by-design/
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Access to Records under the Data Protection Act, the General Data 


Protection Regulation and the Access to Health Records Act 1990. 


 


1. Rights of Access to Personal Data 


Individuals have the right, under the Data Protection Act (DPA) and the General Data 


Protection Regulation (GDPR), to make a request in writing for a copy of information 


an organisation holds about them. This information may be held on computer, in a 


manual paper system, video, digital image, photograph, x-rays, email or by any other 


new or existing medium or media. This is called a subject access request (SAR). 


Anyone making such a request is entitled to be given a description of the information 


held about them; what it is used for including any automated decision making; who it 


may be shared with; where the information was gathered from and how long it will be 


kept for. 


The DPA and GDPR only apply to living persons, but there are limited rights of 


access to the personal data of deceased persons under the Access to Health 


Records Act 1990. 


 


2. Personal Data held by the CCG 


Personal data is information that relates to an individual who can be identified either 


directly or indirectly and includes any expression of opinion about the individual and 


any indication of the intentions of the information holder or any other person in 


respect of the individual. 


The CCG is a commissioning organisation and does not routinely hold individual 


health records except with consent as part of processes such as Continuing Health 


Care, Individual Funding Requests and Complaints, or where there is a specific legal 


basis for doing so (such as an exemption under section 251 of the NHS Act 2006). 


The organisation does hold personal data relating to employees and contractors. 


 


3. Subject Access Requests under DPA / GDPR 


All requests for access to personal data must be in writing but there is no 


requirement to use a specific form. Email is an acceptable method for receiving a 


subject access request. There is no obligation for a subject to explain why they wish 


to access their own personal data. 


Reasonable proof of identity will be required for subject access requests. 
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The subject access requirements of the legislation provide for the subject to receive 


personal data, rather than necessarily the documents that contain the data, although 


providing copies of documents is usually the appropriate response. 


Requests should normally be dealt with within a maximum of one month.  In 


exceptional cases dependent on the complexity and number of requests that 


deadline may be extended for a further two months 


 


4. Requests under Access to Health Records Act 1990 


The Common Law Duty of Confidentiality extends beyond death. Certain individuals 


have rights of access to deceased records under the Access to Health Records Act: 


 The patient’s personal representative (Executor or Administrator of the 


deceased’s estate)  


 Any person who may have a claim arising out of the patient’s death 


A Next of Kin has no automatic right of access but professional codes of practice 


allow for a clinician to share information where concerns have been raised. 


Guidance should be sought from the IG Lead or Caldicott Guardian in relation to 


requests for deceased records. 


 


5. Charging Fees for Access 


No fees are chargeable for access to personal records held by the CCG 


 


6. Access Requests for Minors 


A child may make a Subject Access Request in relation to their own personal data as 


from the age of about 12 they are normally considered competent enough to do so. 


Those with parental responsibility for a child under 12 years may make an access 


request on their behalf but the information holder must consider whether it is in the 


best interests of the child to disclose information held. Parental responsibility must 


be established prior to the release of any records. 
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7. Access Requests for those who lack capacity to consent 


In certain circumstances a person acting as an advocate can seek access to 


personal information in so far as it is necessary or relevant to their role.  This 


includes: 


 Persons appointed by the Court of Protection 


 Persons holding a registered Power of Attorney (requests for health records will 


usually require that  Lasting Power of Attorney - Health and Care has been 


granted) 


 Persons appointed as Independent Mental Health Advocates under the Mental 


Capacity Act 2005. 


 


8. Third Party Requests for Access to Personal Data 


There are a number of organisations concerned with law enforcement, crime 


prevention, fraud and taxation who have a right to request information from NHS 


Organisations under the provisions of Data Protection Act.  These requests should 


be dealt with on an individual basis which balances the public interest against the 


confidentiality rights of the subject.   


Any request with regard to crime and taxation should be made in writing and 


authorised by an appropriately senior enforcement officer and should be 


accompanied by sufficient information to enable an informed decision to be made 


within the Clinical Commissioning Group either by the Caldicott Guardian, SIRO, or 


Deputy SIRO.  


Such requests from the Police should be made in writing and countersigned by a 


senior officer of Inspector rank or above. If it is not possible for the Police applicant 


to specify why the information is required (e.g. because it would prejudice the 


investigation of a crime) then the request should be countersigned by a very senior 


officer of Superintendent rank or above. 


The Coroner may request access to medical or staff records and is deemed to be 


acting in the public interest. 


The Clinical Commissioning Group should take a pro-active approach to the sharing 


of information relevant to the safeguarding of children and vulnerable adults. 


A number of other organisations including NHS Protect; the Health and Safety 


Executive; The Parliamentary and Health Service Ombudsman and the Care Quality 


Commission may have rights of access in relation to enquiries being conducted.  


Advice should be sought from the Caldicott Guardian, SIRO, or the EMBED 


Information Governance Team. 
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9. Access to Corporate Information 


The Clinical Commissioning Group is a public authority and is subject to the 


provisions of the Freedom of Information Act 2000 and the Environmental 


Information Regulations 2004.  Personal Data is usually exempted from public 


disclosure but in certain circumstances some personal data may be disclosed in the 


public interest but still subject to the individual’s rights under the Data Protection Act 


and the General Data Protection Regulation 


  


10. Procedure  


10.1 Receipt of an Access Request 


 All Subject Access Requests must be forwarded to the CCG’s Governance & 


Assurance Manager 


 The Governance & Assurance Manager will record receipt of the request in 


the Subject Access Request Log (SAR Log) 


 They may discuss the request with the appropriate service leads and confirm 


the request relates to personal data of a type likely to be held by the Clinical 


Commissioning Group 


 Consider whether the requester has supplied sufficient information to identify 


the data required 


 Consider whether you have sufficient evidence of identity of either the subject 


themselves or a third party authorised to act on their behalf. 


 In the case of a third party, consider whether they meet the legal criteria to 


make a request and whether they have supplied evidence to that effect. 


 Update the record of the request in the SAR Log 


10.2 Acknowledgement of request 


 If the request meets the criteria above send an acknowledgement letter 


advising the requester of the expected timescale 


 If further clarification, information, documentation are to be sought then 


request these as soon as possible 


 Make a record of your actions in the SAR Log 


10.3 Collating the data  


 The Governance & Assurance Manager will consider where the information 


may be held and will ask the relevant service leads (or nominated staff) to 


search their records for the requested information.  Service Leads will also 


complete a template SAR response letter. 
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 Where the request relates to HR information, searches should be carried out 


by the HR lead (from the shared HR service) who must liaise with individual 


line managers where appropriate. 


 Ensure both electronic and manual filing systems are considered along with 


email, digital records, CCTV Images, telephone recordings and other media 


options 


 There is no exemption for potentially embarrassing information to be redacted 


nor for the removal of personal comments from records.  It is a criminal 


offence to alter, block or destroy information after receipt of a Subject Access 


Request. 


 Information must be in an intelligible form and explanations should be 


provided for pseudonyms, abbreviations etc. 


 The collated information and filled in SAR response letter should be returned 


to the Governance & Assurance Manager who will respond directly to the 


original requestor (after any redactions) 


10.4 Potential Redactions or Refusals 


 All clinical data should be reviewed by a clinician and consideration should be 


given to redacting any information likely to cause serious harm to the mental 


or physical health of any individual. 


 Information about third parties e.g. family members should usually be 


redacted 


 Data and information provided by other organisations is disclosable but you 


should consider discussing it with the originating body first. 


 Any information subject to Legal Professional Privilege should not be 


disclosed 


 Information where there is a statutory or court restriction on disclosure e.g. 


adoption records 


 References written for current or former employees are exempt (but not those 


received from third parties) 


 In the case of deceased records, information should not be disclosed where 


the entry in the records makes it clear that the deceased expected the 


information to remain confidential  


 Where a personal record contains reference to third parties and redaction is 


problematic, any disclosures should be considered by balancing the Data 


Protection rights of all parties. 


 Redactions should be arranged by the service leads.  


 The redacted information along with details of  any redactions made should 


be returned back to the Governance & Assurance Manager 


 


10.5 Responding to the Request 







9 
 


 The Governance & Assurance Manager will check that whether additional 


supporting documentation, requested at the time of acknowledgement, has 


been received. 


 They will update the SAR Log and the SAR checklist and any individual 


records concerning the request. This includes reasons for any redactions or 


exempted information and ensuring a clear record of disclosed documents, 


including copies of any redacted documents. 


 They will also ensure that service leads SAR response letter explains the 


information supplied 


 The Governance & Assurance Manager will send the completed SAR 


response letter to the original requestor and note this in the SAR log 


 Ensure that the requester is advised of his right to complain about the 


response given to his request and the way in which he can do this. 


 


11. References 


 Data Protection Act  


 General Data Protection Regulation 


 Access to Health Records Act 1990 


 Freedom of Information Act 2000 


 Environmental Information Regulations 2004 


 Human Right Act 2000 


 Records Management Code of Practice For Health And Social Care 


 Common Law Duty Of Confidentiality 


 NHS Act 2006 


 Mental Capacity Act 2005 


 NHS Code of Confidentiality 


 Health and Social Act 2012 


 


12. Associated Documents 


 Information Governance Policy and Management Framework 


 Confidentiality Code of Conduct 


 Freedom of Information policy & procedure. 
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Appendix A. 


Data Protection Act/GDPR and Access to Records Procedures Checklist: 


SAR Reference Number:  


   


  YES NO 


Is this a valid Subject Access request?     


Has the request been made in writing?     


Date received   
  


Acknowledgment sent to requestor     


Date SAR response sent to requestor   
  


Number of days taken to respond to SAR (limit is one calendar month)   
  


Do you have enough information to be sure of the requester's identity?     


Do you have the information the requester wants?     


Are you obliged to supply the information?     


 


Basic details of Information requested: 


  YES NO 


Is there any personal data being processed?     


Has the requestor been supplied with a description of the personal data, the 
reasons it is being processed, and whether it will be given to any other organisations 
or people? 


    


Has the requestor been given a copy of the personal data?     


Has the requestor been given details of the source of the data (which organisation 
the information has come from)? 


    


Has the requestor been given the reasoning behind any automated decisions taken 
about him or her, such as a computer-generated decision to grant or deny credit, or 
an assessment of performance at work? 
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 YES NO 


Do you need more information from the requester to find what they want?     


Date this request for this information was sent back to requester   
  


Date the information was received back from requester   
  


Has the requester sent a SAR before?   


Date of last SAR  


 


Will the information be changed between receiving the request and sending the 
response? 


    


Does the information requested include information about other people?     


Does the information contain any complex codes or terms?     


Have these codes and terms been explained to the requester?     


  


Is any of the information exempt from subject access?     


Is redacting required?     


 


Method of supplying information: 


Online and electronic formats     


Onsite viewing facilities     


Extract or Transcript provided (instead of copy document)   


Open reusable file format requested (e.g. csv)     


 


Any exemptions or restrictions?     


Details of exemptions or restrictions: 
  
  


Any information being withheld?     


Reason for information being withheld: 
  
  


   
Has the information been reviewed by an appropriate clinician or manager prior to 
release 


    


Date of review:   
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Appendix B  


Subject Access Request - Response Letter Template Content 


Subject Access Response letters from the CCG must include responses to questions a - d and 


the following text: 


 


a) Why are we holding your information?  


 


b) What information are we holding? (List all information being held & the source if not collected 


from the data subject) 


 


c) Has any of your information been shared with any third parties? (A person or group besides the 


two primarily involved) 


 


d) The length of time we will be keeping your records?  


 


Appendix 3 of the Records Management Code of Practice for Health and Social Care 2016 sets out 


what people working with or in NHS organisations in England need to do to manage records 


correctly https://digital.nhs.uk/article/1202/Records-Management-Code-of-Practice-for-Health-and-


Social-Care-2016           


  


 


You have the right to request your information be corrected/deleted (if incorrect) from your GP and 


you have the right to object to your information being processed.     


You have the right to complain if you are not happy with our response, please find details below for 


reporting your complaint to the Information Commissioner's Office. 


Information Commissioner's Office 


Wycliffe House 


Water Lane 


Wilmslow  


Cheshire  


SK9 5AF  


Tel: 0303 123 1113 (local rate) or 01625 545 745 if you prefer to use a national rate number 


Fax: 01625 524 510 


https://ico.org.uk/for-the-public/raising-concerns/  



https://digital.nhs.uk/article/1202/Records-Management-Code-of-Practice-for-Health-and-Social-Care-2016

https://digital.nhs.uk/article/1202/Records-Management-Code-of-Practice-for-Health-and-Social-Care-2016

https://ico.org.uk/for-the-public/raising-concerns/
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CCG Info Assets

		Department / Service		Information Asset Name		Information Asset Components		Information Asset Owner 		IAO Training Date		Information Asset Administrator		Holds Personal Confidential Data (PCD)		Categories of Data Stored
(list all applicable)		Importance
(Standard/Key/Criticial)		Information Asset Location		Supplier		Third Parties with Access		Are Mandatory Safeguards In Place for Assets holding PCD		List of Additonal Security Measures in Place		User Access Logs and Activity Audit Trails		List Retention Periods of data held		Have all staff that use this system been given records management guidance specific to this asset		Privacy Impact Assesment - PIA (date of most recent if applicable)		Last Risk Assessment Date 
(NR if not required)		Summary of Latest Risk Assessment findings		List of Accepted / Tolerated Risks		Risk Assurance Report for SIRO created by IAO 
(date of most recent)		System Level Security Policy Created
(For Key/ Critical Assets and those with PCD)		Disaster Recovery Plan Created (For Key/ Critical Assets and those with PCD)		Business Continuity Plan Created 
(Critical Assets Only)



























































































Guidance

		Information Asset Importance		Key Information Assets are systems or collections of records that are core to the functioning of the business. Their loss or unavailability would have a significant adverse effect on the operations and day to day activities of the organisation. 

Other Information Assets which are necessary for the above assets to function, may themselves also be considered Key Information Assets.

				Critical : “Critical information assets may be defined as those whose continued operation is essential to carrying out the core functions of the organisation. Their failure for even short periods of time, may lead to serious patient harm; significant financial or reputational risk to the organisation; as well as legal or regulatory breaches which could affect the organisations operational ability.”

		Categories of Data		Listing of data types, sensitive data is afforded more protection and is subject to greater oversight



		User Access Logging		Records user logins or use of a system as a whole

		User Activity Audity Trails		Records user activity in a system including searches for records, access to specific records, and changes and deletions of specific records

		Mandatory Safeguards		These are protections for IT systems that are mandatory in the health sector

		Categories of Data		Personal details

				Family details

				Lifestyle and social circumstances

				Goods or  services provided

				Financial details

				Education and training details

				Employment details

				Sensitive- physical or mental health details

				Sensitive- racial or ethnic origin

				Sensitive- religious or other beliefs

				Sensitive- political opinions

				Sensitive- genetic data

				Sensitive- biometric data for puposes of identification

				Sensitive- trade union membership

				Sensitive- offences and alleged offences

				Sensitive- sexual life  or sexual orientation

				Sensitive- criminal proceedings, outcomes and sentences
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Putting Barnsley People First



		IR2 INCIDENT INVESTIGATION REPORT   





		Incident Ref.





		Investigating Officer:  Name (print)

		Job Title



		Type of Incident





		

		Incident Grade (refer appendix 7  of Incident Reporting & management Policy)



		Brief Details of Incident 

		













		Format of investigation 



		



		Facts ascertained  from the investigation



(contributory factors which may have played a part in the incident conditions / staffing numbers / illness / lack of procedure etc



(was the injured party in hospital for more than 24 hours / off work for 5 days or more







		













		Any further action undertaken or required as a result of the incident



		



		Lessons learnt (and disseminated where appropriate)



		

























		Expert Advice Sought?  

		













		Comments – Reviewing Officer



(to record any comments by Officer reviewing Investigation Form) 









		



		Investigation Form Reviewed and signed off by 

		PRINT NAME





		SIGNATURE



		

		JOB TITLE





		DATE







NB: Use additional sheets of paper if required to record investigation

Retention periods Incident report and Investigation Forms 

· 10 years (not serious)

·  20 years (serious) 

[bookmark: _GoBack]All forms & associated correspondence stored centrally by the Corporate Affairs Team 
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Putting Barnsley People First

NHS BARNSLEY CCG

INCIDENT REPORTING FORM (IR1)



		Incident reporter details





		Name:



		



		Job Title:



		



		Date reported:



		



		Incident description





		What happened? Describe the incident.



(please record facts only, not opinion)



















		



		When did the incident happen? 

(please enter date and time if  known)



		



		Where did the incident happen?

(describe the location)



		



		Who was involved in the incident and who witnessed the incident?





		



		Were there any adverse effects arising from the incident?  

Record type of  injuries & first aid given (& by whom) / declined .



Financial costs, loss of service, reputational impact etc









		



		Post-incident actions





		What actions were taken immediately after the incident?



(to make area safe/ prevent reoccurrence / preserve the scene)  

		



		Are any further actions planned?









		



		Incident type (mark only 1 box)

		Type of incident (Tick)

		Incident Investigating Officer (non serious)

		Possible Onward reporting



		Accident / Injury

		

		Line Manager /Head of Service of the person reporting the incident 

		RIDDOR: Health & Safety Executive  (if reportable) by investigating officer



		Estates / Facilities / Security

		

		

		



		Verbal or physical abuse

		

		

		HR Business Partner if other policies need to be invoked



		Information Governance (eg breach of Confidentiality)  

		

		

		NHS Digital Incident Reporting Tool (see guidance)



		Information Security (eg loss of hardware or data)

		

		

		



		Cyber security (eg hacking, phishing)

		

		

		



		Financial Loss



		

		

		Local Counter Fraud Specialist or NHS Protect (if fraud suspected)  



		Quality or patient safety



		

		

		Refer to Serious Incident Policy



		Near Miss



		

		

		



		Other



		Do you want to tell us anything else?



(factual information only not to include opinions)  

		





Please return the completed form as soon as possible after the incident to:

· Corporate Affairs Team, Room 49, Hillder House, 49/51 Gawber Road Barnsley S75 2PY

· Or by email to Governance & Assurance Manager kay.morgan2@nhs.net in subject line quote ‘ IR1 and date’



		Corporate Affairs team  -  Office use only



		Date received



		



		Logged on Incident Register



		



		Incident Reference
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1. Purpose of the Protocol



Local organisations are increasingly working together. To work together effectively organisations need to be able to share data about the services they provide and the people they provide these services to. 


This protocol covers the sharing of person-identifiable confidential data, with the individual’s express consent, unless a legal or statutory requirement applies for the following purposes: 


· Provision of appropriate care services


· Improving the health of the population


· Protecting people and communities 


· Supporting people in need


· Supporting legal and statutory requirements


· Managing and planning services (where data has been suitably anonymised)


· Commissioning and contracting services (where data has been suitably anonymised)


· Developing inter-agency strategies


· Performance management and audit


· Research (subject to the Research Governance Framework)


· Investigating serious incidents or Inter Agency complaints

· Reducing risk to individuals, service providers and the public as a whole


· Clinical Audit


· Monitoring and protecting public health

· Common Assessment Framework 


· Staff management and protection

· In the interests of National Security


· The prevention of disorder or crime


· To fulfil requirements within the Data Security and protection Toolkit (DSPT)

· To fulfil responsibilities in law such as- Data Protection Legislation (GDPR/DPA 2018) in May 2018, Human Rights Act (1998), Common Law, Crime and Disorder Act (1998), Mental Health Act (1983), Fertilisation and Embryology Act (1990), NHS (Venereal Diseases) 1974 Regulations and the Children Act (2004).



This is not intended to be an exhaustive list. If, as a result of policy changes or other developments, additional data sharing requirements arise these will be added to the protocol.



This protocol does not give carte blanche licence for the wholesale sharing of data. 

            Data sharing must take place within the constraints of the law and relevant guidance and service specific requirements.



This protocol will be underpinned by service specific operational agreements that are designed to meet the specific data sharing needs of that service.



The purpose of this protocol is:


· To provide the basis for an agreement between both local organisations and other associated organisations, to facilitate and govern the effective and efficient sharing of data. Such data sharing is necessary to ensure that individuals, and the population as a whole, can and do receive the care, protection and support they may require.


· To identify the purposes for which data may be shared. This document is supported by local operational policies and procedures within each organisation that underpin the secure and confidential sharing of such data

· To promote and establish a consistent approach between the organisations to the development and implementation of data sharing agreements and procedures.


A further purpose of the protocol is to establish arrangements for the sharing of large datasets between organisations.  Following, the recent publication by the ICO of the Data Sharing Checklists and the Data Sharing Code of Practice 

https://ico.org.uk/

 and as part of the Service Transformation Plans, a cross-government programme has been established with the aim of overcoming barriers to data sharing within the public sector. 


In delivering the Interagency Information Sharing Protocol, the focus and challenges are in the effective, timely and secure data sharing with trusted partners. Appropriate district wide governance structures need to be in place to consider and apply the recommendations from Dame Fiona Caldicott’s independent review of how information about individuals is shared across the health and care system published on 26th April 2013. 

Caldicott Report 1997 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1769982/

And the Caldicott 2 Review 2013 - https://www.gov.uk/government/publications/the-information-governance-review 

Please see Appendix 1 “Summary of Key Legislation and Guidance” for further detail

The key areas where data sharing could be beneficial include:


1. Sharing for the purposes of law enforcement and public protection


2.     Sharing to provide or improve services in the public, private and voluntary   


        sectors

3.     Sharing to facilitate statistical analysis and research.


Consent to share should be sought through agreements at the point of data collections. Data-sharing practices and schemes should be published and maintained as required under the Freedom of Information Act.  Organisations should publish and regularly update a list of those organisations with which they share and exchange personal data.


A Data Sharing Agreement would cover the purposes, accountability, restrictions imposed and secure transfer arrangements where data has been shared and each occasion of data sharing of this type will need its own Data Sharing Agreement.


Requests to share datasets must relate to one or more of the three key areas identified above and should contain only demographic details, such as a geographical reference, age, gender and possible ethnicity data. 

As such this document:


· Informs about the reasons why data may need to be shared and how this sharing will be managed and controlled by the organisations concerned.


· Identifies the local organisations that are party to this protocol.


· Sets out the principles that underpin the exchange of data between organisations.


· Defines the purposes for which organisations have agreed to share data.


· Describes the policies and procedures that support the sharing of data between organisations and will ensure that such sharing is in line with legal, statutory and common law responsibilities.


· Promotes a standard approach to the development of data sharing agreements and procedures.


· Sets out the process for the implementation, monitoring and review of the protocol.


2.
Background

2.1
Legislative context and national guidance documentation


All organisations are subject to a variety of legal, statutory and other guidance in relation to the sharing of person- identifiable or anonymised data.  


For all organisations the key legislation and guidance affecting the sharing and disclosure of data includes (but is not necessarily an exhaustive list): -


Legislation:


· Access to Health Records 1990

· The Children Act 2004

· Civil Contingencies Act  2004

· Common Law Duty of Confidentiality

· Crime and Disorder  Act 1998

· Criminal Justice Act 2003

· Criminal Procedures and Investigations Act 1996

·  Data Protection Legislation (GDPR/DPA 2018)Education Act 2002


· Freedom of Information Act 2000

· Health and Social Care Act 2012

· Homelessness Act 2002

· Human Rights Act 1998

· Local Government Act 2000

· Mental Capacity Act 2005

· Mental Health Act 1983

· Regulation of Investigatory Powers Act 2000

· Safeguarding Vulnerable Groups Act 2006

Appendix Il provides summary details of some of the above-mentioned, and related, legislation and guidance.  

2.2
Local Context


All organisations face similar requirements with regards to the development of data sharing agreements with their local partners.  While the requirements remain similar the number of partners with which an organisation must have such agreements differs.  This number is dependent on the geographical area covered by an organisation and the nature of its work. 


This protocol is a recognition that consistent data sharing agreements now need to exist across boundaries.

The intention of this protocol is to support and build on existing agreements in order to provide a common process for the development and implementation of future data sharing agreements across the patch.  


The protocol is aimed at the data sharing agreements required between organisations and provides a framework within which organisations can share data.

3.
Principles guiding the sharing of information


The following key principles guide the sharing of data between the organisations:


3.1
Organisations endorse, support and promote the accurate, timely, secure and confidential sharing of both person identifiable and anonymised data where such data sharing is essential for the provision of effective and efficient services to the local population. 

3.2
Organisations are fully committed to ensuring that if they share data it is in accordance with their legal, statutory and common law duties, and, that it meets the requirements of any additional guidance.


3.3
All organisations must have in place policies and procedures to meet the national requirements for Data Protection, Data Security and Confidentiality - https://ico.org.uk/for-organisations/guide-to-data-protection/  . The existence of, and adherence to, such policies provides all organisations with confidence that data shared will be transferred, received, used, held and disposed of appropriately. 


3.4
Organisations acknowledge their ‘Duty of Confidentiality’ to the people they serve. In requesting release and disclosure of data from other organisations employees and contracted volunteers will respect this responsibility and not seek to override the procedures which each organisation has in place to ensure that data is not disclosed illegally or inappropriately.  This responsibility also extends to third party disclosures; any proposed subsequent re-use of data which is sourced from another organisation should be approved by the source organisation.

3.5
An individual’s personal data must be complete and up to date and will only be disclosed where the purpose for which it has been agreed to share clearly requires that this is necessary.  For all other purposes data should be anonymised. ICO Anonymisation Code of Practice - https://ico.org.uk/media/for-organisations/documents/1061/anonymisation-code.pdf

3.6
Where it is agreed that the sharing of data is necessary, only that  which is needed, relevant and appropriate will be shared and that would only be on a “need to know” basis.


3.7
When disclosing data about individual, organisations will clearly state whether the data being supplied is fact, opinion, or a combination of the two.


3.8    There will be occasions when it is legal and necessary for organisations to request that data supplied by them be kept confidential from the person concerned. Decisions of this kind will only be taken on statutory grounds and must be linked to a detrimental effect on the physical or mental wellbeing of that individual or other parties involved with that individual. The outcome of such requests and the reasons for taking such decision will be recorded.


3.9     Careful consideration will be given to the disclosure of data concerning a deceased person, and if necessary, further advice should be sought before such data is released. 


3.10
All staff will be made aware that disclosure of personal data, which cannot be justified on legal or statutory grounds, whether inadvertently or intentionally, could be subject to disciplinary action.


3.11   Organisations are responsible for putting into place effective procedures to address complaints relating to the disclosure of data, and information about these procedures should be made available to service users.


4.
Consent

4.1
Data is provided in confidence when it appears reasonable to assume that the provider of the data believed that this would be the case, or where a person receiving the data knows, or ought to know, that the data is being given in confidence.   It is generally accepted that most (if not all) data provided by service users is confidential in nature. All organisations, which are party to this protocol accept the duty of confidentiality and will not disclose such data without the consent of the person concerned, unless there are statutory grounds or an overriding justification for doing so. In requesting release and disclosure of information from members of partner organisations, staff in all organisations will respect this responsibility and not seek to override the procedures which each organisation has in place to ensure that data is not disclosed illegally or inappropriately, this includes third party disclosures.


4.2
Organisations are fully committed to ensuring that they share data in accordance with their statutory duties. They are required to put in place procedures that will ensure that the principles of the Data Protection Legislation (GDPR/DPA 2018) and requirements of other relevant legislation are adhered to and underpin the sharing of data between their organisations. 


4.3
As is required by the fair processing requirements of the Data Protection Legislation (GDPR/DPA 2018) individuals in contact with organisations will be fully informed about data that is to be obtained, held or disclosed about them.  The individual has the right to request that processing of their data cease. .


4.4
As a minimum, individuals will be informed that data may be shared and the circumstances in which this could happen unless this poses a risk of harm or danger. Fair processing notices should always be in place.  Consent can often be inferred from the circumstances in which data was given. However, it is always important that the person giving consent understands who will see their data and the purpose to which it will be put. If there is any doubt as to whether a disclosure is supported by a legal, statutory requirement or an immediate serious risk explicit consent should be sought. Where an organisation has consent forms the service user should be requested to sign one. Consent can be given verbally and should be recorded  and managed correctly. That it should be a positive opt in and that the methods to withdraw to consent should be given at the time consent was given. Consent should be as easy to withdraw as it was to give. Data Controllers can evidence how they comply with this


4.5
The individual’s right to confidentiality are not absolute and may be overridden if evidence that disclosure for specific purposes is necessary in exceptional circumstances. Such as;


· Where it is required by statute


· Where not to share the data poses a public health risk


· Where there is a risk of harm to any person

· Where sharing is required to prevent serious crime. (This is not an exhaustive list) 

· Treason


· Murder


· Manslaughter


· Rape


· Acts of Terror


· Kidnapping


· Indecent assault constituting gross indecency


· Causing an explosion likely to endanger life or property 


· Certain offences under the Firearms Act 1968


· Causing death by dangerous driving 


· Hostage taking


· Torture


· Many drug-related offences


· Ship hijacking and Channel Tunnel train hijacking


· Taking indecent photographs of children


· Publication of obscene matter etc.

Where the individual chooses to exercise their right not to provide express consent for data sharing, they must be advised of any constraints that this will put upon the service that can be provided, however the individuals wishes must be respected unless there is a statutory requirement or a significant risk of harm to an individual to override those wishes as indicated above.


4.6
Where the individual is unable to provide express consent due to incapacity, the professional concerned must take decisions about the use of data. This must take into consideration the individual’s best interests and any previously expressed wishes, or the wishes of anyone who is authorised to act on behalf of the individual. Data must only be disclosed that is in the individuals best interest, and only as much data as is needed to support their care.


4.7
Where the individual to whom the data relates is a child, (under the age of 13), and it is determined that the individual has the competency to make decisions regarding the sharing of data they have provided in confidence, their wishes must be respected.  Except in cases where the child has suffered, or is suffering abuse or neglect, when there is a legal duty to share data with Children’s Social Care (CSC) and/or the Police.  In other cases where the individual does not have the capacity to consent, express consent must be sought from the individual with parental responsibility (parent or guardian).  

Young people aged 16 or 17 are presumed to be competent for the purposes of consent to treatment and are therefore entitled to the same duty of confidentiality as adults

4.8 Safeguarding Children and Adults 


Principles 


· Safeguarding children and adults is everyone’s responsibility


· Abuse and neglect of children and adults is never acceptable 


· Sharing data is crucial to protecting the child (even when the child or young person does not agree ) and vulnerable adults 


· Failure to share appropriate data places children and adults at greater risk 


Where the safety or welfare of a child is in doubt, staff must share data with the statutory agencies which can provide protection (Children’s Social Care and Police).  This is irrespective of whether the child and/or their parents or carers have given permission for the data to be shared.  This is a legal duty under the Children Act 2004. Failure to share relevant data places a child in danger, and leaves the staff vulnerable to both professional misconduct and disciplinary consequences.  


All Adults and young people over the age of 16 are assumed to have capacity to consent unless it is proven otherwise (Mental Capacity Act 2005).


· A person who lacks capacity at a certain time may be able to make that decision at a later date. Consideration should be given to whether the data needs to be shared now, or could wait until a time when the person is able to consent to the data being shared.


· The 5 Key Principles in the Mental Capacity Act should be taken into account in coming to a decision about a person’s capacity.


· Where it is considered that a person does not have capacity, a record should be made of this decision and the steps taken by the professional to reach a decision about whether data should be shared


           The capacity to be able to give consent can be assessed by considering:


· has the person got the capacity to make this particular decision, 


· have they got the capacity to understand and retain the information relevant to the decision,


· will they be able to understand the reasonably foreseeable consequences of deciding one way or the other, 

· will they have the capacity to communicate the decision they have come to

4.9
Where professionals request that data supplied by them be kept confidential from the people who use services the outcome of this request and the reasons for taking the decision will be recorded.  Decisions of this kind will only be taken on statutory grounds.

4.10     Emergency Planning and Response

 


In the event of the need to respond to an emergency involving any or all organisations, it is recognised that organisations may need to share sensitive personal data to respond to the emergency situation, where explicit consent has not been given, and where the emergency circumstances are incompatible with the initial purposes for which the personal data was originally collected.  

As is the case for sharing personal data about children to prevent or detect a serious crime, it may be entirely proportionate for local and regional emergency responders to share personal data to save life or prevent the possibility of serious harm.  

The absence of data sharing agreements should not prevent organisations from sharing data when responding to an actual emergency, and agencies take on board the lessons identified in previous Government reports relating to data sharing at the time of emergency response: “There has been a culture of risk averseness among senior decision-makers or information managers in the emergency community surrounding data protection issues.”


The Data Protection and Sharing Guidance for Emergency Planners and Responders - https://www.gov.uk/government/publications/data-protection-and-sharing-guidance-for-emergency-planners-and-responders  gives more detail and guidance to assist regional emergency planners and responders in decision making about sharing information in the event of a large-scale emergency

5.
Supporting Policies, Procedures and Guidance

5.1
Supporting policies


For members of the public and staff from different organisations to have confidence that data sharing takes place legally, securely and within relevant guidance all organisations have in place policies which meet the requirements for:


· Data Protection


· Confidentiality 


· Information Security


These policies must cover manual, verbal and computer-based data.


Processes must be in place within organisations to regularly monitor and improve the effectiveness of these policies.


5.2
 Access and Security Procedures



All organisations will look to implementing secure solutions to support the safe transfer of data.  Risk assessments will be carried out before the transfer of data is carried out and all reasonable steps to mitigate any risks identified will be taken  Supporting documentation relating to the secure transfer, receipt, access to, storage and disposal of shared data should be made available to staff.



Each organisation will keep a log of all requests for data sharing received.  



Each organisation will instigate a system of reporting back to the originator of data where actions have been taken on the basis of the data shared.



Organisations should put into place policies, procedures or guidelines covering:


· Communication by fax


· Communication by phone


· Electronic communication


· Verbal communication


· Written communication


· Use of personal data for purposes other than that agreed


· Access arrangements to shared records and databases


· Secure storage and disposal of confidential data


These policies, procedures or guidelines should be subject to regular monitoring and all organisations, as data controllers, should evidence that they have checked that their data shared with 3rd party data processors is being kept and processed correctly. 

           Organisations which process personal data must take appropriate measures against unauthorised or unlawful processing and against accidental loss, destruction of or damage to personal data. The Information Commissioner has the statutory power to impose a financial penalty on an organisation if satisfied that there has been a serious breach of one or more of the Data Protection principles and the breach was likely to cause substantial damage or distress. There are two levels of fines. The first is up to €10 million or 2% of the company’s annual turnover of the previous financial year which ever is the higher. The second is up to €20 Million or 4% of the company’s global annual turnover for the previous financial year whichever is the higher.

5.3 Data security and protection Toolkit


The Data security and protection Toolkit (DSPT) is an online tool that enables organisations to measure their performance against the information governance requirements.

1. To provide organisations with a means of self- assessing performance against key aspects of information governance, the toolkit contains a set of six initiatives or work areas as described below. 


· Information Governance Management 


· Confidentiality and Data Protection Assurance 


· Information Security Assurance 


· Clinical Information Assurance 


· Secondary Uses Assurance 


· Corporate Information Assurance


Within: General Practices, Commercial Third Parties, NHS Business Partners, Social Care Organisations, Pharmacies and all other NHS Organisations.

Note: V15 of the DSP Toolkit is very different in look, content and requirement and is expected to be released in June 2018

5.4     Induction and continuing education 



To support the implementation of the above-mentioned policies and procedures appropriate staff induction, training programmes and awareness raising sessions are mandatory for all staff within the organisation. All training must include all aspects of Data protection, information security and safe data transfers.

5.5
Data Quality


Shared data needs to be of sufficient quality for its intended purpose; this is an essential requirement to all data users and underpins the timely and effective delivery of services to those in need.  Several characteristics of good data quality have been identified and in summary they are:


Accuracy – Data should be accurate so as to present a fair picture of circumstances and enable informed decision-making at all appropriate levels.  Definitions for data should be specific and unambiguous.


Validity – Data should represent clearly and appropriately the intended result and should be used in accordance with the correct application of any rules or definitions.  


Reliability – Data should reflect stable and consistent data collection processes that need to be fit for purpose and incorporate controls and verification procedures.


Timeliness – Data input should occur on a regular ongoing basis rather than being stored to be input later.  Verification procedures should be as close to the point of input as possible.  Data must not be retained for longer than is necessary.

Relevance – Data collected should comprise the specific items of interest only.  Sometimes definitions need to be modified to reflect changing circumstances in services and practices, to ensure that only relevant data of value to users is collected, analysed and used.  


Completeness – All the relevant data must be recorded.  Missing or invalid data can lead to incorrect judgement and poor decision-making. 

6. 
Approval, implementation and review

6.1 Agreeing the protocol



This Protocol proposes a consistent approach to the development of data sharing agreements.
Appendix III provides outline of the formal agreement format. 


6.2
Implementation -Following approval of the protocol organisations will need to take action, either individually or jointly, on the following issues:


		Organisation

		Actions



		All organisations

		· Promoting ownership of responsibilities associated with the protocol


· Ensuring dissemination and appropriate implementation


· Reviewing existing support policies, procedures and guidance.


· Agreeing training and awareness programmes


· Auditing and monitoring the implementation  and compliance  of  existing agreements

· Establishing review processes


· Joint work to develop standard service specific agreements


· Ensuring amendments to existing agreements


· Agreeing audit processes


· Maintaining local registers of agreements.



		Chief Officers/Boards of each organisation or department/Caldicott Guardians

		· Reviewed every 3 years







6.3
Monitoring and review processes



Where not already in place, processes will be set up in each agency to adopt a risk management approach to breaches/problems in relation to the implementation of this agreement. Formal review of the protocol should be held at three yearly intervals unless legislative changes require immediate action.



Prior to the review date, agencies should submit feedback on the use of the protocol and propose options for addressing problems or amending procedures. 



It is proposed that reviews would, in the first instance, be co-ordinated through the Data Sharing Protocol Review Group.


 7.
Conclusion



All organisations are in the position of having to balance the conflicting demands of the need and requirement to share information with other organisations with the responsibility to maintain the highest level of confidentiality.  



This protocol acknowledges these competing demands and provides a means whereby members of the public, staff and the agencies can be confident that where data is shared it is done so appropriately and securely


Appendix 1 - Glossary of Terms


Agency - A business or organisation providing a particular service on behalf of another business, person or group

Anonymised Data
- This is data which does not identify an individual directly, and which cannot reasonably be used to determine identity. Anonymisation requires the removal of name, address, full postcode and any other detail or combination of details that might support identification.

Caldicott Guardian - A Caldicott Guardian is a senior person in the NHS responsible for protecting the confidentiality of patient and service-user information and enabling appropriate information-sharing.

Data -  Within this Protocol data could include personal and/or special category data


Data Controller - a person who (either alone or jointly or in common with other persons) determines the purposes for which and the manner in which any personal data are, or are to be, processed

Data Processor - in relation to personal data, means any person (other than an employee of the data controller) who processes the data on behalf of the data controller

Data Protection Officer -  A designated person within an organisation who is responsible for overseeing data protection strategy and implementation to ensure compliance with GDPR requirements and other Data Protection Laws.


Data Recipient - in relation to personal data, means any person to whom the data are disclosed

Data Source – The source the data was originally obtained from

Data Subject - means an individual who is the subject of personal data

Disclosure - The divulging or provision of access to data.


Explicit Consent - This means articulated agreement and relates to a clear and voluntary indication of preference of choice, usually given orally or in writing and freely given in circumstances where the available options and the consequences have been made clear.


Implied Consent - This means agreement that has been signalled by the behaviour of an individual with whom a discussion has been held about the issues and therefore understands the implications of the disclosure of data.

Information Commissioner - The UK’s independent authority set up to uphold information rights in the public interest, promoting openness by public bodies and data privacy for individuals https://ico.org.uk 

Data Security and protection Toolkit


Is an online system which allows NHS and Social Care organisations and partners to assess themselves against Department of Health Information Governance policies and standards. It also allows members of the public to view participating organisations' DSP Toolkit assessments.

Information Sharing Protocol - Is the high level document setting out the general reasons and principles for sharing data. The protocol will show that all signatory organisations are committed to maintaining agreed standards on handling data and will publish a list of senior signatories.  It should be underpinned by data sharing agreements between the organisations who are actually sharing the data.

Information Sharing Agreement - Is a more detailed document the intention of which is to spell out how the organisations involved will operate the approach to data sharing. Agreements will be produced where organisations specifically identify a purpose to share data across organisational boundaries. The agreement should state whether partners are obliged to, or are merely enabled to, share data.

Organisations - Used in the context of this document to relate to the organisations specified within appendix IV which details the organisations that are signatories to this protocol.


Special Category Personal Data – A full description is available at the ICO’s web site - https://ico.org.uk/for-organisations/guide-to-data-protectionPseudonymisation - "Pseudonymisation" of data means replacing any identifying characteristics of data with a pseudonym, or, in other words, a value which does not allow the data subject to be directly identified

Senior Information Risk Owner (SIRO) – Is an NHS Senior Management Board Member who will take overall ownership of the Organisation’s Information Risk Policy and act as champion for information risk on the Board.

APPENDIX II

SUMMARY OF KEY LEGISLATION AND GUIDANCE


(Detailed guidance should be available in all agencies for staff)

Access to Health Records Act 1990 - http://www.legislation.gov.uk/ukpga/1990/23/contents 

This Act provides rights of access to the health records of deceased individuals for their personal representatives and others having a claim on the deceased’s estate.  In other circumstances, disclosure of health records relating to the deceased should satisfy common law duty of confidence requirements. The Data Protection Act 2017  supersedes the Access to Health Records Act 1990 apart from the sections dealing with access to information about the deceased


Data Protection Legislation (GDPR/DPA 2018)- https://ico.org.uk/  - 

The key legislation governing the protection and use of identifiable patient/client data (Personal Data) is the Data Protection Legislation (GDPR/DPA 2018)

 .  The Act does not apply to data relating to the deceased.


The Act stipulates that anyone processing personal data comply with eight principles of good practice. These principles are legally enforceable.


a) processed lawfully, fairly and in a transparent manner in relation to individuals;


b) collected for specified, explicit and legitimate purposes and not further processed in a manner that is incompatible with those purposes; further processing for archiving purposes in the public interest, scientific or historical research purposes or statistical purposes shall not be considered to be incompatible with the initial purposes;


c) adequate, relevant and limited to what is necessary in relation to the purposes for which they are processed;


d) accurate and, where necessary, kept up to date; every reasonable step must be taken to ensure that personal data that are inaccurate, having regard to the purposes for which they are processed, are erased or rectified without delay;


e) kept in a form which permits identification of data subjects for no longer than is necessary for the purposes for which the personal data are processed; personal data may be stored for longer periods insofar as the personal data will be processed solely for archiving purposes in the public interest, scientific or historical research purposes or statistical purposes subject to implementation of the appropriate technical and organisational measures required by the GDPR in order to safeguard the rights and freedoms of individuals; and


f) processed in a manner that ensures appropriate security of the personal data, including protection against unauthorised or unlawful processing and against accidental loss, destruction or damage, using appropriate technical or organisational measures.”


Detailed information for staff about the requirements of the Act in relation to information sharing is available in each organisation.

Crime and Disorder Act 1998 - http://www.legislation.gov.uk/ukpga/1998/37/contents 

The Crime and Disorder Act 1998 introduces measures to reduce crime and disorder, including the introduction of local crime partnerships around local authority boundaries to formulate and implement strategies for reducing crime and disorder in the local area.  Section 115 of the Act provides that any person has the power to lawfully disclose information to the police, local authorities, probation service or health authorities (or persons acting on their behalf) where they do not otherwise have the power but only where it is necessary and expedient for the purposes of the Act.  However, whilst all organisations have the power to disclose, Section 115 does not impose a requirement on them to exchange information and responsibility for the disclosure remains with the organisation that holds the data.  It should be noted, however, that this does not exempt the provider from the requirements of the 2nd Data Protection principle.

Human Rights Act 1998 - http://www.legislation.gov.uk/ukpga/1998/42/contents 

Article 8.1 of the Human Rights Act 1998 provides that “everyone has the right to respect for his private and family life, his home and his correspondence”.  This is however, a qualified right i.e., there are specified grounds upon which it may be legitimate for authorities to infringe or limit those rights and Article 8.2 provides “there shall be no interference by a public authority with the exercise of this right as it is in accordance with the law and is necessary in a democratic society in the interests of national security, public safety, or the economic well-being of the country, for the prevention of disorder or crime, for the protection of health or morals or for the protection of the rights and freedom of others”.


The Act also requires public bodies to read and give effect to other legislation in a way that is compatible with these rights and makes it unlawful to act incompatibly with them.  As a result these rights still need to be considered, even when there are special statutory powers to share information.


Common Law duty of Confidentiality - https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/200146/Confidentiality_-_NHS_Code_of_Practice.pdf 

All staff working in both the public and private sector are aware that they are subject to a common law Duty of Confidentiality and must abide by this.  The duty of confidence only applies to identifiable information and not to aggregate data derived from such information or to information that has otherwise been effectively anonymised i.e., it is not possible for anyone to link the information to a specified individual.


The Duty of Confidentiality requires that unless there is a statutory requirement to use information that has been provided in confidence it should only be used for purposes that the subject has been informed about and has consented to.  This duty is not absolute but should only be overridden if the holder of the information can justify disclosure as being in the public interest (e.g., to protect others from harm).  Whilst it is not entirely clear under law whether or not a common law Duty of Confidence extends to the deceased, the Department of Health and professional bodies responsible for setting ethical standards for health professionals accept that this is the case.


All organisations are subject to their own codes or standards relating to confidentiality.


Caldicott Report 1997 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1769982/

and the Caldicott 2 Review 2013 - https://www.gov.uk/government/publications/the-information-governance-review 

In December 2011 the Government announced that it wanted to allow patients' records and other NHS data to be shared with private life science companies, to make it easier for them to develop and test new drugs and treatments. Concerns were raised about what that might mean for patient confidentiality. This and other issues prompted the instigation of Caldicott 2, in which Dame Fiona was asked to review information issues across the health and social care system. 


Dame Fiona first investigated issues surrounding confidentiality when she chaired a similar review in 1996-7 on the use of patient data in the NHS. That review recommended that the NHS adopt six principles (see below) for the protection of confidentiality, which became known as the "Caldicott principles". The review also recommended that NHS organisations appoint someone to take responsibility for ensuring the security of confidential information. These people became known as "Caldicott Guardians". 


The reach of Caldicott 2 is far wider than the 1997 report. Its recommendations affect all organisations working in the health and social care sector – including local authorities. Its recommendations, if adopted, will have a significant impact on the way that local authorities operate.

1. Justify the purpose(s) for using confidential information 

2. Only transfer/use patient-identifiable information when absolutely necessary  


3. Use the minimum identifiable information that is required 

4. Access should be on a strict need to know basis 

5. Everyone with access to identifiable information must understand his or her responsibilities 

6. Understand and comply with the law 

7. The duty to share personal confidential data can be as important as the duty to respect service user confidentiality. 

Only the NHS and Social Care are required to apply these principles and to nominate a senior person to act as a Caldicott Guardian responsible for safeguarding the confidentiality of patient information.


Freedom of Information Act 2000 - https://ico.org.uk/for-organisations/guide-to-freedom-of-information/what-is-the-foi-act/ 

 This Act provides clear statutory rights for those requesting information together with a strong enforcement regime.  Under the terms of the Act, any member of the public will be able to apply for access to information held by bodies across the public sector.  The release of personal information remains protected by the Data Protection Legislation (GDPR/DPA 2018).

The Children Act 2004 - http://www.legislation.gov.uk/ukpga/2004/31/contents 

The Act provides a legislative spine for the wider strategy to improve children’s lives.  This covers the universal services which every child accesses, and more targeted services for those with additional needs.  The overall aim is to encourage integrated planning, commissioning and delivery of services as well as improve multi-disciplinary working, remove duplication and increase accountability.  There is a duty to cooperate between relevant partners in the making of 

arrangements to improve the wellbeing of children.

Data Protection Bill


https://ico.org.uk/for-organisations/data-protection-bill/ 

 Data Protection Legislation (GDPR/DPA 2018)

https://ico.org.uk/for-organisations/data-protection-reform/overview-of-the-gdpr/

Health and Social Care Act 2012 - http://www.legislation.gov.uk/ukpga/2012/7/contents/enacted 

The Health and Social Care Act 2012 underpins wide ranging reforms of the NHS since it was founded in 1948.  Changes include the establishment of a National Health Service Commissioning Board and Clinical Commissioning Groups, as well as Health and Wellbeing Boards.  The changes became operational on 1st April 2013.  The Act sets out provision relating to public health in the United Kingdom; public involvement in health and social care matters; scrutiny of health matters by local authorities and co-operation between local authorities and commissioners of health care services.  The Act establishes a National Institute for Health and Care Excellence, and establishes the provision for health and social care.


The clinical commissioning organisations established by the Act must have a secure legal basis for every specific purpose for which they wish to use identifiable patient data.  Where there is no such statutory legal basis either the consent of the patient is required to process personal confidential data or the data must be fully pseudonymised.

Care Act 2014 - https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/365345/Making_Sure_the_Care_Act_Works_EASY_READ.pdf 

This Act incorporates a wide range of provisions relating to adult social care, including Safeguarding and most provisions come into force on 1 April 2014.


The sections with most relevance to information sharing are:


Ss 6&7: Duties to cooperate with other persons in the exercise of functions relating to adults with needs for care and support, and to carers.


S37: Duty to notify receiving LA when an adult receiving care and support moves.


S45: Duty to comply with request for information by Safeguarding Adults Board to enable or assist the SAB to exercise its functions. This could include information about individuals.


S67: Involvement of independent advocate in assessments, plans etc.

Statutory guidance is available on all parts of this Act.


National Data Guardian for Health and Care consultation: Review of Data Security, Consent and Opt-Outs


Both the National Data Guardian Consultation Notice and the Information Commissioners response


https://ico.org.uk/about-the-ico/consultations/national-data-guardian-for-health-and-care-consultation-review-of-data-security-consent-and-opt-outs/ 

Other relevant legislation 


· Civil Contingencies Act  2004

· Criminal Justice Act 2003

· Criminal Procedures and Investigations Act 1996

· Education Act 2002

· Homelessness Act 2002

· Local Government Act 2000

· Mental Capacity Act 2005

· Mental Health Act 1983

· Regulation of Investigatory Powers Act 2000

· Safeguarding Vulnerable Groups Act 2006


There are statutory restrictions on passing on information linked to:

NHS (Venereal Disease) Regulations 1974


Human Fertilisation and Embryology Act 1990


Abortion Regulations 1991


Further Guidance


HM Government Publications:  


Information Sharing: Guidance for practitioners and managers


Information Sharing: Pocket Guide

Available at www.education.gov.uk/publications to download

ICO Publications - Fors a full index of the ICO’s data protection and privacy and electronic communications guidance for organisations- https://ico.org.uk/for-organisations/guidance-index/data-protection-and-privacy-and-electronic-communications/ 

Anonymisation 

Data Processing


Data Protection

Data Sharing 

Notification


Personal Data


Privacy Notices


Security

Subject Access 


Appendix III

DATA SHARING AGREEMENT


This agreement is to be used in conjunction with the Inter Agency Information Sharing Protocol and complies with all the guidance therein.


1.  Parties to this agreement


		Organisations Name




		



		Address




		



		Responsible Manager




		



		Contact Details




		



		Source/Recipient?




		



		Authorised Signatory/Date


(Caldicott Guardian, SIRO, Chief Executive, Director etc.).

		





		Organisations Name




		



		Address




		



		Responsible Manager




		



		Contact Details




		



		Source/Recipient?




		



		Authorised Signatory/Date


(Caldicott Guardian, SIRO, Chief Executive, Director etc.).

		





		Organisations Name




		



		Address




		



		Responsible Manager




		



		Contact Details




		



		Source/Recipient?




		



		Authorised Signatory/Date (Caldicott Guardian, SIRO, Chief Executive, Director etc.).

		





		Date of Agreement




		





2.  Specific purpose(s) for which the data sharing is required (all intended purposes should be described, it may be appropriate to describe each one on a separate pro forma)



3.  Type and status of data shared


		Is the data ‘person identifiable’?

		Yes/No



		    Has explicit consent been given and recorded?

		Yes/No



		    Has implied consent been recorded?

		Yes/No



		    Is the subject aware that sharing will take place?

		Yes/No



		

		



		Is the data anonymised?

		Yes/No





4.  Legal basis for sharing where no consent is given


		





5.  Data Items shared


This list must be comprehensive and include ALL data items that are to be shared. All data items to be shared must be justifiable as necessary for the purpose. The service user/staff member should be aware that the information will be shared and have consented to it. For the purpose of delivering care implied consent is sufficient. You should tailor this section to suit your organisations specific needs.

		Service User Data



		Yes/No

		Comment



		Name, address, Date of Birth, Gender, GP



		

		



		Identifying numbers

(NHS No. etc.)



		

		



		Next of Kin, Emergency Contact, Carer Details



		

		



		Clinical Details

(Clinical details should only be shared where there is a justifiable purpose)




		

		



		Basic Clinical Details


(Condition and relevant care requirements)




		

		



		Full Clinical Details


(May include medical history, test results, clinical letters, reports etc.)




		

		



		Other


(Should only be shared where there is a justifiable purpose)




		

		



		Risk Factors



		

		



		Other (Please Explain)



		

		



		

		

		



		Staff Information

		Yes/No

		Comment



		Name, Job Title, Work Base, Work Team, Line Manager

		

		



		Identifiers Such As Payroll No. NI Number

		

		



		Home Address, Date of Birth and Next of Kin

		

		



		Full Employment Record

		

		





6.  Protective Marking

		Is Protective marking/Classification relevant to this information?

		Yes/No



		    

		



		If yes please use the system relevant to your Organisation

		



		

		



		

		



		

		





https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/251480/Government-Security-Classifications-April-2014.pdf 

7.  Data Transfer Method


All parties to this agreement are responsible for ensuring that appropriate security and confidentiality procedures are in place to protect the transfer, storage and use of the shared, person identifiable data.


		Regular flow (specify frequency)

		



		Ad hoc

		





		More than 21 items per flow

		



		Less than 21 items per flow

		





Give full details of how the transfer will be made and what security measures will be in place e.g. encryption, business secure mail or recorded signed for etc.

		Face to face




		



		Telephone




		



		Safe haven fax (or faxed following procedure)

		



		Electronically (state method)




		



		Secure E Mail



		



		Secure Mail



		



		Secure Courier




		



		Encrypted Removable Media




		



		Other




		





		Has a risk assessment been carried out on the chosen methods of transfer?

		Yes/No





		What are the identified risks?




		





8. Audit and Review


		Organisations Name




		



		Address




		



		Responsible Manager




		



		Contact number




		



		Review Date




		





INCIDENTS


Any incidents occurring as a result of this agreement should be reported to the signatories of all affected organisations. They will then pass on the information 


in accordance with incident reporting procedures within their own organisation 


if appropriate. Organisations will agree to share information in order to help investigate any such incidents


9.


		Subject Access Requests Will Be Directed To




		



		Special Arrangements For Subject Access Requests




		





10.


		Retention Period For Data



		



		Disposal Method For Data



		





APPENDIX IV

INTER-AGENCY INFORMATION SHARING PROTOCOL

MEMORANDUM OF AGREEMENT

The signatory organisations to this agreement endorse the vital importance of the sharing of data between the organisations to support the provision of effective and efficient services to the populations of the local area.


The signatory organisations are committed to working in partnership on this and future 


data sharing activities and recognise that without such sharing the increasing amount of initiatives requiring a multi-agency approach cannot be fully achieved.  


The signatory organisations accept and support the principles and processes identified in the Inter-Agency Information Sharing Protocol.


The signatory organisations are committed to ensuring that their organisations have in place the appropriate policies, procedures and training to maintain the security and confidentiality of shared data. 


The signatory organisations are committed to the monitoring and review of the data sharing processes arising from this protocol.


The signatory should be the Caldicott Guardian, SIRO, Chief Executive or a Director of the organisation.

INTER-AGENCY INFORMATION SHARING PROTOCOL


I ……………………………………………………………….. (Name of signatory)


On behalf of ………………………………………………….. (Name of organisation)


Hereby agree to the following:


· To subscribe to the principles contained within the Protocol


· To work to the principles contained within the Protocol


· To ensure that the Protocol is fully implemented within the organisation/authority and all relevant staff are trained in the principles and legal requirements


· To contribute to the development of trust between the signatory organisations by working within the framework of the Protocol


Signature ………………………………….. Name ……………………………………….


Position ……………………………………………………… Date ……………………..

(Chief Executive, SIRO, Caldicott Guardian, Director etc.)


Please complete and sign this page and return by email or post to, Kathryn.wise@this.nhs.uk  


Kathryn Wise  Information Governance Officer, THIS, Oak House, Woodvale Office Park, Woodvale Road, Brighouse, HD6 4AB 


Appendix V

Signatories as at November 2017

Action for Children

Airedale NHS Foundation Trust


Barnsley Metropolitan Borough Council


Barnsley Hospital NHS Foundation Trust

The Basement Project

Berneslai Homes

Bradford District Care Trust


Bradford Teaching Hospitals NHS Foundation Trust


Bradford Trident


Burley Parish Council


Calderdale and Huddersfield NHS Foundation Trust


Calderdale Metropolitan Borough Council

Centrepoint

City of Bradford Metropolitan District Council


Community Links

Cook Lane Surgery


DISC Barnsley revovery steps

Forget Me Not Children’s Hospice

Halifax Opportunities Trust


Healds Road Surgery

Healthwatch Kirklees


Healthwatch Wakefield


Home Start Calderdale

Home Start Kirklees

Huddersfield University

Independent Domestic Abuse Services

Insight Healthcare

The Junction Surgery

Kirklees Metropolitan Council


Kirklees Neighbourhood Housing


Leeds City Council


Leeds College of Building


Lifeline Project (Kirklees)

Lindley Village Surgery


Liversedge Health Centre

Locala Community Partnerships


Local Care Direct


Manningham Housing Association


Mid Yorkshire NHS Hospitals Trust

Newman School

NHS Airedale, Wharfedale and Craven CCG


NHS Barnsley CCG


NHS Bassetlaw CCG


NHS Bradford City CCG


NHS Bradford Districts CCG 


NHS Calderdale CCG


NHS Doncaster CCG


NHS England (West Yorkshire Area Team)


NHS Greater Huddersfield CCG


NHS Leeds  CCG


NHS North Kirklees CCG


NHS Sheffield CCG


NHS Wakefield CCG

North Halifax Partnership


Northorpe Hall Child and Family Trust


Novus Health

Pennine GP Alliance


Pinnacle Housing Limited

NHS Rotherham CCG

Rotherham MBC

The Rotherham NHS Foundation Trust

Sandale Community Development Trust


ScHARR-University of Sheffield


Sheffield Children’s NHS Foundation Trust


Sheffield City Council


Sheffield Health and Social Care NHS Foundation Trust


Sheffield Teaching Hospitals NHS Foundation Trust


South West Yorkshire Partnership Foundation NHS Trust


South Yorkshire Fire and Rescue

South Yorkshire Housing Association

South Yorkshire Police


Stonewater


Together Housing Group


Turning Point


Wakefield and District Housing


Wakefield Hospice


Wakefield Metropolitan District Council

Wakefield Youthwork Team

West Wakefield Health and Wellbeing


West Yorkshire Combined Authority


West Yorkshire Community Rehabilitation Company Limited


West Yorkshire Fire Service


West Yorkshire Joint Services


West Yorkshire Police 


Yorkshire Ambulance Service


Yorkshire Children’s Centre


Yorkshire Housing


This protocol can be viewed at 

www.this.nhs.uk/fileadmin/IG/interagency-information-sharing-protocol.pdf













 IA Information Sharing Protocol_April2018_V16.1
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Appendix 4: GDPR Position Statement- April 2018 
 


 
Requirement 


Actions Taken 
 


Actions to Take 


Awareness GDPR briefing to Gov. Body; 
multiple briefings to staff via 
regular comms; updates to 
Information Asset Owners via 
dedicated training workshops 
 


Additional messages will be 
circulated based on national 
guidance, which is still 
outstanding 


Information held by the 
CCG 


Work to document use of 
personal data already 
completed as part of IG Toolkit 
submission  
 


Agree formal reporting 
schedule/process for regular 
assurances from Information 
Asset Owners  


Communicating Privacy 
Information to patients 
public and staff 


Revised Privacy notices in 
development by EMBED for all 
CCGs 
 


Agree and adopt updated 
Privacy Notice when 
complete 


Individuals’ Rights Polices reviewed and approved 
by IG Group to ensure they do 
not infringe individuals rights 
under GDPR  
 


Submit policies for final 
approval and publication 


Subject Access 
Requests 


Review of Subject Access 
Procedure completed and 
approved. IG Handbook 
updated to reflect changes in 
law 


EMBED to provide updated 
training materials to staff on 
dealing with subject access 
requests 


Legal Bases for 
Activities Involving 
Personal Data 


Legal Bases for existing 
activities identified as part of IG 
Toolkit/Dataflows work. The 
adoption an updated Privacy 
Impact Assessment Process 
will act as additional check. 
 


A further review of recorded 
legal bases to be 
undertaken as and 
additional measure. Further 
promotion of use of PIAs  
within the CCG 


Consent Uses of consent identified as 
part of IG Toolkit/Dataflows 
work.  


An additional survey of the 
use of consent to be carried 
out in May. Propagate the 
ICO advice that legal bases 
other than consent are 
preferable 
 


Children’s Information No significant impact for the 
CCG. 


EMBED to develop a 
children specific privacy 
notice for the CCG 


Data Breaches and 
Incidents 


Updated CCG policy and 
procedure meet GDPR 
requirements. 


Circulate and adopt new 
national IG / Cyber Security 
Incident Reporting guidance 
and process when released  
in May 2018 







 
Requirement 


Actions Taken 
 


Actions to Take 


Data Protection by 
Design and Impact 
Assessments 


Updated Privacy Impact 
Assessment (PIA) in place and 
included within PMO 
arrangements. CAT team 
session held on importance of 
PIAs 
 


Reinforce across the CCG 
that completion of PIAs is 
mandated by law 


Data Protection Officers CCG has been advised on 
importance of and requirement 
for a DPO. CCG has evaluated 
options available and 
requested shared service from 
EMBED 
 


Evaluate and decide on final 
DPO service proposal from 
EMBED 


 


  







APPENDIX 5: NHSE Data Security Protection Position 
Statement- April 2018 


 


Requirement  Actions Taken Actions to Take 


Named Senior 
Executive To Be 
Responsible for Data 
and Cyber Security In 
Your Organisation 


This is the Head of 
Governance and Assurance 
who is the SIRO, a member of 
SMT, and a non-voting 
attendee at the Governing 
Body. 
 


None 


Completion of the 
Information Governance 
Toolkit v14.1 
 


IG Toolkit successfully 
submitted in March 2018 


None 


Undertake Preparations 
for implementation of 
GDPR 


Multiple actions completed and 
ongoing  in readiness for 
GDPR 


Complete actions in 
previous table and monitor 
progress against CCGs 
GDPR Action Plan 
 


Staff to Complete New 
Data Security and 
Protection Training 


95% of CCG staff had 
completed online training by 
March 2018 


Ensure existing and new 
staff undertake DSP training 
annually. Additionally 
training required for SIRO 
 


Receive and Act on 
CareCERT Cyber 
Security Alerts from 
NHS Digital 


Recipients of alerts agreed, 
Regular Assurance summaries 
provided to the CCG by 
eMBED 


Agree responsibilities for 
providing acknowledgement 
of high priority CareCERT 
alerts 
 


A Comprehensive 
Business Continuity 
Plan to Respond to Data 
and Cyber Security 
Incidents 


The CCG has a Business 
Continuity Plan with action 
cards including for responses 
to IT and Cyber incidents. 
The CCG has held a business 
continuity desktop exercise and 
cascade test to assure the 
robustness of the plans. 
 


Review plans when 
necessary in line with new 
guidance 


Robust Reporting of 
Data Security Incidents 
and Near Misses 


CCG IG and Cyber Incident 
reporting procedure updated. 


Circulate and adopt new 
national IG / Cyber Security 
Incident Reporting guidance 
and process when released 
in May 2018 


Identify and Remediate 
any unsupported IT 
systems 


CCG is not aware of any 
unsupported systems through 
existing Information Asset 
Register. 


Liaise with EMBED and 
other key IT suppliers to 
perform thorough audit of IT 
estate. Take appropriate 
action where issues 
identified 







Carry out  cyber and 
data security 
assessment if directed 
to by NHS Digital 


No assessment requested none 


Checking IT Suppliers 
Certification status 


No action yet Build checks of certification 
into CCG contracting 
functions 
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GOVERNING BODY 


 
10 MAY 2018 


  
RISK AND GOVERNANCE EXCEPTION REPORT 


 
PART 1A – SUMMARY REPORT 
 


1. THIS PAPER IS FOR 
 


 Decision  Approval  Assurance  Information  
 


2. REPORT OF 
 


  Name Designation 


Executive Lead Richard Walker Head of Governance & 
Assurance 


Author Alison Edwards 
 


Governance, Risk & Assurance 
Facilitator 


 


3.  EXECUTIVE SUMMARY 
 


 Introduction 
 
This report presents to the Governing Body a number of matters, specifically: 


 Governing Body Assurance Framework 


 Corporate Risk register 


 Request for ratification of an urgent decision taken re the cataracts 
procurement 


 An update on the CCG’s Registers of Interests, and 


 An update and assurance regarding cyber security and the General Data 
protection regulation (GDPR).  


 
Governing Body Assurance Framework 
 
The Governing Body receives the full Assurance Framework (GBAF) on a 
quarterly basis and full Risk Register twice a year with exception reports brought 
to intervening meetings.  In accordance with timescales this report presents to 
the Governing Body an extract of the red risks on both the GBAF and the 
Corporate Risk Register.   
 
The Governing Body Assurance Framework (GBAF) facilitates the Governing 
Body in assuring the delivery of the CCG’s annual strategic objectives. The 
GBAF is reported to every meeting of the Governing Body as part of the Risk & 
Governance Exception Report.  There is one risk on the GBAF rated as ‘red’ 
extreme risk (reference 7.1), regarding Patient Safety. Appendix 1 provides a 
summary of the GBAF for members’ consideration, and Appendix 2 details risk 
7.1.  
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Corporate Risk Register 
 
The Corporate Risk Register is a mechanism to effectively manage the current 
risks to the organisation.  This report provides the Governing Body with an 
extract of ‘red’ extreme risks from the Corporate Risk Register (Appendix 2).  
 
Red (extreme) risks: 
There are currently eight extreme risks on the CCG’s Risk Register which have 
been escalated to the Assurance Framework as gaps in assurance against risks 
on the Assurance Framework.  The risks are: 
 


 Ref 13/3 (rated score 20 ‘extreme’) - BHNFT’s under performance against 
the target that 95% of A&E patients are treated or discharged within 4 
hours 


 Ref CCG 14/10 (rated score 16 ‘extreme’) – Risks resulting from not being 
able to attract and retain a suitable and sufficient Primary Care clinical 
workforce 


 Ref CCG 14/15 (rated score 15 ‘extreme’) – Potential impact on quality & 
patient safety of incomplete D1 discharge letters 


 Ref CCG 15/07 (rated score 15 ‘extreme’) – Quality & patient safety risks 
relating to Yorkshire Ambulance Service (YAS) under achieving against 
the Category A response standard of 75% within 8 minutes 


 Ref CCG 15/14a (rated score 16 ‘extreme’) - In relation to the 0-19 
pathway reprocurement by Public Health, if there is any reduction in 
service (or failure to improve outcomes) there is a risk that there is a risk 
that the service quality and safeguarding provided for the 0-19 population 
will be adversely affected 


 Ref CCG 15/14b (rated score 16 ‘extreme’) - In relation to the 0-19 
pathway reprocurement by Public Health, if there is any reduction in 
service (or failure to improve outcomes) there is a risk that there will be a 
negative impact on primary care workforce and capacity 


 Ref CCG 15/14c (rated score 16 ‘extreme’) - In relation to the 0-19 
pathway reprocurement by Public Health, if there is any reduction in 
service (or failure to improve outcomes) there is a risk that the CCG will 
suffer reputational damage, given the public’s natural assumption that the 
NHS (CCG) has direct agency over the 0-19 pathway. 


 Ref CCG 18/01 (rated score 16 extreme) – If BMBC commissioned Health 
Checks service experience a decline in uptake there is a risk that the 
number of undetected or untreated long term conditions will increase with 
negative consequences. 


 
Additions /  Removals  
There have been no additions to the Risk Register since it was last reviewed. 
Following review by the Quality and Patient Safety Committee it is recommended 
that one risk from the Risk Register be closed, as follows: 
 


 Risk 14/8 “If cases of TB occurring in Barnsley are not appropriately 
reported and escalated, due to a lack of capacity or understanding of 
procedure within the TB team, there is a risk that the disease could spread 
within the local population.”  
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The rationale is that TB remains a low incidence disease in Barnsley. It was 
recognised and  agreed at Barnsley Health Protection Board on 19.04.18 that 
the challenge to TB prevention and control efforts are exacerbated by complex 
issues concerning funding, immigration and the law and that there is a clear 
need for integrated clinical and social care. For these reasons this risk is best 
owned and managed by the Health Protection Board and this was accepted and 
agreed. 


 
Urgent Decision – Cataracts procurement 
 
At its private meeting in April 2018 the Governing Body agreed the Cataracts 
specification for inclusion in the Optometry First Minor Eye Condition 
procurement. It was subsequently identified that there was a need to amend the 
specification to provide clarification and additional information with regard to 
Post-Operative Follow Ups within the specification. An updated specification was 
agreed by the Chief Finance Officer, Medical Director, Chair and Clinical Lead 
for inclusion in the procurement in accordance with the CCG’s Constitution and 
urgent decision making provisions,. There are no financial implications to this 
amendment, and there are no Conflicts of Interest issues. The CCG’s Register of 
Urgent Decisions had been updated to reflect this decision. Governing Body is 
asked to ratify the urgent decision. 
 
Registers of Interests, Sponsorship, Gifts & Hospitality 
 
Governing Body will recall that the CCG is required to obtain declarations of 
interest from all staff, Governing Body Members, Membership Council 
Representatives and other relevant Practice staff, and to publish these in 
Registers of Interests. While the onus is on individuals proactively to declare 
changes to their interests as they occur the CCG is required  to prompt people to 
review and update their declarations of interest at least annually. This process 
was undertaken during 2018 and is now complete. The updated registers can be 
located on the website using the following link:  
http://www.barnsleyccg.nhs.uk/about-us/.  
 
Cyber Security and General Data Protection Regulation (GDPR) update 
 
The CCG once again submitted a fully compliant Information Governance 
Toolkit for 2017/18, in advance of the NHS England deadline of 31 March 2018, 
and in accordance with a sign off procedure overseen by the Quality & patient 
safety Committee. Moving into 2018/19 the IG agenda will be focused on 2 key 
areas: 


 Complying with the requirements of the General Data Protection 
Regulation which comes into effect at the end of May 2018, and 


 Ensuring that the CCG has appropriate arrangements in place for 
maintaining data security and protection including cyber security. 


 
General Data Protection Regulation (GDPR) 
 
The GDPR comes into force on the 25th May 2018, when it will replace the 
existing Data Protection Act 1998.  GDPR covers everything that we do with 
personal data, so it is important that we are aware of what it means for us and 
the way we work.  Fines for non-compliance are up to €20,000,000.   
 



http://www.barnsleyccg.nhs.uk/about-us/





GB/Pu 18/05/11 


 4 


Data protection covers both patients and staff and everyone within the CCG will 
need to ensure compliance. The new law keeps the same objectives as the 
previous data protection law but aims to make it more suitable for our current 
technological environment and to ensure the same level of protection of data 
privacy across the EU and the UK.   
 
As with most health and social care organisations, which are required to 
complete and comply with the IG Toolkit, we already have many of the 
principles in place so are well placed in most areas. During 2017/18 the CCG 
undertook a range of activities to ensure our readiness including: 


 reviewing our IG policies and processes to make sure they are GDPR 
compliant 


 making arrangements with eMBED to secure the provision of a Data 
Protection Officer 


 updating our information asset register, risk assessments and data flow 
mapping for key assets. 


 
GDPR compliance depends upon good practice being ingrained into the CCG’s 
day to day working practices, and work will be undertaken over the coming 
months to ensure this is the case. The CCG is currently working with eMBED to 
develop a detailed work plan for the year and has already undertaken a 
preliminary readiness review to identify the key areas of focus (see Appendix 
4).  
 
We have asked our internal auditor, 360 Assurance, to undertake a review of 
our GDPR compliance. A first phase of work will be undertaken imminently to 
identify any gaps in our arrangements and plans, and a second phase midway 
through the year to ensure necessary actions have been implemented. 
 
Data Security and Protection 
 
Governing Body received an update with respect to cyber security in September 
2017 which described the arrangements the CCG had made at that point to 
manage any related risks which included training for Governing Body and a 
range of awareness raising communications to staff. In the intervening months 
a range of other actions have been taken including: 


 An awareness session has been run for CCG staff 


 Ongoing staff communications reinforcing the need for vigilance re not 
opening suspicious emails etc 


 Promoting the widespread take up of the new Data Security Awareness 
online modules which have replace the old IG modules (over 90% of 
CCG staff have now completed these 


 Participating in an NHS Digital simulated phishing exercise whereby a 
number of CCG staff were sent an unsolicited email (report of outcomes 
still awaited). 


 
NHS Digital continues to give a high and increasing priority to managing cyber 
threats, and has set out a range of Data Security and Protection requirements 
with which NHS bodies must comply. These include the replacement of the old 
IG Toolkit with a new Data Security & Protection (DSP) Toolkit. Working with 
eMBED the CCG has undertaken an initial high level readiness review (see 
Appendix 5) and will be putting in place a more detailed action plan to ensure all 
the requirements are addressed in a timely manner. 
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4. THE GOVERNING BODY IS ASKED TO: 
 


  Review the GBAF for 2017/18, and consider whether the risks on the 
GBAF are appropriately described and scored, and whether there is 
sufficient assurance that they are being effectively managed as at 10 May  
2018 


 Identify any positive assurances relevant to the risks on the GBAF 


 Review the Corporate Risk Register to confirm all risks are appropriately 
scored and described 


 Approve the removal of risk reference 14/8 from the Risk Register 


 Identify any potential new risks 


 Ratify the urgent decision taken regarding the Cataracts Specification 


 Note the outcomes from the annual update of the CCG’s Registers of 
Interests 


 Note the cyber security and GDPR update   
 


5. APPENDICES 
 


  Appendix 1 – GBAF 2017/18  


 Appendix 2 –  GBAF 2017/18 - Risk 7.1 


 Appendix 3 – Corporate Risk Register  


 Appendix 4 - GDPR Position Statement  


 Appendix 5 – Cyber Security Position Statement 
 


 


 


Agenda time allocation for report:  10 minutes 
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1.    Links to the Governing Body Assurance Framework Risk ref(s) 


 This report provides assurance against the following risks on 
the Governing Body Assurance Framework: 


All 


2. Links to CCG’s Corporate Objectives Y/N 


 To have the highest quality of governance and processes to 
support its business 


Y 


 To commission high quality health care that meets the needs 
of individuals and groups 


Y 


 Wherever it makes safe clinical sense to bring care closer to 
home 


Y 


 To support a safe and sustainable local hospital, supporting 
them to transform the way they provide services so that they 
are as efficient and effective as possible for the people of 
Barnsley 


Y 


 To develop services through real partnerships with mutual 
accountability and strong governance that improve health 
and health care and effectively use the Barnsley £.   


Y 


3. Governance Arrangements Checklist 


3.1 Financial Implications  


Has a financial evaluation form been completed, signed off 
by the Finance Lead / CFO, and appended to this report? 


NA 


Are any financial implications detailed in the report? NA 
 


3.2 Consultation and Engagement 


Has Comms & Engagement Checklist been completed?  NA 


Is actual or proposed engagement activity set out in the 
report? 


NA 


 


3.3 Equality and Diversity  


Has an Equality Impact Assessment been completed and 
appended to this report?  


NA 


 


3.4 Information Governance  


Have potential IG issues been identified in discussion with 
the IG Lead and included in the report? 


NA 


Has a Privacy Impact Assessment been completed where 
appropriate (see IG Lead for details) 


NA 


 


3.5 Environmental Sustainability  


Are any significant (positive or negative) impacts on the 
environment discussed in the report? 


NA 


 


3.6 Human Resources 


Are any significant HR implications identified through 
discussion with the HR Business Partner discussed in the 
report? 


NA 
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Putting Barnsley People First


BARNSLEY 

PRACTICE DELIVERY AGREEMENT (PDA)

April 2018 to March 2019

The Barnsley Practice Delivery Agreement has been developed in order to:-


1. Invest in the Primary Care infrastructure to deliver high quality equitable services for the registered population of Barnsley as close to home as possible

2. Support Primary care sustainability through a longer-term investment profile

3. Deliver a targeted approach to the demographic health challenges on a Barnsley footprint and on a local practice basis

4. Build a mutually accountable relationship that is centred on improving health outcomes in Barnsley
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The Barnsley Practice Delivery Agreement

1.1  INTRODUCTION

The aim of the 2018/19 Barnsley Practice Delivery Agreement (PDA) is to invest in the capacity needed to deliver a consistently high standard of General Practice across Barnsley (as reference in the Primary care strategy and the GP forward View).  This will be delivered through the provision of a guaranteed income for the delivery of six schemes:


1. Medicines Optimisation Scheme

2. Get Fit First 


3. Referral Toolkit

4. Health Inequalities Target Scheme (HITS)

5. General Practice Forward View


6. Medicines Management 

For 2018/19 Barnsley CCG is investing £4.2 million into Primary Care. This is broken down as follows; £1.4m Medicines Management, £0.6m Get Fit First, £440k Referral Toolkit, plus £724k for the Health Inequalities Target Scheme and £120k for General Practice Forward View.  £0.9 million will cover existing medicine management schemes, Eclipse live, specialist drug service/shared care, Anticoagulation initiation and maintenance.


The total investment enables the CCG to set a guaranteed and consistent income level giving practices the investment to increase staffing capacity and resilience and deliver quality improvement. The aim being to meet rising demand and deliver improved access and better outcomes for patients. The intention is for the Barnsley Practice Delivery Agreement to pay for itself with the Medicines Optimisation and HITS Schemes delivering a return on investment in year. 


The long term beneﬁts to population health will be through implementation and adherence to the approved Get Fit First policy and an improved quality and consistency of referrals by adherence to NICE advice and best practice guidance The Health Inequalities Target Scheme reflects the aims of the Barnsley’s Health and Wellbeing Strategy with a focus on specific disease areas, self-care and the integration of services.

1.2 PURPOSE 

The concept of the Practice Delivery Agreement (PDA) is that whilst supporting practices to invest in the infrastructure to deliver a comprehensive range of services to their practice population it will also support the CCG to deliver its general duties as outlined within the Health and Social Care Act Part 1 Section 26. 


The CCG’s regulatory duties specifically related to the PDA include; promoting the delivery of the NHS Constitution, the improvement of the quality of services including primary medical services, reducing health inequalities, (that could be associated with practice variation and differential uptake of locally commissioned services) and patient involvement that will be achieved through Patient Reference Group (PRG) developments.

1.3 CONTEXT

The concept of a Practice Delivery Agreement between the CCG and each of its Member practices had arisen from workshops held by the CCG primary care work stream with practices during 2014/15 and was approved by the Governing Body at its September 2014 meeting.  Full implementation commenced in April 2015.

The 2018/19 PDA continues the investment into Primary Care over a four year period to a total of £16.8m.

In 2018/19 and 2019/20 NHS Barnsley CCG are committed to working together to make significant steps forward in transforming health and care services in Barnsley and particularly making progress against the commitments set out in the NHS Five Year Forward View and towards our long term ambitions to move care closer to home.  

NHS Barnsley Clinical Commissioning Group (BCCG) in conjunction with its member practices has been pursuing an ambitious 5 year strategy for the further development of Primary Care in Barnsley.  

This commenced in 2015 with a vision that over the next five years our goal would be to realise a wider model of out of hospital primary care in which patients and the public in Barnsley receive: 

•
Support to manage long term conditions

•
Fast, responsive access to services

•
Proactive and coordinated care 


•
Holistic and person centred care

•
Consistently high quality care; resulting in,


•
Improved health outcomes


Our vision is a future in which the current model of primary care is allowed to deliver its full potential and adapt to meet the challenges of the future. It is for an integrated wider primary and community care offer, which is comprehensive and serving the full range of need found in the community, while doing more to reduce inequalities faced by Barnsley people and ensure parity of esteem for mental health care and support. It goes beyond medicine, reaching into communities and supporting people to live well for longer before they need to access healthcare.  

The pillars of the 2015 - 2020 BCCG Primary Care Strategy are:


•
Estates


•
Workforce


•
Information Technology


•
Delivering Primary Care at Scale


This strategy obviously predated the GP Forward View (GPFV) published in April 2016, however there is a clear correlation between the two and the BCCG Primary Care Strategy reflects key strands of activity which contribute to the delivery of the GPFV key areas of focus around; investment, workforce, workload infrastructure and care redesign.

Considerable progress has been made under the four pillars described above and further initiatives are planned. 

To deliver our plans we will work with all partners across the STP footprint as well as with our local commissioners and providers to deliver our plans and ambitions over the next two years.  The challenges we face are significant, financially but also to deliver the scale of change required to enable us to continue to deliver the best services possible for our local residents and to deliver the improved outcomes that we have signed up to delivering along with our Health and Wellbeing partners in Barnsley.  

For Barnsley people the changes will mean that:


· Children start life healthy and stay healthy


· People live happy, healthier and longer lives


· People have improved mental health and wellbeing


· People live in strong and resilient families and communities


· People contribute to a strong and prosperous economy


To deliver these ambitious plans across South Yorkshire and Bassetlaw and in Barnsley will require a change in the way organisations and services work.  There will be a need to strengthen and broaden partnership working to make the system stronger, more resilient and more responsive and we will need to create joined up approaches that make sense to all of us by putting the public, patients and carers at the heart of everything we do.


In Barnsley, one of the ways that we aim to deliver this required change is through the development of new care models and ways of delivering services to patients.  We have an ambitious strategy to integrate the delivery of health and care for the people of Barnsley through the development of an integrated care model and ultimately an integrated care organisation.  This ambition is reflected across the ICS footprint and is supported locally by our commissioning partners in Barnsley Metropolitan Borough Council and our provider partners in Barnsley Hospital NHS Foundation Trust (BHNFT) and South West Yorkshire Partnership NHS Foundation Trust (SWYPFT) and by the Barnsley Healthcare Federation (BHF).  

The first step on our journey towards a truly Integrated Care Organisation which moves the boundaries between commissioning and provision, will be to have an integrated provider model up and running from 2018/19, covering a range of services, where work on the new model of integrated care is already most advanced.  

Our GP Forward View Plan also sets out the ambition for new models of primary care which will increase capacity and time for care across Primary Care and contribute to the wider vision of reshaping primary and community care as set out in the ICS and support our developments of ICO models and our ambition to develop a truly integrated care organisation.


Our GPVF plan describes how we will ensure the sustainability of general practice and the wider primary care as part of the overall health and care system.


1.4 KEY PRINCIPLES

There are a number of key principles that the CCG and practices are expected to follow that are underpinned by the PDA. 

· Sharing best practice – through working together and based on experience 


· Working together – working collaboratively with the CCG to shape the further development of the PDA outcome measures and key performance indicators.


· High level trust – engage with practices to help develop light touch governance (balanced with Accountability – High Level Trust Agreement).


· Mutual assurance and respect – to meet both individual and collective key objectives. 

1.5   DEVELOPING THE PRACTICE DELIVERY AGREEMENT


There are a number of schemes within the PDA that have been prioritised based on the challenges facing the health of the population and the health service in general.  The Health Inequalities Target Scheme covers three priority areas, CVD, COPD and Diabetes. CVD has been agreed as a priority area for the Integrated Care Organisation as a whole system. 

The Practice Delivery Agreement has been developed with input and engagement for Primary Care to ensure that schemes are meaningful and achievable.


1.6 PRACTICE DELIVERY AGREEMENT  2018/19

This Practice Delivery Agreement sets out the assurances between the CCG and individual practice to form a longer term investment profile. 

In signing up to the PDA practices are giving a commitment to working towards fully implementing all six schemes within the PDA.

1.7 REPORTING PERIODS


Reporting for Scheme 1 (Medicines Optimisation) will be done direct to the Medicines Management Team as in previous years. 


Reporting Periods for schemes 2 to 5 are as follows (unless stated otherwise in the individual specifications): 


Submission 1: 27th April 2018


Submission 2: 27th July 2018


Submission 3: 14th October 2018

Submission 4: 12th April 2019

Reporting Templates will be distributed to all Practice Manager 4 weeks prior to each reporting deadline. 


Scheme 6 (Medicines Management) is based on activity and therefore no reporting is required. 
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Scheme 1:

 Medicines Optimisation


PRIMARY CARE PRACTICE LEVEL MEDICINES OPTIMISATION SCHEME 2018-2019


Background

The purpose of this scheme is to encourage high quality cost-effective use of medicines across the patient pathway.


Principles

· Incentives should reward improvement in patient care and health outcome.  It is therefore important that any such scheme does not simply reward low cost prescribing, but should include criteria relating to the quality of prescribing.


· To maximise financial opportunities (best use of the Barnsley £) and ensure financial stability within the Clinical Commissioning Group (CCG), its vital that the CCG and its constituent practices maintain oversight and control of prescribing costs.  Any reduction of prescribing costs at the expense of compromising patient health is not acceptable. 


· An incentive scheme should encourage practices to consider both cost and also quality, and hence the cost-effectiveness of their prescribing, and reward practices appropriately. 


· There is recognition that where practices are already achieving the targets specified in the scheme practices should be rewarded in the same way as those practices meeting the targets for the first time, however that all practices should work to meet a minimum target and therefore will be required to undertake some work against each of the schemes criteria.


 Details of the Scheme


· Completing ALL of the work within the scheme would reward practices £4.90 per weighted patient on the 1 January 2018. The investment for this scheme totals £1.41m.

· A target deadline has been set for each area. Payments to practices will be 100% awarded to practices who meet ALL of the target and completion deadlines. A reporting template will be provided to practices with dates for return (attached Appendix A). 

· Any practice failing to meet any of the scheme criteria targets will forfeit their right to any payment under the scheme. It’s expected that practices will actively undertake work to achieve against all work areas.


· Practices who have missed a deadline for not completing work due to exceptional circumstances may submit an appeal for consideration by CCG’s Quality and Cost Effective Prescribing Group (QCEPG) 

· Calculated rewards will be endorsed by the QCEPG in March 2019 and payments will be made to practices on or before the 30th April 2019:-


· The QCEPG will review 2018/2019 EPACT and Eclipse Live prescribing data against the same Medicines Optimisation Scheme criteria to validate /verify changes. They may request that searches are run again by practices to validate reporting.

· Where there has found to be an error in practice reporting or reversal of any scheme implemented changes then the CCG retains the right to request proportional reimbursement for practice payments which have been made under this scheme. 

· Where there has been a significant reduction in the quality of prescribing e.g. excessive waste identified as occurring which has been reported to the practice. Then the CCG retains the right to request proportional reimbursement for practice payments which have been made under this scheme. 

· Any offer of practice support made, particularly if not taken up, would be taken into consideration by the QCEPG when making a decision to forfeit, suspend or reduce a practice payment.

· Any practice list size changes greater than +/- 1% 1 January 2019 compared with 1 January 2018 will be taken into consideration when calculating end of year outturn.


· To ensure financial stability of the CCG, there will be a maximum total payment under the Medicines Optimisation Scheme of £1.41m.


Finance Issues


· National guidelines govern the types of expenditure that are permitted using these payments.  Payments should be used for the benefit of the patients of the practice, having regard to the need to ensure value for money


· It should be noted that these payments cannot be used for the purchase of health care (hospital or community services), or for drugs. 


Support


· Practices will be provided with a summary of their prescribing position against the criteria within this scheme and their practice target for each of the criteria.


· The CCG Medicines Management Team is happy to support practices to review prescribing in the areas within the scheme and this should be discussed and agreed with the medicines management team member(s) supporting your practice. The overall responsibility for completion of work within the scheme and reporting lies entirely with the practice.  

Scheme Criteria


		Indicator

		Measure



		1. QIPP Changes

		a. The reviews will be carried out in line with the 2018/19 CCG QIPP resource pack:


To be completed by 18th May 2018:


· Glycopyrronium tablets and unlicensed liquid preparations to 1mg/5ml oral solution


· Seretide®/Sirdupla®/generic fluticasone & salmeterol combination 125 & 250 MDU to cost effective brand AirFluSal® 125 & 250 MDI


· Tamsulosin 400microgram XL Capsules to Pamsvax® XL 400microgram Capsules


To be completed by 22rd June 2018:


· Betamethasone 0.1% cream to Betnovate® 0.1% cream


· Thick & Easy® to Thicken Aid®


· Inhalers: Ensure patients prescribed cost-effective formulary choices in line with COPD & Asthma algorithms


To be completed by 20th July 2018:


· Aripiprazole liquid to tablets or Aripiprazole orodispersible tablets


· Celluvisc® 0.5% eye drops to Celluvisc® 1% eye drops


· Movicol® Paediatric sachets to Laxido® Paediatric sachets


· Generic Cinchocaine 0.5% / Hydrocortisone


0.5% ointment/Proctosedyl® ointment to Uniroid-HC® ointment


· Serevent® 25mcg/generic salmeterol MDI to cost effective brand Soltel® (only suitable in 12+ and not in soya/nut allergy)


100% of appropriate patients to be offered a change in therapy.


· Practices will run a monthly report to identify any new prescribing and patients changed where appropriate


· Please note that this is not an exhaustive list and any additional areas agreed by the QCEPG/APC before December 2018 may also be incorporated.   


b. Practices will run a report to identify any new prescribing and patients changed where appropriate for the QIPP areas identified in previous years



		2. Items which should no longer be routinely prescribed in primary care (including additional local/national guidance issued in 2018)

		Local/National Guidance: Self Care


The practice will review patients prescribed the medicines included within any local and/or national guidance published following the outcome of the following national self-care consultation which is due to closed on the 14th March 2018.


NHS England Consultation:


https://www.engage.england.nhs.uk/consultation/over-the-counter-items-not-routinely-prescribed/

NHS England Guidance: Items which should no longer be routinely prescribed in primary care


The practice will review patients prescribed the eighteen medications included and make changes in line with the recommendations in the guidance.    CCG supporting resource pack available.   Reviews to be completed in line with the time frames within the resource pack.


NHS England Guidance: :


https://www.england.nhs.uk/wp-content/uploads/2017/11/items-which-should-not-be-routinely-precscribed-in-pc-ccg-guidance.pdf

100% of appropriate patients to be offered a change in therapy.


Practices will run a monthly report to identify any new prescribing and patients changed where appropriate.


To be completed with scheduled agreed by Medicines Management Team.  



		3. Appliance & Wound Care Reviews

		The practice will engage with the Specialist Nurses to complete a review between April 2018 and February 2019 of all patients prescribed appliances & wound care products to ensure that prescribing is appropriate and in line with formulary choices. A report summarising the review and changes made will be submitted to the CCG by the Specialist Nurses.


To be completed by 28th February 2019.



		4. Endocrinology: Blood Glucose Monitoring, Ketone Monitoring and Gliptins in Diabetics

		Blood Glucose Monitoring


The practice has undertaken a review of blood glucose monitoring meters and  strips for patients with


Diabetes in line with the CCG protocol. Patients prescribed non-formulary products should be changed to a formulary choice where appropriate.


The practice will submit a report summarising the review and the changes made (CCG report template available).


To be completed by 28th February 2019.


Ketone Monitoring


The practice has undertaken a review of ketone monitoring meters and strips for patients with diabetes in line with the CCG protocol. Patients prescribed non-formulary products should be changed to a formulary choice where appropriate.


The practice will submit a report summarising the review and the changes made (CCG report template available).


To be completed by 28th February 2019.


Gliptins: Change to cost effective option alogliptin


The practice has undertaken a review of all patients prescribed linagliptin, saxagliptin and sitagliptin for diabetes in line with the CCG protocol. The practice will submit a report summarising the review and the changes made (CCG report template available).


To be completed by 20th July 2018.



		5. Nutrition: Oral Nutritional Supplements in Adults, Paediatric Nutrition & Orlistat

		Oral Nutritional Supplements in Adults


The practice will continue to engage with the Prescribing Support Dietitian to ensure prescribing is in line with local APC guidance.

Enteral nutrition in Paediatrics


The practice will continue to engage with the Prescribing Support Dietitian to ensure prescribing is in line with local APC guidance.

Orlistat


a. The practice will engage with the Prescribing Support Dietitian to complete a review between April 2018 and February 2019 of all patients prescribed orlistat in line with local APC guidance. A report summarising the review and changes will be submitted to the CCG by the Prescribing Support Dietitian.


b. The practice has developed and implemented a policy outlining the practice procedure for managing requests and the ongoing prescribing of orlistat. A CCG template will be made available to use.


To be completed by 28th February 2019.



		6. Oxygen




		The practice will engage with the CCG to help facilitate the review of selected patients prescribed oxygen between April 2018 and February 2019. 


To be completed by 28th February 2019.



		7. Vitamins: Vitamin B Co 

		The practice has reviewed all patients prescribed Vitamin B Co preparations for appropriateness and to ensure that prescribing is in line with local APC guidance. 


The practice will submit a report summarising the review and the changes made (CCG report template available).


To be completed by 22nd June 2018.



		8. Gastrointestinal: Use of Proton Pump Inhibitors (PPIs)

		The practice will review 20% of all patients prescribed a PPI and step down or stop where appropriate.


a. The practice will be required to review a minimum of 10% of the patient list each month and submit on the monthly CCG report template.


To be completed by 28th February 2019.



		9. ScriptSwitch




		a. The practice has ScriptSwitch in place and activated for ALL prescribers (including locums) for 100% of the time for the period 1st April 2018 to 28th February 2019. 


AND 


b. i. Have discussed a quarterly ScriptSwitch report in every practice meeting between April 2018 and February 2019 which will be summarised within the practice action plan following each meeting.


ii. The practice does not reject any of the prompts for areas included within this scheme without exceptional reason and prescribers will use the feedback prompt to advise of the reason.


AND 

c. The acceptance rate OR the percentage of the potential cost benefit achieved in the period April 2018 to February 2019 is equal to or greater than the CCG average for the 17/18 year (X% /X%) OR, if below the 17/18 averages, an increase of 20% in the acceptance rate OR the potential cost benefit is achieved compared to the individual practice data for 17/18


If there are technical difficulties due to ScriptSwitch suppliers and not the practice then this will be taken into account.   Practice level ScriptSwitch activity will be monitored and points will not be awarded to practices who are deemed to be deliberately changing their prescribing behaviour in order to achieve part c.



		10. Antibiotic Prescribing and Antimicrobial Stewardship




		The practice has:


· Reduced both the trimethoprim:nitrofurantoin prescribing ratio and the number of trimethoprim items prescribed to patients aged 70 years and over in line with the 2018-19 Quality Premium targets (January to December 2018 compared with January to December 2017).


AND


· Reduced the percentage of cephalosporin, quinolone and co-amoxiclav prescribing from all antibiotics prescribed by 10% (January to December 2018 compared with January to December 2017) OR to below 8%.


AND


· Reduced antibiotic prescribing (Items/STARPU) by 5% (January to December 2018 compared with January to December 2017) OR items/STAR PU (January to December 2017) is equal to or less than the target set by the CCG


AND


· Run an antibiotic patient awareness campaign for at least a one month period to coincide with the European Antibiotic Awareness Day in November (18th).  The practice will submit a photograph and/or a summary of the activities undertaken during the campaign. 


           AND


· The practice has completed selected audits identified by the Medicines Management Team which form part of the  CCG medicines management antibiotic audit pack and: 


· 80% of prescribing is in line with local guidance


· Agreed and implemented an action plan


The practice will submit a report summarising the review and the action plan which has been agreed and implemented (CCG report template available). 


To be completed by 18th January 2019.



		11. Practice Meetings




		At least three meetings* held and attended by 50% of relevant practice clinical staff and allocated CCG Medicines Management staff for a time dictated by the agenda, in the year ending 28th February 2019 AND have a practice medicines management  action plan in place which will be updated and submitted by the following deadlines:


1st Meeting: 18th May 2018


2nd Meeting: 19th October 2018


3rd Meeting: 28th February 2019


An action plan template is available to use.


*Where meetings have not taken place due to CCG staff being unavailable for any reason then this will be taken into account.



		12. Respiratory: 


Use of SABA, ICS in COPD & High dose ICS in Asthma

		Use of SABA in Asthma & COPD patients


a. The practice is required to review the use of salbutamol and terbutaline in all asthma & COPD patients during their annual reviews. 


i. An audit will be completed on all patients who have ordered more than 12 salbutamol or terbutaline inhalers in the period 1st April 2017 – 31st March 2018 and who have had an annual review between 1st May and 1st December 2018


ii. 75% of patients should have documented evidence that their SABA usage has been reviewed.


b. All SABA patients should be prescribed the cost effective option “Salbutamol 100mcg/puff CFC free MDI” where appropriate.


i. An audit will be completed on all patients who are not prescribed the cost effective option and who have had an annual review between 1st May and 1st December 2018.


ii.  75% of patients audited should have documented evidence that their choice of device has been discussed and changed where appropriate


The practice will submit a report summarising the reviews and the action plan which has been agreed and implemented (CCG report template available).


To be completed by 28th February 2019.


Use of ICS in COPD


a. The practice will continue to offer a withdrawal of inhaled corticosteroids in patients with COPD in line with the CCG protocol


b. An audit will be completed for 20* COPD patients who are prescribed an ICS and who have had an annual review between March 2018 and November 2018. Practices will need to demonstrate that withdrawal has been considered and discussed for at least 75% of patients who meet the criteria.


*For practices who have less than 20 COPD patients who have had an annual review between March 2018 and November 2018, all patients should be included in the audit.


The practice will submit a report summarising the reviews and the action plan which has been agreed and implemented (CCG report template available).


To be completed by 18th January 2019.


High dose ICS in Asthma


a. The practice will continue to offer step down of inhaled corticosteroids in patients with asthma who have good control.


b. An audit will be completed for 20* asthma patients who are prescribed a high dose ICS (i.e. 800 micrograms beclomethasone per day or equivalent), and who have had an annual review between March 2018 and November 2018. Practices will need to demonstrate that step down has been considered and discussed for at least 75% of patients with good control.


*For practices who have less than 20 asthma patients who are prescribed a high dose ICS, and who have had an annual review between March 2018 and November 2018, all patients should be included in the audit.


The practice will submit a report summarising the reviews and the action plan which has been agreed and implemented (CCG report template available).


To be completed by 18th January 2019.



		13. Generic versus brand prescribing; Potential Generic Savings  

		The practice have completed a review of potential generic savings data provided by the CCG for their practice over a recent 6 month period. 100% of appropriate patients are to be offered a change to a generic product

AND


Any practice with potential annual generic savings greater than £3.50/PU (based on quarter 2 2017-18 data) has demonstrated a 40% reduction in the percentage of potential generic savings or weighted potential generic savings [£/PU] (based on quarter 3 2018-19 data)


The practice will submit a report summarising the review (CCG report template available).


To be completed by 16th November 2018.






		14. Anticholinergic Burden

		The practice will complete a review of a cohort of patients identified to be at risk of a high anticholinergic burden, with a view to reducing their anticholinergic load where possible.

The practice will submit a report summarising the review (CCG report template available).


To be completed by 28th February 2019.





		15. Acute Kidney Injury (AKI)

		The practice will complete a review of a cohort of patients who are at high risk of acute kidney injury (AKI) to provide them with a ‘sick day rule’ to help reduce their risk of illness and hospital admission.

The practice will submit a report summarising the review (CCG report template available).


To be completed by 28th February 2019.





		16. Eclipse Live

		The practice will be signed up to Eclipse Live software, will run RADAR reports a minimum of once a month, and review patients in line with the Eclipse Live specification.  






		17. Medicines Ordering Safety & Waste Project




		The practice will continue to engage with the Medicines Ordering Safety & Waste (MOSW) project.


Practices will be required to:


· Attend a practice planning meeting facilitated by the MOSW project team.  


· Agree a cut-off date for no-longer accepting request from 3rd party companies


· Agree dates for staff training to support improvements to the practice repeat prescribing systems 


· Attend a community pharmacy planning meeting 


· Provide a work station for the project team that has access to the practice system and a telephone line


· Agree a process to manage patients requiring support following the cut-off date



		18. Optional area: Practice selected  work area

		Practices are given the opportunity to identify a new medicines-related work area not previously completed in Barnsley by the CCG Medicines Management Team and submit a proposal for the work to be completed by practice staff between 1st April 2018 – 28th February 2019.


The work area will be considered by the CCG Medicines Management Team and if approved AND completed by the practice staff only, the practice will be entitled to 50% of the savings accrued from the completion of the work. 


To be completed by 28th February 2019.






		19. Additional  Prioritised QIPP Areas

		There may arise in year opportunities which will deliver greater savings to the healthcare economy than work within the plan. Should this arise practices will be provided with explicit plan of work.


The practice will review all patients as requested for appropriateness and switch to cost-effective alternatives where indicated in line with local APC guidance.


The practice will submit a report summarising the review and the changes made (CCG report template available). 


Individual target timeframe and reporting arrangements will be set.







Scheme 2:

Get Fit First


Get Fit First in Barnsley – PDA Proposal 


		

		Get Fit First In Barnsley 

		National Priority

		Local Priority



		INDICATOR 1 (Contractual Requirement)




		Patients who are severely overweight and/or who smoke will be asked to spend a period of time getting fit before being referred for surgery and will be signposted to support to help them to do so. 


The Get Fit First in Barnsley policy applies to the following surgical specialties:


•   General Surgery 


•   Cardiothoracic 


•   ENT 


•   Gynaecology 


•   Neurosurgery 


•   Plastic Surgery 


•   Trauma & Orthopaedics (including MSK) 


•   Urology. 


If the patient has a BMI of 30 or above AND/OR is an active smoker, they should be offered the opportunity to attend a course of weight management AND/OR smoking cessation services before the referral is made unless exclusions apply. If exclusions do apply, it is good practice to still offer lifestyle advice.


Practices are asked to:


· Follow the Get Fit First Policy in Barnsley


· Carry out review of BMI and smoking status prior to any referral to a surgical speciality in secondary care (non-urgent)


· Ensure all eligible patients are informed of the policy and discuss the benefits of weight loss and/or smoking cessation and the support services available with the patient.


· All patients who engage are supported in their health improvement / referral (including referral to external support sources)


· Evidence in referrals to secondary care that patients meet the criteria in the Get Fit First Policy


· Use the Get Fit First data entry templates to record data in the clinical systems and submit a reporting template to the CCG on a monthly basis. 

· In the monthly report flag occasions there is a discharge notice when only a Form A Part 1 (referral for opinion) has been submitted. 

· Complete follow-up extra consultation once patient concludes the health improvement period (led by a health professional) 




		The NHS Five Year Forward View (2014) makes the case for action on prevention, and describes the impact from the rise in obesity. The Forward View states the NHS will back hard-hitting national action on obesity, smoking, alcohol and other major health risks.


Tackling obesity is also one of the priority areas for Public Health England. Their strategy From Evidence into Action: Opportunities to Protect and Improve the Nation’s Health (2014) noted that if we could reduce obesity back to 1993 levels, five million cases of disease could be avoided.


Tobacco smoking remains the single greatest cause of preventable illness and premature death in England. It is also the largest single cause of inequalities in health and accounts for about half of the difference in life expectancy between the lowest and highest income groups. 

		The Active People Survey (2012/14) estimates that 7 out of 10 adults (71.6%) in Barnsley are overweight or obese, which is significantly higher than the proportion for England (64.6%). 


In Barnsley, this equates to 36.5% of adults being overweight and 35.1% of adults being obese. 


For England, 40.6% of adults are overweight and 24.0% are obese.


In Barnsley, smoking rates, whilst decreasing remain high. In 2016, 21.2% of adults in Barnsley smoke, which is significantly higher than the England average of 16.9%.



		RATIONALE FOR INCLUSION (Intended Outcomes)




		The introduction of active interventions to encourage and support patients to improve their general health and offer patients who have a BMI ≥ 30, or who smoke, a referral to weight management or smoking cessation services for a period of time to enable heath improvement before being considered for referral for routine surgery could positively encourage and embed lifestyle changes. 


There are also evidenced benefits to weight loss and smoking cessation on outcomes after surgery.


The high level objectives for this intervention are to:


· Improve the prevalence rates for obesity, hypertension, pre-diabetes and diabetes for Barnsley patients


· Overall improve the health and wellbeing of our population


· Reduce the post-operative complications and improve patient safety


· Ensure negative impacts on health in the short term be mitigated by the net long-term health gains


· Defer demand for elective surgery




		CCGs in England have been provided with a number of expectations in the NHS Five Year Forward View. 


Amongst these priorities are actions on smoking and obesity, which the CCG recognise as playing an important role in individual’s health and wellbeing. 


The point of referral for non-urgent elective surgery provides an opportunity for health improvement.

		Barnsley CCG’s Commissioning plan focuses on effective demand management for elective activity in secondary care. 


To ensure local resources are used efficiently and the treatment that is provided is based on the best clinical evidence; Barnsley CCG has developed the Get Fit First in Barnsley policy which will be implemented in January 2018.



		MEASUREMENT




		Embed will build a report to return the following information:

Part 1. BMI / Smoking status at initial referral


1.1 Non-smokers and also have a BMI below 29.9


1.2 Smokers at initial assessment


1.3 Non-smokers at initial assessment


1.4a BMI below 29.9


1.4b BMI between 30.0 and 34.9


1.4c BMI over 35.0


Part 2. Referrals


2.1 Patient accepted referrals to:


2.1a Smoking cessation


2.1b Weight management


2.1c Both smoking cessation and weight management

2.2 Patient declined referrals to:


2.2a Smoking cessation


2.2b Weight management


2.2c Both smoking cessation and weight management

2.3 Patients given advice, therapy or intervention (without an accepted referral) to:


2.3a Smoking cessation


2.3b Weight management


2.3c Both smoking cessation and weight management

2.4 Patients where no advice was given for:


2.4a Smoking cessation


2.4b Weight management


2.4c Both smoking cessation and weight management

Part 3. Outcomes post-health improvement period


3.1 Patients meeting weight loss targets


3.2 Patients smoking cessation quits achieved


Part 4 – Surgery outside of Policy


In the monthly report flag occasions when a discharge notice has been received when only a Form A Part 1 (referral for opinion) has been submitted with the referral.

		

		



		KPIs

		KPIs are based on practice adherence to the policy.  Practices will not be held accountable if patients do not engage/comply with the health improvement period.


Practices should complete the searches to extract the data outlined in the measurement section and submit the monthly monitoring report in the timescales requested by the CCG to evidence following the following processes (100% completion of data).


· Carry out review of BMI and smoking status prior to any referral to a surgical speciality in secondary care (non-urgent)


· Ensure all eligible patients are informed of the policy and discuss the benefits of weight loss and/or smoking cessation and the support services available with the patient.


· All patients who engage are supported in their health improvement / referral (including referral to external support sources)


· Evidence in referrals to secondary care that patients meet the criteria in the Get Fit First Policy 




		

		



		HOW TO…


(Step by step, how would a practice implement this)




		The practice should:


· Access / upload the data entry template form to clinical system


· Complete the data entry template to accurately reflect the patient pathway from initial appointment to completion of the health improvement period prior to elective surgery.

· Follow the referral process


· Complete follow-up extra consultation once a patient concludes the health improvement period (led by a health professional)

· Complete the monthly report

· In the monthly report flag occasions there is a discharge notice when only a Form A Part 1 (referral for opinion) has been submitted. 


The CCG will provide:


· A Get Fit First Data Entry Form that will automatically code the Get Fit First referral form and comply with SNOMED read codes once available



· Guidance in Policy / Clinical Exceptions

· Example referral process and flow charts 


· Patient Leaflets

· FAQs for Clinicians


· Evidence briefing


· GFF Scenarios
 




		

		



		FREQUENCY AND DEADLINES




		Submission of monthly monitoring reporting template (using clinical system searches) via email to barnsleyccg.gffreturns@nhs.net between the 1st and 7th calendar day of each month. A timetable of when the submission window closes each month is provided below.


Payment for the Get Fit First 2018/19 PDA Scheme is split into two parts:


1. An early engagement payment is available to those practices who can return Get Fit First monitoring information in by 6 April 2018. 


2. A second payment will be made available for the return of complete monitoring data across the financial year (May 2018 – March 2019).

		

		



		READ CODES

		· Referral Needed


· Referral to weight management


· Referral to smoking cessation


· Referral declined
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		TEMPLATES




		Embed will make available a referral form for SystmOne and Emis practices.




		

		



		CCG LEAD OFFICER

		David Lautman
01226 773739

		

		





		Example Referral Process / Guide to:


1.     Any patient who may require elective surgery will be required to follow the Get Fit First policy


2.     The referring clinician will inform the patient of the Get Fit First policy, discuss the benefits of weight loss and/or smoking cessation prior to surgery and provide the patient with the Get Fit First leaflet


3.     The referring clinician will assess patients against the exclusion criteria and where applicable access IFR (see attached referral process)


4.     Using the initial data template the clinician will record the patient’s BMI and smoking status and where applicable any waist measurement and the agreement to access support services following signposting


5.     When a patients agrees to access weight management and/or smoking cessation services the 6 month health improvement period starts


6.     A clinician will review patient after the health improvement period and complete the follow up assessment data entry template


7.     The practice will refer the patient to secondary care if the surgical intervention is still clinically indicated clearly providing evidence that the policy has been met – use form B (see attached referral process)


Any patient requiring referral for diagnostic/review/opinion/MSK triage must be advised that the Get Fit First policy might apply if the outcome of the review is surgery. The patient will be required to complete the health improvement period before final referral can be made to secondary care (see attached referral process).





Submission Timetable:


		Submission

		Date

		Date

		Month

		Year



		1

		Friday 

		6

		April

		2018



		2

		Friday

		4

		May

		2018



		3

		Thursday 

		7

		June

		2018



		4

		Friday

		6

		July

		2018



		5

		Tuesday 

		7

		August

		2018



		6

		Friday 

		7

		September

		2018



		7

		Friday

		5

		October

		2018



		8

		Wednesday 

		7

		November

		2018



		9

		Friday

		7

		December

		2018



		10

		Monday

		7

		January

		2019



		11

		Thursday

		7

		February

		2019



		12

		Thursday

		7

		March

		2019





Scheme 3:

 Referral Toolkit

Scheme 3: Barnsley Referral Support Toolkit v6.0

Context:
This builds on the 2017/18 Demand Management PDA scheme. Practices are expected to continue to follow the best practice pathways identified in 2017/18. In 2018/19 practices are also asked to follow additional clinical thresholds contained within the South Yorkshire and Bassetlaw Commissioning for Outcomes Policy.


This year the scheme is split into 5 elements; practices are expected to engage will all elements but for each element there will be a separate measurement and reward. Together the elements comprise the Barnsley Referral Support Toolkit (see below diagram) which aims to support efficiencies in referrals whilst delivering quality care to patients.


The 5 elements are:


1. Advice and Guidance


2. Clinical Peer Review 


3. Map of Medicine Replacement / Access to Best Practice Pathways


4. Referral Processes – Training Event


5. Adherence to Commissioning Policies



[image: image2]

		

		Scheme

		Indicator (Contract Requirement)

		National / Local Priority

		Rationale for Inclusion (Intended Outcomes)

		Measurement

		Frequency and Deadlines



		1

		Advice and Guidance

		One clinical referrer from each practice is asked to attend a training event for Advice and Guidance. The event will include:


· how to refer,


· which specialties / conditions to refer to, and


· the benefits of the approach.


BHNFT will make an Advice and Guidance service available electronically in the specialities which receive the highest rate of GP referrals and have high numbers of patients discharged at first outpatient appointment.


All requests for advice and guidance for these specialties at BHNFT should be transmitted electronically (via the NHS E-Referral system).


Letters for advice and guidance may be attached electronically via the NHS E-Referral system.


Practices are encouraged to discuss comparative patient outcomes as part of peer review.

		National Priority

		Increase utilisation of the BHNFT Advice and Guidance Service, prior to referring patients, to seek specialist advice


Sending requests for advice and guidance electronically has the following benefits;


· improve the response time (within 48 hours)


· provides an audit trail.


Reduction in number of patients discharged at first outpatient appointment / increase appropriateness of first outpatient appointment.

		1. Each practice should send at least one clinical member of staff to the CCG led training event, in BEST time, to ensure there is understanding on how Advice and Guidance can be used.


100% attendance at training event.


AND


2. Evidence use of the BHNFT Advice and Guidance Service in 2018/19.


This excludes the Advice and Guidance Service for Vague Symptoms.

		1. Training Event in Q2 2018/19.

2. Data provided from BHNFT.



		2

		Clinical Peer Review

		Undertake regular monthly review of referral information


· Review referral data and meet regularly to discuss as a practice, undertaking peer review as appropriate. Referral data maybe practice own data or CCG provided data.


· All practices should undertake a prospective review of referrals from locums, registrars and F2s before they leave practices.


· Practices are expected to have an agreed plan for frequent peer review. The format of this will not be prescribed by the CCG unless covered under the targeted support agreement.




		National Priority

		To ensure practices understand their referral data and approaches


To improve the quality of referrals


Reduce inappropriate referrals




		1. Provide completed template plan for undertaking monthly peer review. 


AND 


2. Provide evidence on template that monthly meetings have been undertaken (dates and participants) and summary of learning / feedback from each meeting.

		1. Submission of Peer Review Template Plan by 27 July 2018 (submission deadline 1)


2. Template to evidence meetings have taken place to be submitted by 12 April 2018 (submission deadline 3)



		3

		Map of Medicine Replacement / Access to Best Practice Pathways

		· Decommission Map of Medicine in practices from 1 April 2018 and support uninstalling MoM sidebar on all practice machines.


· Upload new referral forms and checklists into clinical systems

· Revise local copies of updated Clinical Threshold Checklists / patient leaflets.


N.B. The original wave one clinical thresholds have changed as a result of the adoption of regional wide guidelines. Practices are asked to update guidelines held locally and familiarise themselves with any changes. The CCG will produce guidelines to demonstrate any changes.

		Local Priority

		To support the transition away from MoM and ensure all practices have access to the latest best practice pathways.


To enable familiarisation with updated pathways.


Audit will enable identification of further support / feedback.




		Completion of audit template / checklist.

		Completion of Audit template / checklist by 27 July 2018 (Submission 1)



		4

		Referral Processes – Training Event

		The CCG will run a training event in BEST time for non-clinical staff involved in medical correspondence to ensure processes and responsibilities are clear

		Local Priority

		To improve the content of referrals ensuring that adequate evidence is provided to providers.


Support Compliance and understanding of agreed referral processes.

		Each practice should send at least one member of staff to the CCG led training event to ensure processes and responsibilities around medical correspondence are clear.


100% attendance at training event.

		Event to be held in Q1 2018/19.


Follow up event in Q3 for practices not complying with agreed referral processes.



		5

		Adherence to Commissioning Policies




		5.1 Practices should adhere to the South Yorkshire and Bassetlaw Commissioning for Outcomes Policy utilising checklists where appropriate.


The policy includes clinical thresholds, procedures no longer routinely commissioned and procedures requiring prior approval via IFR.


A list of procedures is provided under the commissioning section of the BEST website.

5.2 All referrals to Orthopaedics, Rheumatology and all referrals in respect of Musculoskeletal (MSK) conditions will be referred to the SWYPFT Barnsley MSK Triage Service in accordance with NICE guidance. Where patients require onward referral to secondary care patients will be offered choice by the MSK Triage


5.3 Follow best practice pathways (previously known as MoM pathways) published on the BEST website. Please note: new procedures may be added or clinical guidance may change during the year.



5.4 Practices should ensure all referrals covered by the commissioning policies are:


· Made via the NHS E-Referral System (eRS).


· Where a clinical thresholds applies (see checklist of procedures) ensure the referral is accompanied by the appropriate combined referral form in all circumstances.



		Local Priority

		To improve the quality of referrals


Reduce inappropriate referrals


Support compliance


The use of best practice pathways and checklists, advice and guidance and the MSK triage will support the reduction in first outpatient appointments.


The target for 2017/18 was to reduce the number of first outpatient appointments for the specialities outlined in the PDA by 10% or higher (Months 1-12 2017/18 compared with Months 1-12 2016/17). For the purpose of the 2018/19 PDA the overall objective is to maintain and continue these reductions.

		Number of First Outpatient Appointments


From a 2017/18 baseline (actual activity 1 April 2017 – 31 March 2018) individual practices should maintain or reduce the number of first outpatient appointments in specialities associated with the referral management (unweighted population, referred by GP).


· If a practice met target or performed better than target in 2017/18 (e.g. decreased first outpatient activity by more than 10%) then to be eligible for payment in 2018/19 they should maintain the reduction or reduce their activity further.

N.B. Practices will still be looked upon favourably if the activity level in 2018/19 is lower than the 2017/18 target.

· If a practice did not meet the 2017/18 target (e.g. decreased first outpatient activity by less than 10% or increased first outpatient activity) then a practice would be eligible for payment if they reduce to the 17/18 target.

N.B. Practices will still be looked upon favourably if any reduction is made.


If required a scrutiny panel will make any final judgement on achievement of the scheme e.g.  Extraneous circumstances.


Where applicable: Practices are expected to engage with targeted support. Failure to do so will result in non-payment.


Practices who are persistently not following agreed referral processes as outlined at the referral process training event will not be eligible for payment.

		CCG will provide monthly reporting packs to practices from June 2018 e.g. Month 1 April 2018 data will be available mid-June 2018.





Targeted Support


Where a practice is not compliant with the toolkit the CCG will offer practices targeted support. This will include:


· An initial meeting to understand the position further


· Review of referrals


· Action plan


· Code referrals that have been subject of prospective peer review to demonstrate where review has taken place


As part of this agreement all practices are expected to accept an offer of support within reasonable timescales


		HOW TO…


(Step by step, how would a practice implement this)




		To support practices the CCG will;


· Publish best practice pathways on the BEST website.


· Provide a list of pathways practices are expected to follow.


· Provide access to MSK Triage with 48 hour patient contact


· Where pathways or guidance is updated clearly indicate the differences (available on request).

· Provide access to advice and guidance in the specialities with the highest volume of referrals.


· Provide a list of services where Advice and Guidance is offered both electronically and by telephone (with published numbers).


· Provide training events for clinicians on Advice and Guidance.


· Provide a training event for non-clinicians on referral processes.


· Offer targeted support for practices not compliant with the toolkit.



		CCG Lead Officer:

		David Lautman
david.lautman@nhs.net 
01226 433739
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Scheme 4:

 Health Inequalities Target Scheme

Scheme 4.1: CVD

		INDICATORS 


CVD01 - 12 points


CVD02 – 6 points 


CVD03 – 6 points


(CVD01-03 weighted by  practice prevalence of people with high risk of CVD)


CVD04 - 5 points

(weighted by practice prevalence of people with atrial fibrillation)


CVD05 - 15 points

CVD06 – 4 points


(CVD 05/06 weighted by practice prevalence of people with hypertension)


CVD07 – 16 points


(weighted by practice  prevalence of people with CVD)

CVD08 – 5 points


CVD09 - 1 Points


TOTAL:


70 Points

		Summary:


CVD01 High risk of cardiovascular disease (CVD) annual review


All patients at high risk of CVD should be invited for an annual review to discuss their risk factors and intervention/support offered to enable them to lower their risk, including referral to health trainer or other appropriate services to support with healthy lifestyle choices. (CVD01)


Measure: percentage of people at high risk offered a high risk of CVD annual review


CVD02 High risk of cardiovascular disease (>20%) on statin


CVD 03 High risk of cardiovascular disease (10-19.9%) on statin


All patients with a CVD risk >10% should be offered a statin to lower their cholesterol (CVD02/03)


`

Measures: 


Percentage of patients with a CVD risk >20% prescribed a statin


Percentage of patients with a CVD risk 10-19.9% prescribed a statin (or contraindicated or intolerant or declined)

CVD04  Stroke risk assessment for people with atrial fibrillation and offer of oral anticoagulation (OAC) to those at high risk


All patients with a diagnosis of Atrial fibrillation (AF) should have their risk of stroke assessed (CHA2DS2Vasc score), have their individual risk discussed and those at high risk offered and prescribed OAC.


Measure: 


· percentage of people with AF/flutter at high risk of stroke receiving OAC (CVD04)


CVD05

Hypertension control


CVD06

Severe hypertension


All patients with a diagnosis of hypertension should be reviewed and interventions offered to lower blood pressure to appropriate targets set out in NICE guidance.


Practices should review weekly and action as appropriately any patients within the ECLIPSE alert for people with a blood pressure >180/100


Measures: 


· percentage of people on the hypertension register who have had a blood pressure taken in the last 12 months that is controlled to less than 150/90 mmHg (CVD05)


· percentage of people, highlighted through ECLIPSE alert, with elevated BP>180/110 that have been actioned (CVD06) 


CVD07

Lipid modification in people with CVD


All patients with existing cardiovascular disease should have their individual risk discussed and prescribed a high intensity statin. 


The practice should screen for patients who may have familial hypercholesterolaemia


Measure:


· percentage of people with existing CVD whose cholesterol has been checked in the last 15 months and is controlled to <5mmol/L (total cholesterol) 


CVD08 Screening for Familial hypercholesterolaemia (FH)

All patients identified as at risk of FH are screened using the Simon Broome criteria and referred to Lipid clinic / FH clinic as appropriate (CVD08)


Measure:


· Number of patients with diagnosis of familial hypercholesterolaemia- heterozygous / homozygous

· % of patients with FH screened using Simon Broome criteria


· Number patients identified as very high risk of FH


· % of patients at very high risk of FH screened using Simon Broome criteria


· % of patients referred to lipid clinic / FH clinic

CVD09

Clinical Leads for CVD


All practices should nominate a lead GP and nurse for CVD for the practice

A summary of deadlines for CVD / Diabetes can be found on the BEST website: http://best.barnsleyccg.nhs.uk/commissioning/deadlines%20for%20cvd_diabetes.pdf 





		DEFINITION

		High risk of CVD


The ‘High risk of CVD’ register is made up of people with a QRISK2 Score of :


· >20%


OR 


· 10-19.9% AND on a statin 


Prior to 1st April 2018.


Patients with a record of CVD high risk review or CVD high risk review declined will be counted from 1st April 2018 to 31st March 2019.

Atrial fibrillation


High risk of stroke are people with atrial fibrillation/flutter and a CHA2DS2Vasc score of:


· >1 and male 


         OR 


· >2 and female


Atrial Fibrillation pathway: http://best.barnsleyccg.nhs.uk/commissioning/Atrial_Fib_Pathway_22.01.18.pdf 


Atrial Fibrillation Annual Review guidance: http://best.barnsleyccg.nhs.uk/commissioning/AtrialFibrillation-AnnualReview_22.01.2018.pdf  

Hypertension


Diagnosis:


Ambulatory BP – average day-time readings of >135/85


Home blood pressure readings (exclude first day of readings) – average of remaining readings over 4-7days of >135/85


See BEST website for further guidance : 


Hypertension diagnosis and treatment Guidelines  http://best.barnsleyccg.nhs.uk/best-events/Event%20handouts/2016/October%202016/BEST%20October%202016%20Hypertention%20-%20diagnosis%20and%20treatment.pdf 


Barnsley Anti-hypertensive Medication Flow Chart http://best.barnsleyccg.nhs.uk/clinical-support/medicines/prescribing-guidelines/Antihypertensives.pdf 


Lipid Modification


Local guidance on statin prescribing can be found at: http://best.barnsleyccg.nhs.uk/clinical-support/medicines/prescribing-guidelines/Barnsley%20Lipid%20Algorithm.pdf 


Familial Hypercholesterolaemia


See BEST website for:


Simon Broome
 diagnostic criteria for Familial Hypercholesterolemia http://best.barnsleyccg.nhs.uk/clinical-support/diagnostic-tools/Cadiovascular/Familial%20hypercholesterolaemia%20Simon%20Broome%20criteria.pdf 


STH / Rotherham Referral Pathway for familial hypercholesterolaemia / lipid clinic http://best.barnsleyccg.nhs.uk/clinical-support/local-pathways-and-guidelines/Sheffield%20Pathways/Sheffield%20referral%20pathway%20for%20adult%20patients%20with%20query%20Familial%20Hypercholesterolaemia%20FH%20December%2017.pdf 






		RATIONALE FOR INCLUSION (Intended Outcomes)




		The Five Year Forward view highlights need for focus on primary prevention. It also enables early identification of risk factors for CVD, these may be lifestyle factors, such as smoking or obesity and other clinical risk factors such as diabetes (or non-diabetic hyperglycaemia), high blood pressure / cholesterol and atrial fibrillation.


Annual review of people at high risk of CVD also offers the opportunity to support / signpost people to other lifestyle interventions that can significantly reduce their risk, e.g. smoking cessation, increasing physical activity, weight reduction.


Cardiovascular disease has  been identified as a priority for the CCG:


· CVD <75 mortality 20% higher than national average


· CHD 14% worse than best 5 peer CCGs


· Mortality from acute MI 43% worse than average of best 5 comparator CCGs


· Non-elective admission spend 44 % higher than lowest spending 5 peer CCGs


Controlling modifiable risk factors is a crucial part of a wider cardiovascular disease programme to address these issues:

a) Atrial fibrillation/Flutter (AF)


Following many years of work in primary care, Barnsley currently performs well in terms of prescribing OAC for people at high risk of stroke with AF with an overall achievement of 77% of people with AF at high risk of stroke. But there remains variation across practices from 51 to 89%.

b) Hypertension


Barnsley’s performance in terms of hypertension control (to less than 150/90) is low compared to both the national picture and our comparator CCGs (see Chart 1)

c) Lipid Management


Familial Hypercholesterolaemia (FH) or genetic inherited high cholesterol is a congenital condition present from birth. As such knowledge and recoding of relevant family clinical history is key. The siblings or children of someone with FH have a one in two (50%) chance of having the condition. The UK prevalence of FH is currently unknown, but is estimated to be 1:250. 

Around 80-90% of FH cases remain undiagnosed. If left untreated, about 50% men and 30% women with FH will develop coronary heart disease by the time they are 55. Early identification and effective treatment can help to ensure peo0ple with FH have a normal life expectancy
.






		HOW TO…




		Practices should review their baseline position and individual target with regards to the clinical areas. Baseline positions are taken from:


· CVD01/02: High risk of CVD registers and statin prescribing taken from data submitted at April 2017 as part of 2016-17 PDA


· CVD04: High risk of stroke with AF on OAC taken from PRIMIS GRASP-AF audit data uploaded to CHART Online (April 2017)


· CVD05: Patients with hypertension who have a blood pressure recorded in last 12 months AND value is 150/90 or less taken from QOF data 2016-17


And are shown in:


Table 1: People at high risk of CVD (>20%) on a statin

Table 2: People at high risk of CVD (10-19.9%) on a statin

Table 3: Atrial Fibrillation at High Risk of Stroke on OAC


Table 4: Blood pressure control in people with a hypertension diagnosis


Baseline data should be submitted at the beginning of the year to enable relative targets to be set for each practice for the following indicators:


· percentage of people with existing CVD whose cholesterol has been checked in the last 15 months and is controlled to <5mmol/L (total cholesterol) 

· Prevalence factors for each practice in each clinical area to be calculated

A quality improvement approach should be used to document any actions/changes within the practice that have been implemented to improve clinical outcomes for people with or at risk of CVD. Support for this approach can be obtained from the Academic Health Science Network (AHSN). http://www.ahsnnetwork.com/ 


It should also be noted that all practice pharmacists are undergoing clinical training in CVD management for hypertension, atrial fibrillation (including OAC monitoring) and heart failure in February – March 2018.


High risk of Cardiovascular disease (CVD)


As in previous years, clinical system searches will be provided to identify the target population: 


· People at high risk (>20%) 


or 


· Moderate risk (10-19.9%) AND on a statin 


All should be offered an annual review to discuss their risk factors and intervention/support offered to enable them to lower their risk, including support with healthy lifestyle choices and offered statin treatment. Ensure it is recorded if a patient declines or fails to attend following three invites. 


Also ensure that patients already identified as high risk of CVD are recorded as having a high risk of CVD annual review NOT an NHS Health Check in subsequent years. Patients with a risk score of >20% or those on a statin (excluding any with CVD diagnosis) are excluded from the NHS health check and you will not get a payment for this. See High risk of CVD annual review or NHS health Check Decision Flowchart: http://best.barnsleyccg.nhs.uk/commissioning/CVD%20risk%20assessment%20decision%20flowchart.pdf 

All patients with a risk score of 10-19.9% who are not on a statin should be offered a statin as per NICE guidance. Practices should record any patients who are contraindicated/intolerant of statins or who have, declined statins – these will be included in the percentage achievement target.

Atrial fibrillation 


Practices are recommended to use the national PRIMIS GRASP-AF audit tool to help identify patients:


· With potential or possible AF – review records to establish if the patient has a ‘missing’ diagnosis or requires further investigation or follow-up


· Who are at high risk of stroke and not currently prescribed an oral anticoagulant (OAC) – for records review  to establish if further investigation or follow-up required to ensure all patients offered OAC


Practices may also want to consider other strategies: 


· Opportunistic case-finding using pulse rhythm checks in people with long-term conditions or aged >65 years


· Patient decision aids for communicating risk and deciding treatment options


· videos and leaflets increasing awareness or consider group education 


· participation in local and national campaigns


· Engaging support from AHSN. http://www.ahsnnetwork.com/ 

Hypertension control


Practices should consider the hypertension data presented and consider the causes of poor blood pressure control and possible alternative solutions to improve. Progress can be monitored via QOF clinical reporting


Practices may also want to consider other strategies: 


· Patient decision aids for communicating risk and deciding treatment options


· videos and leaflets increasing awareness or consider individual/group education


· participation in local and national campaigns


Practices should also review weekly all patients highlighted under alerts within ECLIPSE LIVE with a latest blood pressure of >180/100


It should also be noted that all practice pharmacists are undergoing clinical training in CVD management for hypertension, atrial fibrillation (including OAC monitoring) and heart failure in February – March 2018.


Lipid Modification 


Clinical system searches will be provided to enable practices to identify patients that have existing CVD (coronary artery, cerebrovascular, peripheral arterial disease) who: 


· have not had cholesterol tested in L15m


· are not currently on a statin and/or contraindicated 

· latest cholesterol results indicate total cholesterol >5

Patients fitting the above criteria should be reviewed to establish if further investigation or follow-up is required to ensure all patients are offered appropriate treatment and drug titration to reach treatment target.


Practices may also want to consider other strategies: 


· Patient decision aids for communicating risk and deciding treatment options


· videos and leaflets increasing awareness or consider group education 


· participation in local and national campaigns

Familial hypercholesterolaemia (FH)


Practices should use the CHART FH audit tool (available from PRIMIS), which provides a prioritised list of patients who potentially have FH. This tools will enable practices to identify patients at risk of FH for screening (in line with NICE guidance
):


· Those with any type of familial hypercholesterolaemia diagnosis


· Those at very high risk of FH (using FAMCAT criteria)


· Those that have been screened in last 12months (Simon Broome criteria)


See Using the PRIMIS Familial Hypercholesterolaemia Quality Improvement Tool: http://best.barnsleyccg.nhs.uk/commissioning/CVD08%20Screening%20for%20Familial%20hypercholesterolaemia.pdf 


Please note: baseline triglycerides should be <2.5 mmol/l to be eligible for referral to FH clinic. If >2.5 mmol/l consider referral to Lipid Clinic, especially if total cholesterol >9 mmol/l.


These individuals should be assessed against the Simon Broome criteria to make a provisional clinical diagnosis of FH in primary care settings. When considering referral, please refer to the Sheffield Teaching Hospitals referral pathway for adult patients with query Familial Hypercholesterolaemia (FH). Those meeting the criteria should be referred to the Sheffield/Rotherham FH service for diagnostic testing and potential cascade testing in family members. 


Practice CVD Leads


Practice CVD leads should:


· Support the development of local practice level CVD data packs that are to be developed by SY&B ICS by providing feedback on any ‘products’ produced


· Share clinical and practical experience in managing patients with CVD with the CCG/Accountable Care Organisation to support the development of any transformational or quality improvement projects, for example media campaigns, websites, specialist services.


· Consider engagement with any local or national CCG-led media campaigns related to CVD


Engagement will be through existing forums and communication channels, plus electronic via a virtual network and via one-to-one discussions as appropriate.






		MEASUREMENT

		Individual practice KPIs are set out in the data tables below, according to baseline data submitted in April 2017 (via PDA 2016-17) or QOF (April 2017) or provisional targets set using baseline data from ECLIPSE LIVE (January 2018)


Baseline data should be submitted at the beginning of the year to enable relative targets to be set for each practice for the following:


· percentage of people with existing CVD whose cholesterol has been checked in the last 15 months and is controlled to <5mmol/L (total cholesterol) 

· Prevalence factors for each practice in each clinical area to be calculated

REPORTING


CVD01: Annual review of people at high risk of CVD - Target 75% (excluding declined from denominator)


CVD 02: Percentage of patients >20% risk on statin (including exceptions, i.e. percentage receiving the intervention) Relative practice target set to move towards 50%


CVD 03: Percentage of patients 10-19.9% risk on statin (excluding declined/C/I or intolerant, i.e. percentage receiving the intervention) Relative practice target set to move towards 80%

· Data submitted on reporting template from clinical system searches (to be provided)


· Baseline 

· End Quarter 


· End of year 


CVD04:  percentage of people with AF/flutter at high risk of stroke receiving oral anticoagulation Relative practice target set to move towards 5% NOT on OAC or contraindicated

Practices should upload anonymised summaries to CHART ONLINE:


· Baseline (Use reference date 1st April 2018 


NB this will have been submitted at end of year for PDA 2017-18 and will not need to be done again


· End Quarter 2 (Use reference date of 1st October 2018)


· End of year (Use reference date of 31st March 2019)


· From PRIMIS CHART Audit software


CVD 05: percentage of people on the hypertension register who have had a blood pressure taken in the last 12 months that is controlled to less than 150/90 mmHg Relative target set to move towards 90%

· Data submitted on reporting template from clinical system searches (to be provided)

· Baseline 


· End Quarter 2 


· End of year 


CVD06: percentage of people, highlighted through ECLIPSE alert, with elevated BP>180/110 that have been actioned


CVD07: percentage of people with existing CVD whose cholesterol has been checked in the last 15 months and is controlled to <5mmol/L


Data submitted on reporting template from clinical system searches (to be provided)


· Baseline


· End Quarter 2 


· End of year 


A relative practice target will be set on receipt of baseline data to move towards 80% of people with CVD have had a cholesterol test in last 15 months and a target of 65% with a cholesterol of <5


CVD08: Target of 100% those with a diagnosis of hypercholesterolaemia or at very high risk of FH are screened. 


Numbers referred to lipid clinic should also be submitted


Submit summary sheet from PRIMIS CHART Audit software  

Practices should note the number of patients where any significant issues/exceptions affecting performance are identified, for example, elderly population and/or care home residents or house bound. Other factors, in particular those beyond the control of primary care teams.






		FREQUENCY AND DEADLINES

		Nominate a lead GP and nurse by 27 July 2018.


Completed reporting template from clinical system searches, QOF and uploads of data from PRIMIS audit tools at:

· Baseline  - by 27th April 2018 


· End Quarter 2 –submit evidence with submission 2 return 14th October 2018


· End of year - submission 3 12th April 2019






		READ CODES




		High risk of CVD


Term


SystmOne (CTV3)


EMIS Web/ Vision (V2)


SNOMED


CVD high risk review

XaQ9Z

66f2

1060761000000119

CVD high risk review declined


XaQ9Y


8IAK


1060701000000118


Statin contraindicated


XaG2V


8I27


459877017


Statin not tolerated


XaJYw


8I76


2474720017


Patient on maximal tolerated lipid lowering therapy


XaJ5i


8BL1


2159169011


Administrative codes

CVD high risk monitoring invitation first letter

XaPlb


9Ox2


1705561000006111


CVD high risk monitoring invitation second letter


XaPIc


9Ox3


1705571000006116


CVD high risk monitoring invitation third letter


XaPld


9Ox4


1705581000006118


CVD high risk monitoring telephone invitation


XaNOh


9Ox0


1628811000006115


Atrial fibrillation


Established audit tool and Read codes within QOF business rules


Hypertension


Established Read codes within QOF business rules for blood pressure recording


Term


SystmOne (CTV3)


EMIS Web/ Vision (V2)


SNOMED


Patient on maximal tolerated antihypertensive therapy

XaJ5h

8BL0

2159168015

Lipid Modification


Read codes to support numeric values for nonHDL/LDL cholesterol levels (via lab links) and prescribing codes linked via medication prescriptions on clinical system. 


See statin exception codes in above table under High risk of CVD


Familial Hypercholesterolaemia

Read codes to support recording of diagnosis, and assessment. 


Term


SystmOne (CTV3)


EMIS Web/ Vision (V2)


SNOMED


Assess using Si Broome diagn criteria familial hypercholest


XaR6H


3878


1739071000006119


Familial Hypercholesterolaemia-Heterozygous 


X40X2


C3200


1773186016


Familial Hypercholesterolaemia-Homozygous


X40X1


Possible Familial Hypercholesterolaemia


XaX3u


1W1


1659061000000112


Referral to Lipid Clinic


8HT1.


248058012


Family history of MI in 1st degree relative <60 years


XaQvy


Family history of MI in 2nd degree relative <50 years


XaQvx


FH: premature coronary heart disease


12CI


216245011


FH: Myocardial infarction


12C5


397701010


FH: total chol >7.5 mmol/L 1st or 2nd degree relative


XaQwa


FH: total chol >6.7 in child or sibling <16 yrs


XaQwb


FH: Raised blood lipids


1262


397


Tendinous Xanthoma*


X50Fo


N228


1233200015


Xantholasma*


F4E51


499732017


*Tendon xanthoma only occur in people with FH, xanthelasma may happen for other reasons.



		TEMPLATES




		Support and guidance will be available from:

· Health Improvement Nurse for Vascular Disease, BCCG [Sarah Pollard – see contact details below)

· Clinical System Support Officer, EmBed 

· Practice Clinical Pharmacists, BCCG 

Local templates are available for:


· CVD High risk reviews


· Hypertension*


· CHD*


· Diabetes*


· Atrial fibrillation*


· CKD


*Also QOF templates available in clinical systems






		CCG LEAD OFFICER

		Lynsey Bowker, Lead Commissioning and Transformation Manager


Tel: 01226 433769


Email: lynsey.bowker@nhs.net 






		CCG SUPPORT

		Sarah Pollard, Health Improvement Nurse – Vascular Disease


Tel: 01226 433741


Email: Sarahpollard1@nhs.net  





 SHAPE  \* MERGEFORMAT 




Table 1: Percentage of people at high risk of CVD (>20%) on a statin


		Data from PDA final submission (April 2017)

		High Risk (>20%) on Statin



		Practice ID

		Total

		% receiving statin

		% Gap from Target of 50% 

		Number of additional patients (1/3 of target gap)*

		Target achievement (1/3 of target gap)



		C85001

		71

		45.1

		4.9

		1

		46.7



		C85003

		163

		60.1

		AT TARGET

		AT TARGET

		AT TARGET



		C85004

		288

		35.1

		14.9

		14

		40.0



		C85005

		157

		54.8

		AT TARGET

		AT TARGET

		AT TARGET



		C85006

		88

		30.7

		19.3

		6

		37.1



		C85007

		302

		17.9

		32.1

		32

		28.6



		C85008

		225

		38.7

		11.3

		9

		42.4



		C85009

		58

		25.9

		24.1

		5

		33.9



		C85010

		425

		37.9

		12.1

		17

		41.9



		C85013

		158

		51.3

		AT TARGET

		AT TARGET

		AT TARGET



		C85014

		160

		48.8

		1.3

		1

		49.2



		C85016

		279

		18.6

		31.4

		29

		29.1



		C85017

		252

		44.8

		5.2

		4

		46.6



		C85018

		102

		29.4

		20.6

		7

		36.3



		C85019

		85

		28.2

		21.8

		6

		35.5



		C85020

		216

		31.9

		18.1

		13

		38.0



		C85022

		204

		29.9

		20.1

		14

		36.6



		C85023

		110

		35.5

		14.5

		5

		40.3



		C85024

		69

		33.3

		16.7

		4

		38.9



		C85026

		89

		29.2

		20.8

		6

		36.1



		C85028

		102

		29.4

		20.6

		7

		36.3



		C85030

		165

		32.1

		17.9

		10

		38.1



		C85033

		164

		17.7

		32.3

		18

		28.5



		C85614

		44

		20.5

		29.5

		4

		30.3



		C85619

		50

		52.0

		AT TARGET

		AT TARGET

		AT TARGET



		C85622

		27

		25.9

		24.1

		2

		34.0



		C85623

		36

		36.1

		13.9

		2

		40.7



		C85628

		12

		50.0

		AT TARGET

		AT TARGET

		AT TARGET



		Y00411

		119

		44.5

		5.5

		2

		46.4



		Y02644

		43

		44.2

		5.8

		1

		46.1



		Y02815

		65

		47.7

		2.3

		1

		48.5



		Y04660

		57

		14.0

		36.0

		7

		26.0



		Y04809

		22

		31.8

		18.2

		1

		37.9



		Barnsley

		4407

		35.1

		14.9

		219

		40.1





* Number of additional patients required to meet target is only indicative – practices should work towards % achievement to ensure indicator attained 


Table 2: Percentage of people at high risk of CVD (10-19.9%) on a statin


		Data from PDA final submission (April 2017)

		High Risk (10-19.9%) on Statin



		Practice ID

		Total

		% receiving statin (or C/I or declined)

		% Gap from Target of 80% 

		Number of additional patients (1/3 of target gap)*

		Target achievement (1/3 of target gap)



		C85001

		183

		34.39

		45.61

		28

		49.59



		C85003

		534

		25.35

		54.65

		97

		43.57



		C85004

		861

		32.64

		47.36

		136

		48.43



		C85005

		454

		32.78

		47.22

		71

		48.52



		C85006

		251

		34.68

		45.32

		38

		49.79



		C85007

		435

		41.85

		38.15

		55

		54.57



		C85008

		695

		21.2

		58.80

		136

		40.80



		C85009

		182

		15.08

		64.92

		39

		36.72



		C85010

		993

		24.06

		55.94

		185

		42.71



		C85013

		439

		29.35

		50.65

		74

		46.23



		C85014

		480

		31.13

		48.87

		78

		47.42



		C85016

		574

		23.54

		56.46

		108

		42.36



		C85017

		736

		23.14

		56.86

		139

		42.09



		C85018

		296

		25.48

		54.52

		54

		43.65



		C85019

		204

		14.86

		65.14

		44

		36.57



		C85020

		641

		31.4

		48.60

		104

		47.60



		C85022

		529

		19.2

		60.80

		107

		39.47



		C85023

		301

		30.94

		49.06

		49

		47.29



		C85024

		211

		16.19

		63.81

		45

		37.46



		C85026

		297

		31.28

		48.72

		48

		47.52



		C85028

		226

		15.31

		64.69

		49

		36.87



		C85030

		470

		26.07

		53.93

		84

		44.05



		C85033

		515

		11.8

		68.20

		117

		34.53



		C85614

		120

		33.33

		46.67

		19

		48.89



		C85619

		201

		26.42

		53.58

		36

		44.28



		C85622

		101

		13.4

		66.60

		22

		35.60



		C85623

		183

		25.15

		54.85

		33

		43.43



		C85628

		22

		38.1

		41.90

		3

		52.07



		Y00411

		402

		22.04

		57.96

		78

		41.36



		Y02644

		136

		31.07

		48.93

		22

		47.38



		Y02815

		142

		39.66

		40.34

		19

		53.11



		Y04660

		112

		18.87

		61.13

		23

		39.25



		Y04809

		82

		25.33

		54.67

		15

		43.55



		Barnsley

		12008

		25.42

		54.58

		2158

		43.61





 * Number of additional patients required to meet target is only indicative – practices should work towards % achievement to ensure indicator attained 

Table 3: Atrial Fibrillation at High Risk of Stroke 

		Data from GRASP-AF data April 2017

		

		Patients with AF at high risk on OAC



		Practice Code

		Number patients with AF

		% receiving the intervention

		% NOT on OAC (& not C/I)

		% Gap from Target of 5% NOT on OAC (and not C/I)

		No. of additional patients (1/2 of target gap)*

		Target achievement 



		C85001

		89

		76.92

		21.79

		16.79

		7

		13.40



		C85003

		247

		75.81

		10.23

		5.23

		6

		7.62



		C85004

		458

		79.26

		17.55

		12.55

		29

		11.28



		C85005

		188

		72.84

		21.6

		16.60

		16

		13.30



		C85006

		104

		80.85

		17.02

		12.02

		6

		11.01



		C85007

		284

		75.00

		15.73

		10.73

		15

		10.37



		C85008

		289

		77.04

		17.12

		12.12

		18

		11.06



		C85009

		80

		73.24

		22.54

		17.54

		7

		13.77



		C85010

		308

		75.58

		19.38

		14.38

		22

		12.19



		C85013

		277

		78.30

		13.62

		8.62

		12

		9.31



		C85014

		198

		68.57

		24

		19.00

		19

		14.50



		C85016

		249

		81.50

		10

		5.00

		6

		7.50



		C85017

		253

		77.73

		20.45

		15.45

		20

		12.73



		C85018

		176

		82.31

		13.61

		8.61

		8

		9.31



		C85019

		102

		83.15

		12.36

		7.36

		4

		8.68



		C85020

		308

		79.70

		13.91

		8.91

		14

		9.46



		C85022

		233

		76.65

		14.72

		9.72

		11

		9.86



		C85023

		200

		51.01

		40.27

		35.27

		35

		22.64



		C85024

		137

		70.80

		20.35

		15.35

		11

		12.68



		C85026

		124

		73.53

		16.67

		11.67

		7

		10.84



		C85028

		76

		84.62

		15.38

		10.38

		4

		10.19



		C85030

		203

		80.23

		12.79

		7.79

		8

		8.90



		C85033

		182

		72.67

		20

		15.00

		14

		12.50



		C85614

		67

		77.78

		6.35

		1.35

		1

		5.68



		C85619

		133

		83.48

		16.52

		11.52

		8

		10.76



		C85622

		17

		84.62

		7.69

		2.69

		1

		6.35



		C85623

		59

		89.36

		4.26

		AT TARGET 

		AT TARGET 

		AT TARGET 



		C85628

		16

		80.00

		20

		15.00

		1

		12.50



		Y00411

		161

		80.95

		17.46

		12.46

		10

		11.23



		Y04809

		23

		52.94

		47.06

		42.06

		5

		26.03



		Y05248

		46

		75.00

		22.22

		17.22

		4

		13.61



		Y05363

		38

		81.25

		12.5

		7.50

		1

		8.75



		Y05364

		32

		75.00

		21.43

		16.43

		3

		13.22



		Barnsley

		5357

		76.58

		17.21

		12.21

		327

		11.11





* Number of additional patients required to meet target is only indicative – practices should work towards % achievement to ensure indicator attained

Table 4: Blood pressure control in people with a hypertension diagnosis


		From Quality and Outcomes Framework data 2016-17

		The percentage of patients with hypertension who have a blood pressure reading measured in the last 12 months AND the value is 150/90 mmHg or less



		Practice code

		Number on Hypertension register

		% Patients receiving Intervention 

		% Gap from target of 90%

		PDA Target No. of additional patients (1/5 of target gap)*

		PDA Target achievement (1/5 of target gap)



		C85001

		923

		80.39

		9.61

		18

		82.31



		C85003

		1,949

		79.43

		10.57

		41

		81.54



		C85004

		2,692

		84.25

		5.75

		31

		85.40



		C85005

		1,309

		86.86

		3.14

		8

		87.49



		C85006

		888

		88.63

		1.37

		2

		88.90



		C85007

		1,777

		86.27

		3.73

		13

		87.02



		C85008

		2,266

		76.26

		13.74

		62

		79.01



		C85009

		704

		76.56

		13.44

		19

		79.25



		C85010

		2,891

		80.28

		9.72

		56

		82.23



		C85013

		1,437

		86.01

		3.99

		11

		86.81



		C85014

		1,525

		82.56

		7.44

		23

		84.05



		C85016

		1,724

		76.86

		13.14

		45

		79.48



		C85017

		1,976

		71.36

		18.64

		74

		75.09



		C85018

		1,122

		84.94

		5.06

		11

		85.95



		C85019

		939

		76.04

		13.96

		26

		78.83



		C85020

		2,098

		81.60

		8.40

		35

		83.28



		C85022

		2,047

		67.81

		22.19

		91

		72.25



		C85023

		1,823

		77.45

		12.55

		46

		79.96



		C85024

		782

		61.64

		28.36

		44

		67.31



		C85026

		906

		78.37

		11.63

		21

		80.69



		C85028

		514

		78.60

		11.40

		12

		80.88



		C85030

		1,428

		77.66

		12.34

		35

		80.13



		C85033

		1,210

		83.55

		6.45

		16

		84.84



		C85614

		555

		79.82

		10.18

		11

		81.86



		C85619

		1,027

		67.58

		22.42

		46

		72.06



		C85622

		291

		82.47

		7.53

		4

		83.98



		C85623

		438

		92.92

		AT TARGET

		AT TARGET

		AT TARGET



		C85628

		203

		87.68

		2.32

		1

		88.15



		Y00411

		1,452

		77.96

		12.04

		35

		80.37



		Y04809

		269

		84.76

		5.24

		3

		85.81



		Y05248

		505

		79.41

		10.59

		11

		81.52



		Y05363

		415

		89.40

		0.60

		1

		89.52



		Y05364

		308

		83.12

		6.88

		4

		84.49



		BARNSLEY

		40,393

		79.41

		10.59

		858

		81.53





* Number of additional patients required to meet target is only indicative – practices should work towards % achievement to ensure indicator attained

Scheme 4.2: Diabetes


		INDICATORS

DIAB01 – 10 points


DIAB02 – 12 points


DIAB03 – 16 points

(DIAB01-03 will be weighted by practice by prevalence of people with diabetes)


DIAB04/05 


– 10 points


(DIAB04-05 will be weighted by practice by prevalence of people at ‘high risk’ of diabetes)


TOTAL: 48 points

		Summary:


DIAB01
Type 2 - Eight care Processes


DIAB02
Type 2 – Three Treatment Targets


All patients with a diagnosis of Type 2 diabetes should be invited for an annual review such that all 8 care processes (DIAB01) are completed and where possible 3 treatment targets (DIAB02) achieved. 


DIAB03
Lead clinicians and engagement with new integrated diabetes service

All practices should nominate a Lead GP / nurse who will engage with the new provider of diabetes specialist community and out-patients service to determine practice needs with regards to specialist support and input. Practices will work collaboratively with the newly procured Diabetes Service provider to establish practice skills, capacity and current levels of service. Moreover, Practices should also negotiate appropriate levels of support and mentorship required from the Diabetes Service. Practices will engage in training and education opportunities that will be offered locally, as appropriate, for example funded places for the Warwick Diabetes course. (DIAB03)


DIAB04
High risk of diabetes – glycaemic assessment in L12M


DIAB05
Invitation to self-refer/direct referral to NDPP for eligible patients


All patients with a history of pre-diabetes/non-diabetic hyperglycaemia (elevated blood glucose reading)  should be invited for an annual review to have their glucose level checked (DIAB04) and to discuss their risk factors and  offered intervention/support to enable them to lower their risk, including support with healthy lifestyle choices and invitation to self-refer or direct referral to National diabetes prevention programme (NDPP)(DIAB05)

A summary of deadlines for CVD / Diabetes can be found on the BEST website: http://best.barnsleyccg.nhs.uk/commissioning/deadlines%20for%20cvd_diabetes.pdf



		DEFINITION

		8 Care Processes 


· Smoking status 


· Blood pressure 


· Urine albumin 


· HbA1c 


· BMI 


· Serum creatinine 


· Foot surveillance 


· Cholesterol 


In addition patients should be offered structured education and referred to the eye screening service


· 3 Treatment Targets 


· HbA1c (Latest in 15m) ≤58mmol/mol


· Blood Pressure (latest in L15m) ≤140/80


· Cholesterol (Latest in L15m) ≤5mmol/L


 ‘Super 6 Portsmouth’ Criteria


The Super Six model of diabetes care in South East Hampshire and Portsmouth based itself on defining clearly with local GPs, Commissioners and specialists as to which services needed to exist within the confines of an acute Trust, due to its MDT setting or higher expertise involved.

The 6 services were:


· Inpatient diabetes


· Foot diabetes (with predefined criteria)


· Poorly controlled Type 1 diabetes, including adolescents


· Insulin Pump services


· Low eGFR or patients on renal dialysis


· Antenatal diabetes


This involved any other patients with diabetes being managed in the community by a combination of virtual means (emails/phones) and GP surgery visits.


The GP surgery visits were used primarily for education with options given to GPs and practice nurses such as:


· Virtual clinics (case-based discussions)


· Review of database to discuss patients in regard to Quality and Outcomes Framework targets


· Review of audits completed by surgery on diabetes care


· Educational session on area(s) of diabetes management of surgery's choice


· Patient review (in conjunction with GP or practice nurse


Patients offered invitation to self-refer or direct referral to NDPP


Inclusion criteria for referral to NDPP is:


· HbA1c between 42 and 47 mmols/mol (6.0%-6.4%) recorded in last 12 months


OR


· Fasting Plasma Glucose between 5.5-6.9 mmols/l


AND


· NOT pregnant


· 18 years old and over






		RATIONALE FOR INCLUSION (Intended Outcomes)




		A high standard of care for people with diabetes supports individuals to self-manage and reduce their risk of complications. This will support the increase in the number of patients with diabetes receiving all 8 care process and those at target for BP, HbA1c and cholesterol. Impact is suggested to be an additional 266 patients receiving all 8 care processes and an additional 243 patients achieving all 3 treatment targets.


Barnsley currently performs relatively well, for people with type 2 diabetes, in terms of achieving all eight care processes, and is the top performing CCG when compared to our 10 comparator CCGs (see Chart 1). However, in terms of achieving all three treatment targets Barnsley is the fourth worst in our comparator CCG cluster, although nationally we perform relatively well (See Chart 2). 


All the above link with current re-procurement of community DSN and OP proposed integrated pathway service model and support will be provided to practices to increase achievement. The aim is for a standardised level of diabetes related skills and knowledge for staff working in primary care, to enable patients to be effectively managed where this is the most appropriate setting. 


1 & 2 National Priority – supported by NHS England Transformation fund, which NHS Barnsley and partners have committed to using to support increasing capacity for structured education and improvements in achievement of the three treatment targets.


Improvement in achieving the 3 treatment targets also supports the delivery of the cardiovascular disease prevention programme – Stage 1 – CHD and risk factors.



		HOW TO…

		Practices should review their baseline position and individual target with regards to the clinical areas. Baseline positions are taken from:


DIAB01: Type 2 - Eight care Processes taken from National Diabetes Audit (NDA) data 2015-16


DIAB02: Type 2 – Three Treatment Targets taken from National Diabetes Audit (NDA) data 2015-16


DIAB04: High risk of diabetes – glycaemic assessment in L12M taken from PRIMIS Diabetes Audit Data - April 2017 

DIAB05: Invitation to self-refer/direct referral to NDPP for eligible patients taken from PRIMIS Diabetes Audit Data - April 2017 and NDPP provider data on referrals at Dec 2017)

And are shown in:


Table 1: Eight Care Processes &  Three Treatment Targets


Table 2: Non-diabetic hyperglycaemia


A quality improvement approach should be used to document any actions/changes within the practice that have been implemented to improve clinical outcomes for people with or at risk of diabetes. 


Individual practice targets are detailed in the tables. Targets have been set for each practice based on increasing achievement in patients with Type 2 diabetes towards a target of 58.78% and 50% for 8 care processes and 3 treatment targets respectively. Practices at target should aim to improve from baseline, but no target is set beyond maintaining current performance.

For those practices that have not uploaded data to the National Diabetes Audit in 2017, an estimated figure has been extrapolated using the Barnsley practices NDA and PRIMIS diabetes data (April 2017). 


Practices can use the PRIMIS Diabetes audit tool to support with patient level data and also to monitor progress: 


· for people with diabetes 


· 8 care processes,  


· 3 treatment targets 


· Identifying people at risk of diabetes, pre-diabetes and those eligible for invite/referral to the National Diabetes Prevention Programme


It should be noted that the PRIMIS tool shows achievement of the 8 care process and 3 treatment targets across the entire diabetes population, whereas NDA data specifies achievement for patients with Type 1 and Type 2 diabetes. Therefore, this indicator will be performance managed using NDA data for patients with Type 2 diabetes only and the PRIMIS tool should be used as a guide to performance only – this can be run periodically by the practice to monitor progress.


A system search will also be provided to enable ongoing monitoring of achievement towards the 8 care processes and 3 treatment targets as per NDA criteria. 


Practices should consider their current performance, review individual and combined care processes data at patient and practice level. 


Additional external targets for uptake of structured education will sit within the contract for the re-procured Diabetes service and transformation project steering group milestones and objectives – practices will be expected to engage with this service development and refer patients as appropriate.


Consider the causes of variation in undertaking the 8 care processes and achieving the 3 treatment targets and possible alternative solutions to improve.


Practices may also want to consider other strategies: 


· Patient decision aids for communicating risk and deciding treatment options


· videos and leaflets increasing awareness 


· specialist support, including structured group education


DIAB 03


Practices should nominate a Lead GP / nurse who will engage with the new provider of diabetes specialist community and out-patients service to determine practice needs with regards to specialist support and input. Practices will be offered education, mentorship and support from the newly procured Diabetes Service provider. The level of support offered will be negotiated with individual practices following a practice ‘levels of service assessment’ and may include specialist community clinics aligned to Localities, combined primary care clinics, telephone and email advice and guidance, case reviews.  BHNFT will work with practices to negotiate a phased approach to transfer patients from their out-patient, which are outside the “Super-6 Portsmouth criteria” & complex patient criteria and can be safely managed in primary care. Support will be provided by community DSN and locality Diabetes consultant’s advice & guidance. This process will enable more patients to be supported closer to home and over time will ensure a minimum standard of diabetes management is available across primary care.

DIAB04/05


Practices should  invite all patients with a history of pre-diabetes/non-diabetic hyperglycaemia for an annual review to have their glucose level checked and to discuss their risk factors and  offered intervention/support to enable them to lower their risk, including support with healthy lifestyle choices and invitation to self-refer or direct referral to National diabetes prevention programme (NDPP).

Practices should use the PRIMIS Diabetes audit tool (Casefinder) to support with patient level data and to monitor progress: 


· Identifying people at risk of diabetes, pre-diabetes and those eligible for invite/referral to the National Diabetes Prevention Programme


· Monitoring recording of invites, referrals and numbers declined


NB. Assumes continued funding by NHSE to provide NDPP intervention 

Instructions on  how to identify patients at risk of diabetes for glycaemic assessment using the PRIMIS Diabetes audit tool can be found at: 


http://best.barnsleyccg.nhs.uk/commissioning/Identifying%20patients%20for%20Glycaemic%20Assess%20and%20NDPP.pdf 







NOTE: This year a prevalence factor for diabetes/high risk of diabetes will be applied to practices’ payment per point to ensure practices are paid fairly according to workload


		

		



		FREQUENCY AND DEADLINES

		Deadline for data entry for indicator is end of December 2018 – ready for NDA extraction in February 2019 (Data included is from Jan18-Dec18)

Nominate a Lead GP / nurse by submission 1 27 July 2018

Practices should upload anonymised summaries to CHART ONLINE:


· Baseline (Use reference date 1st April 2018) – NB this will have been submitted at end of year for PDA 2017-18 and will not need to be done again

· End Quarter 2 (Use reference date of 1st October 2018)  – submit evidence with submission 2 return 14th October 2018


· End of year (Use reference date of 31st March 2019) – submit evidence with submission 3 12th April 2019. 



		READ CODES




		All required Read codes are in National Diabetes Audit and QOF data set/business rules and within locally developed template.


The following Read codes are suggested to record diagnosis and referral to NDPP:


Action


Term


SystmOne (CTV3)


EMIS Web/ Vision (V2)


SNOMED


Invited to self-refer, i.e. provided info and letter*


NHS DPP (PROXY CODE)


XaeCf


679m


2587521000000117


Direct referral


Referral to NHS DPP)

XaeDH

679m4


1025321000000109


Referral/invite declined


Referral to NHS DPP declined

XaeDG

679m3


1025301000000100


NDPP started (date)


NHS DPP started

XaeD0

679m2


1025271000000103


NDPP completed (date)


NHS DPP completed

XaeCz

679m1


1025251000000107


NDPP not completed


NHS DPP not completed


XaeCw


679m0


1025211000000108


Diagnosis


Non-diabetic Hyperglycaemia


Pre-diabetes


XaaeP


XaZq8


C317


C11y5


2990619013


2221001000000112






		TOOLS AND EXAMPLES OF GOOD PRACTICE




		Barnsley Diabetes template available for SystmOne and EMIS. CHART software / PRIMIS audit tools has been used by all practices previously and is accessed through downloadable software and electronic updates available via the University of Nottingham hosted PRIMIS website. Assurance has been sought from PRIMIS team that these tools will remain available for 2017-18, beyond migration to Snomed and will be supported.


Support will be available from:


· Clinical System Support Officer, EmBed


· Health Improvement Nurse for Vascular Disease, BCCG


· Practice Clinical Pharmacists, BCCG


· The Diabetes Service 

Additional detail regarding a practices performance with regards to individual care processes and treatment targets can be found within the National Diabetes Audit 2016-17 Short Report, Interactive Report England: https://digital.nhs.uk/catalogue/PUB30142 



		CCG LEAD OFFICER

		Siobhan Lendzionowski, Lead Commissioning and Transformation Manager


SiobhanLendzionowski@nhs.net 
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		Table 1

		Type 2 - All Eight Care Processes (NDA 2016-17)

		Type 2 - All three treatment targets (NDA 2016-17)



		Practice Code

		NDA 2016-17 % achievement

		Variance from Target 58.78%

		Total number additional patients

		PDA Target (1/3 gap)

		PDA Target additional patients (1/3 of gap)

		Percentage

		Variance from Target 50%

		Total number additional patients

		Minimum PDA Target (1/3 gap)

		PDA Target additional patients (1/3 of gap)



		C85001

		52.94

		5.84

		15

		54.89

		5

		53.33

		At target

		At target

		At target

		At target



		C85003

		48.03

		10.75

		68

		51.61

		23

		41.53

		8.47

		50

		44.35

		17



		C85004

		86.33

		At target

		At target

		At target

		At target

		48.48

		1.52

		10

		48.99

		3



		C85005

		57.00

		1.78

		9

		57.59

		3

		44.68

		5.32

		25

		46.45

		8



		C85006

		65.22

		At target

		At target

		At target

		At target

		50.00

		At target

		At target

		At target

		At target



		C85007*

		61.37

		At target

		At target

		At target

		At target

		41.27

		8.73

		48

		44.18

		16



		C85008

		77.22

		At target

		At target

		At target

		At target

		46.15

		3.85

		28

		47.44

		9



		C85009

		40.74

		18.04

		49

		46.75

		16

		35.42

		14.58

		35

		40.28

		12



		C85010

		62.99

		At target

		At target

		At target

		At target

		47.01

		2.99

		18

		48.01

		6



		C85013

		60.32

		At target

		At target

		At target

		At target

		54.24

		At target

		At target

		At target

		At target



		C85014

		80.56

		At target

		At target

		At target

		At target

		54.29

		At target

		At target

		At target

		At target



		C85016

		66.93

		At target

		At target

		At target

		At target

		43.10

		6.90

		40

		45.40

		13



		C85017

		39.42

		19.37

		133

		45.87

		44

		38.79

		11.21

		65

		42.53

		22



		C85018

		63.44

		At target

		At target

		At target

		At target

		52.81

		At target

		At target

		At target

		At target



		C85019

		40.00

		18.78

		52

		46.26

		17

		37.25

		12.75

		33

		41.50

		11



		C85020

		69.35

		At target

		At target

		At target

		At target

		46.43

		3.57

		20

		47.62

		7



		C85022

		69.85

		At target

		At target

		At target

		At target

		26.23

		23.77

		145

		34.15

		48





* For practices with no baseline NDA data - an estimated figure has been extrapolated using the Barnsley practices PRIMIS diabetes data (April 2017) - targets will be reviewed based on first available NDA data due to be extracted in August 2018, which will be published in November 2018

		Table 1

		Type 2 - All Eight Care Processes (NDA 2016-17)

		Type 2 - All three treatment targets (NDA 2016-17)



		Practice Code

		NDA 2016-17 % achievement

		Variance from Target 58.78%

		Total number additional patients

		PDA Target (1/3 gap)

		PDA Target additional patients (1/3 of gap)

		Percentage

		Variance from Target 50%

		Total number additional patients

		Minimum PDA Target (1/3 gap)

		PDA Target additional patients (1/3 of gap)



		C85023

		42.42

		16.36

		108

		47.88

		36

		43.59

		6.41

		38

		45.73

		13



		C85024

		37.50

		21.28

		77

		44.59

		26

		31.25

		18.75

		45

		37.50

		15



		C85026

		46.55

		12.23

		35

		50.63

		12

		50.00

		At target

		At target

		At target

		At target



		C85028

		44.83

		13.95

		40

		49.48

		13

		41.18

		8.82

		23

		44.12

		8



		C85030

		77.05

		At target

		At target

		At target

		At target

		39.50

		10.50

		63

		43.00

		21



		C85033*

		48.23

		10.55

		50

		51.75

		17

		17.82

		32.18

		138

		28.55

		46



		C85614

		66.67

		At target

		At target

		At target

		At target

		43.33

		6.67

		10

		45.56

		3



		C85619

		46.97

		11.81

		39

		50.91

		13

		42.11

		7.89

		23

		44.74

		8



		C85622

		52.00

		6.78

		8

		54.26

		3

		39.13

		10.87

		13

		42.75

		4



		C85623

		72.73

		At target

		At target

		At target

		At target

		47.62

		2.38

		3

		48.41

		1



		C85628*

		64.34

		At target

		At target

		At target

		At target

		38.46

		11.54

		5

		42.31

		2



		Y00411

		40.00

		18.78

		94

		46.26

		31

		37.78

		12.22

		55

		41.85

		18



		Y04809

		54.55

		4.24

		5

		55.96

		2

		25.00

		25.00

		25

		33.33

		8



		Y05248

		13.79

		44.99

		65

		28.79

		22

		35.71

		14.29

		20

		40.48

		7



		Y05363

		39.39

		19.39

		32

		45.86

		11

		42.86

		7.14

		10

		45.24

		3



		Y05364

		44.44

		14.34

		19

		49.22

		6

		41.67

		8.33

		10

		44.44

		3



		Barnsley

		58.78

		 

		 

		58.78

		266

		43.60

		6.40

		730

		45.73

		243



		* For practices with no baseline NDA data for 2016-17 - an estimated figure has been extrapolated using the Barnsley practices PRIMIS diabetes data (April 2017) - targets will be reviewed based on first available NDA data due to be extracted in August 2018, which will be published in November 2018





		Table 2

		Based on PRIMIS Diabetes Audit Data - April 2017 
* Based on DPP provider data on referrals at Dec 2017) †Assumes 30% of those tested are eligible

		HIGH RISK WITH GLYCAEMIC ASSESSMETN L12M

		ELIGIBLE PATIENTS REFERRED TO NDPP NDPP*



		Practice Code

		No. High Risk Patients

		No. with Glycaemic Assessment L12M

		% Glycaemic Assessment L12M

		DPP Eligible

		% Referred*

		% Gap from Target of 80% Glycaemic assessment

		Number of additional patients

		Target achievement (1/3 of target gap)

		% Gap from Target of 50% Eligible referred (exc declined)

		Indication of no. pts to refer (based on baseline data) †

		Target achievement (1/3 of target gap)



		C85001

		580

		345

		59.5

		83

		6.0

		20.5

		40

		66.3

		44.0

		34

		20.7



		C85003

		1274

		401

		31.5

		122

		7.4

		48.5

		206

		47.7

		42.6

		27

		21.6



		C85004

		1713

		748

		43.7

		328

		9.8

		36.3

		207

		55.8

		40.2

		56

		23.2



		C85005

		856

		282

		32.9

		92

		17.4

		47.1

		134

		48.6

		32.6

		15

		28.3



		C85006

		507

		203

		40.0

		67

		41.8

		40.0

		68

		53.3

		8.2

		3

		44.5



		C85007

		1116

		705

		63.2

		210

		19.0

		16.8

		62

		68.8

		31.0

		50

		29.4



		C85008

		1297

		770

		59.4

		222

		0.0

		20.6

		89

		66.3

		50.0

		85

		16.7



		C85009

		388

		150

		38.7

		37

		48.6

		41.3

		53

		52.5

		1.4

		0

		49.1



		C85010

		1932

		1172

		60.7

		316

		5.1

		19.3

		125

		67.1

		44.9

		118

		20.0



		C85013

		954

		698

		73.2

		166

		3.6

		6.8

		22

		75.5

		46.4

		81

		19.1



		C85014

		966

		368

		38.1

		101

		14.9

		41.9

		135

		52.1

		35.1

		22

		26.6



		C85016

		1273

		798

		62.7

		186

		6.5

		17.3

		73

		68.5

		43.5

		79

		21.0



		C85017

		1310

		808

		67.7

		303

		4.6

		12.3

		54

		71.8

		45.4

		88

		19.7



		C85018

		633

		468

		73.9

		129

		10.1

		6.1

		13

		75.9

		39.9

		47

		23.4



		C85019

		497

		289

		58.1

		76

		14.5

		21.9

		36

		65.4

		35.5

		22

		26.3



		C85020

		1285

		1015

		79.0

		245

		10.2

		1.0

		4

		79.3

		39.8

		107

		23.5



		C85022

		1293

		796

		61.6

		179

		7.8

		18.4

		79

		67.7

		42.2

		76

		21.9



		Table 2

		Based on PRIMIS Diabetes Audit Data - April 2017 
* Based on DPP provider data on referrals at Dec 2017) †Assumes 30% of those tested are eligible

		HIGH RISK WITH GLYCAEMIC ASSESSMETN L12M

		ELIGIBLE PATIENTS REFERRED TO NDPP NDPP*



		Practice Code

		No. High Risk Patients

		No. with Glycaemic Assessment L12M

		% Glycaemic Assessment L12M

		DPP Eligible

		% Referred*

		% Gap from Target of 80% Glycaemic assessment

		Number of additional patients

		Target achievement (1/3 of target gap)

		% Gap from Target of 50% Eligible referred (exc declined)

		Indication of no. pts to refer (based on baseline data) †

		Target achievement (1/3 of target gap)



		C85023

		1240

		676

		54.5

		233

		6.4

		25.5

		105

		63.0

		43.6

		62

		21.0



		C85024

		667

		177

		26.5

		103

		2.9

		53.5

		119

		44.3

		47.1

		12

		18.6



		C85026

		558

		404

		72.4

		122

		13.9

		7.6

		14

		74.9

		36.1

		36

		26.0



		C85028

		397

		275

		69.3

		59

		18.6

		10.7

		14

		72.9

		31.4

		21

		29.1



		C85030

		823

		477

		58.0

		200

		11.0

		22.0

		60

		65.3

		39.0

		41

		24.0



		C85033

		946

		465

		49.2

		125

		0.8

		30.8

		97

		59.5

		49.2

		45

		17.2



		C85614

		271

		77

		28.4

		24

		4.2

		51.6

		47

		45.6

		45.8

		5

		19.4



		C85619

		600

		183

		30.5

		54

		9.3

		49.5

		99

		47.0

		40.7

		12

		22.8



		C85622

		170

		106

		62.4

		30

		6.7

		17.6

		10

		68.3

		43.3

		10

		21.1



		C85623

		317

		243

		76.7

		155

		1.3

		3.3

		3

		77.8

		48.7

		31

		17.5



		C85628

		92

		34

		37.0

		13

		15.4

		43.0

		13

		51.3

		34.6

		2

		26.9



		Y00411

		878

		328

		37.4

		110

		27.3

		42.6

		125

		51.6

		22.7

		13

		34.8



		Y04809

		174

		112

		64.4

		23

		8.7

		15.6

		9

		69.6

		41.3

		11

		22.5



		Y05248

		294

		150

		51.0

		46

		6.5

		29.0

		28

		60.7

		43.5

		13

		21.0



		Y05363

		267

		170

		63.7

		34

		0.0

		16.3

		15

		69.1

		50.0

		20

		16.7



		Y05364

		248

		152

		61.3

		31

		12.9

		18.7

		15

		67.5

		37.1

		13

		25.3



		BARNSLEY

		25816

		14045

		54.4

		4224

		9.3

		25.6

		2175

		62.9

		40.7

		1198

		22.9





Scheme 4.3: COPD


		INDICATOR 1 (Contractual Requirement)




		COPD1


All COPD Patients as part of their annual review should be offered: 


· Rescue medication


· Refer to stop smoking services

· Referral to Pulmonary rehab 

· Ascertain flu vaccination status

COPD2 - Pulmonary Rehabilitation:


All diagnosed COPD patients who attend their COPD annual review at their GP Practice should be considered for their appropriateness to attend Pulmonary Rehabilitation. Upon the primary care representative checking to ensure that the patient meets the Pulmonary Rehabilitation Service’s inclusion criteria (see below), a discussion should be held with the patient to outline the benefits of accessing the service and to make them aware of the various venues across Barnsley that this service is now offered. Primary care will be able to utilise both the short film clip (currently being produced by the Pulmonary Rehabilitation Service which following completion will be shared throughout primary care for access during patient consultations) and the accompanying service brochure to actively encourage patients to agree to being directly referred to the Pulmonary Rehabilitation Service. 


Pulmonary Rehab Inclusion Criteria: 


· Diagnosis of COPD or chronic lung condition. 


· Clinical assessment must have been undertaken including spirometry and oxygen saturation levels at rest. 


· Offer to all appropriate patients including those who have a recent hospitalisation for an exacerbation, those that consider themselves functionally disabled by COPD (usually MRC grade 3 and above). 


· Optimised respiratory medication / therapy.


· Motivated to attend and complete the programme.   


Pulmonary Rehab Exclusion Criteria: 


· Unstable angina or recent myocardial infarction (3 months).


· Severe aortic stenosis. 


· Hypertension >200mmHg Systolic / 100mmHg Diastolic. 


· Other co-morbidity disease with prognosis < 6 months. 


· Impaired cognitive function. 


· Physical disability preventing safe exercise performance (i.e. unsuitable for people unable to walk). 


· Awaiting results of further investigations (i.e. cardiac). 






		RATIONALE FOR INCLUSION (Intended Outcomes)




		Improving the respiratory health in Barnsley will;


· Decrease incidence, prevalence morbidity and mortality from acute and chronic respiratory diseases


· Decrease the numbers of people who require consultant outpatient review, A&E or hospital admission and to decrease length of hospital stay


· Reduce inequalities in respiratory health care


· Enhance the quality of life for people living with chronic respiratory diseases, enabling them to lead as full and active life as possible


· Enable people with respiratory diseases to receive an early and accurate diagnosis, to receive the information and support they need to share fully in decision making and manage their respiratory disease






		HOW TO…

		COPD 1: All COPD patients during their annual review should be offered*;

· Rescue medication Refer to stop smoking services


· Referral to Pulmonary rehab


· Ascertain flu vaccination status


*where clinically appropriate 

COPD 2: All COPD patients that meet the Pulmonary Rehabilitation referral criteria should be informed of the benefits of accessing pulmonary rehabilitation and that they have actively encouraged participation by showing the short film and issuing the patient with an accompanying brochure. Individual discussions regarding pulmonary rehabilitation should be recorded, alongside a breakdown of the numbers of patients directly referred into the service and the numbers of those patients that refused to be referred. The referral form to Pulmonary Rehabilitation Service is available via clinical systems and the following link;


http://best.barnsleyccg.nhs.uk/clinical-support/local-pathways-and-guidelines/copd-local-guidelines/37492

Individual referral targets to the Pulmonary rehabilitation Service based on COPD population size (QOF).  






		MEASUREMENT




		COPD1: Practice audit (practices can record issue of COPD rescue pack, referral to stop smoking service, referral to pulmonary rehabilitation.)


COPD2: External audit by the Pulmonary Rehabilitation Service (provider SWYPFT) of the number of referrals by practice. COPD template, pulmonary rehab: had assessment, if the programme has commenced or completed or if they have declined + referral into the Pulmonary Rehab service. 


Please refer to Table 1 for Pulmonary Rehabilitation referral targets by practice.






		FREQUENCY AND DEADLINES




		COPD 1- submission 3 12 April 2019.

COPD 2 – external referral data will be monitored quarterly by Provider (SWYPFT) and shared with practices.



		READ CODES




		Please refer to Table 2 for a full list of COPD related READ codes.



		TEMPLATES




		COPD local guidelines:


· Updated service guide for local COPD services for practitioners 


· Patient information leaflet on COPD services


· Template self-management plan


· Patient information leaflet on rescue medications


· Prescribers guide to rescue medications


http://best.barnsleyccg.nhs.uk/clinical-support/local-pathways-and-guidelines/copd-local-guidelines/37492 






		CCG LEAD OFFICER

		Lynsey Bowker


Lead Commissioning Manager

01226 433769


lynsey.bowker@nhs.net







Table 1; Table to show proposed number of referrals into the Pulmonary Rehabilitation Service by practice


		Referral source

		2016 (Jan -Dec)

		Approx. number on COPD register (2014/15)

		Overall % of total COPD register within Barnsley

		Target for Apr 18 - March 19 



		Dearne Valley Group

		1

		538

		6.63%

		25



		Hollygreen Practice

		3

		466

		5.74%

		22



		Garland House

		5

		456

		5.61%

		21



		Wombwell PMS - Chapelfield

		7

		418

		5.15%

		19



		Hill Brow Surgery

		7

		409

		5.04%

		19



		Ashville Medical Centre 

		7

		398

		4.91%

		19



		Dove Valley Practice

		17

		386

		4.75%

		18



		Park Grove Surgery

		0

		353

		4.34%

		16



		Penistone Group Practice

		6

		350

		4.31%

		16



		Hoyland PMS

		2

		318

		3.91%

		15



		Huddersfield Road

		9

		316

		3.88%

		15



		Wombwell Medical Centre 

		2

		300

		3.69%

		14



		Royston Group Practice

		2

		292

		3.60%

		14



		Hoyland Medical Centre

		2

		288

		3.55%

		13



		Rose Tree Practice

		4

		261

		3.21%

		12



		Grimethorpe Surgery

		4

		239

		2.95%

		11



		Victoria Medical Centre

		2

		199

		2.45%

		9



		St George's Medical Practice

		3

		199

		2.45%

		9



		Apollo Court Medical Centre

		0

		198

		2.44%

		9



		Kakoty Practice

		3

		189

		2.33%

		9



		Park Grove Surgery - previously Dr Ravi

		0

		184

		2.26%

		9



		BHF Goldthorpe (Previously Dr Sen) 

		2

		164

		2.02%

		8



		Rotherham Road

		3

		161

		1.99%

		8



		The Grove Medical Centre

		2

		157

		1.94%

		7



		BHF Lundwood

		0

		136

		1.68%

		6



		Woodland Drive Medical Centre

		0

		131

		1.62%

		6



		Lundwood Medical

		1

		120

		1.47%

		6



		BHF Highgate

		1

		117

		1.44%

		5



		Dr Craven and Czepulkowski

		0

		82

		1.00%

		4



		Lakeside Surgery

		0

		74

		0.92%

		3



		Dr Eko

		1

		74

		0.91%

		3



		Monk Bretton HC

		0

		74

		0.91%

		3



		Caxton House

		1

		44

		0.54%

		2



		Kingswell Surgery

		0

		29

		0.35%

		1



		BHF Brierley

		0

		No Data

		Unknown

		 



		

		

		8122

		

		378





Table 2; Table to show COPD related READ Codes 

		Read code description

		CTV3 (S1)

		Read2 (EMIS/Vision)

		SNOMED (all from April 2018)



		Issue of chronic obstructive pulmonary disease rescue pack

		XaW9D

		8BMW

		718241000000107



		Referral to smoking cessation service

		XaaDy

		8T08

		871661000000106



		Referral to NHS stop smoking service

		XaQT5

		8HkQ

		87166100000010



		Referral to smoking cessation service declined

		XaaDx

		8IE0

		871641000000105



		Referral to pulmonary rehabilitation

		XaIf9

		8H7u

		24461000000105



		Pulmonary rehabilitation offered

		XabGM

		9NSL

		913981000000106



		Pulmonary rehabilitation declined

		XaNQU

		8IA9

		305371000000101



		Pulmonary rehabilitation programme commenced

		XaIUq

		8FA1

		391128002



		Inhaler technique – good

		663H.

		663H.

		170625000



		Inhaler technique – moderate

		XaIQ0

		66Y4

		390869002



		Inhaler technique – poor

		663I.

		663I

		170626004



		Review of inhaler technique using inhaler checking device

		XaaMc

		66Yy

		702606006



		Inhaler technique shown

		6636.

		6636

		170613003





(from Laura Fisher, 01.12.17)


Scheme 5:

General Practice Forward View

Scheme 5.1: Social Prescribing

		INDICATOR 1 (Contractual Requirement)




		GP Practices are required to continue to refer patients to the My BEST Life service and build links to embed to service within Primary Care. 



		RATIONALE FOR INCLUSION (Intended Outcomes)

		The My Best Life service commenced in April 2017 with the aim to: 

· Increase capacity in primary care


· Reduce attendances at A&E


· Enable consistency of care at scale

Since April 2017 the service has developed into an essential local mechanism for linking patients with non-medical sources of support within the community. The rationale for inclusion within the 2018/19 Practice Delivery Agreement to is continue to build on the successful service delivered last year and further embed links between the My Best Life service and General Practice.





		HOW TO…




		These indicators continue to strengthen and embed the service into primary care, as well as supporting a stronger focus on cohort 2, which focuses on frequent attenders in A&E. 


MBL 1

My Best Life Champion to maintain links with the MBL Advisor by:


· Inviting them to Practice meetings, demonstrating the Advisor is part of the practice team.


· 121 discussions with advisor as appropriate


My Best Champion to attend at least 3 out 4 quarterly champion network meetings.


Practice to submit the number of referrals made to MBL from 01 April 2017 to 31 March 2018.


Based on 2017/18 out-turn, increase referrals by 10% by end 2018/19. 


MBL 2

Each referral to My Best Life to include last 3 months GP appointment/contact data, which is requested on the My Best Life Referral form – all referrals not including this data will be returned. 


Action information requests for patient data 3 months following the My Best Life referral and support. 


MBL 3

Identify a minimum of 3 of your high users of A & E (if applicable) each quarter and refer to My Best Life.  


Additional notes will be in the D1 summary to flag up the frequent attenders at A&E. This should be recorded under the ‘Seen in A&E’ Read code


Use Risk Stratification each quarter to extract top 3 patients who are frequent A & E attenders and could utilise My Best Life Support and refer is appropriate. 


MBL 4

Promote the My Best Life Champion in Practice by:


· My Best life poster (see attached) which should be displayed at each practice site – includes information about your practice champion and your MBL advisor


· Adding the My Best Life Champion and Advisor  details to the practice website and practice leaflets


Undertake the role required as part of the My Best life Champions Job Description. 


Advise Barnsley CCG of any changes in personnel for the My Best life Champion. 






		MEASUREMENT




		1. No of referrals to My Best life 


2. % referrals that are frequent attenders in primary care


3. Evidence of links with MBL Advisor within the practice


4. Attendance at MBL Champion Network Meetings and/or training


5. Evidence of promotion of practice champion in surgery   






		FREQUENCY AND DEADLINES




		MBL 1 - Reporting Period 1 & 3 

MBL 2 - Reporting Period 3 

MBL 3 - Reporting Period 3  

MBL 4 - Reporting Period 3  





		READ CODES




		Referral to social prescribing 


Social prescribing offered


Social prescribing declined


Frequent attender of accident and emergency dept 


Seen in A&E 






		TEMPLATES




		My Best Life Referral Template 

[image: image7.emf]My Best Life Social  Prescribing - Referal template.doc




My Best Life Job Description 

[image: image8.emf]My Best Life - PDA  template 2018-19 (CB amends).doc




My Best Life Poster 

[image: image9.emf]My Best life  champion - poster.doc








		CCG LEAD OFFICER

		Cath Bedford


Public Health Principal (Self-Care & Health Literacy)


Tel: 01226 433684   Mobile: 07826 869417 


Email: cath.bedford1@nhs.net







Scheme 5.2: Dementia & Carer Support

		INDICATOR 1 (Contractual Requirement)

		Improve Dementia Diagnosis Rate and support the borough in being a Dementia Friendly Town. 





		RATIONALE FOR INCLUSION (Intended Outcomes)

		Increasing Dementia diagnosis and improving access to support for patients with Dementia and their carers has not only been a priority for Barnsley CCG but is a priority for Barnsley Town as a whole. Barnsley Town is working to become Dementia Friendly and GP practices play a crucial role within this ambition. 






		HOW TO…




		To support the towns aspirations GP practices are asked as part of the PDA to:


1. Maintain a register of People with Dementia and reconcile with the Memory Team on a quarterly basis


2. Maintain a register of carers who care for someone with dementia


3. Have an in house trained Dementia Champion who can undertake the Barnsley CCG Dementia Champion Job Profile 


4. Participate in the CCG organised dementia champion feedback sessions


5. Disseminate local support services across registers


6. Liaise with the Memory Team Advisors


7. Evidence that any building changes take into account the dementia environment checklist


8. Promotion of the Herbert Protocol


9. Ensure that the CCG is informed if the Practice Dementia Champion changes. 



		MEASUREMENT




		DEM 1 - Quarterly Reconciliation of Dementia Registers with the Memory Assessment Team.

DEM 2 - Attendance at Dementia Champion Meetings on:


04 September 2018, 3pm at Ashville Medical Centre, Thornton Road, Barnsley, S70 3NE


05 March 2019, 3pm at Ashville Medical Centre, Thornton Road, Barnsley, S70 3NE.






		FREQUENCY AND DEADLINES




		1. Reporting periods 1,2,3 

2. Reporting periods 2,3 






		READ CODES




		None. 



		TEMPLATES




		Dementia Champion Job Role 




[image: image10.emf]Dementia Champion  Role March 2018.ppt








		CCG LEAD OFFICER

		Marie Hoyle / 


Lynne Richards 


Primary Care Commissioning and Quality Development Manager


01226 433631


Lynnerichards1@nhs.net







Scheme 5.3: Workforce

		ACCESS INDICATOR 1 (Contractual Requirement)




		Barnsley CCG requests that each practice continues to provide quarterly workforce returns. The returns should be completed by loging into the Health Education England GP workforce tool to review; update and submit practice data in line with the NHS Digital wMDS data requirements and before the extraction dates.

When reviewing data practices should consider the following:


· new staff members and leavers (mandatory for wMDS)


· new vacancies and vacancies that have now been filled closed (mandatory for wMDS)


· any periods of absence during the quarter (mandatory for wMDS)


· any new skills or qualifications gained

The CCG will co-ordinate support to Practices if there are any issues regarding uploading the data and log onto the HEE Website.

The system used to submit workforce returns may change from HEE during 2018/19. This is due to NHS England planning to roll out a new tool during this time, practices will be made aware if the preferred tool changes from HEE. 






		RATIONALE FOR INCLUSION (Intended Outcomes)




		Workforce remains high on the local and national agenda. Skills and recruitment shortages means that Primary Care are delivering services with less than the recommended number of workforce types per 1,000 patients. This issue is consistent in Barnsley where GP and Nurse numbers are lower than the national average. With mounting pressures and the national drive to bring care out of hospital the CCG are committed to supporting our GP practises to access any national workforce funding and schemes where possible. To achieve this the CCG needs to be aware of our local workforce profile, down to practice level, so that this can be monitored and practices targeted when relevant workforce schemes may be beneficial. 

The CCG also requires this data to pre-populate the workforce section of the Quality Dashboard. 



		HOW TO…




		Submit Workforce data in time for the above extraction dates using the HEE workforce tool.






		MEASUREMENT




		WORKFORCE 1 -  Log into the Health Education England Workforce Tool and submit the practice workforce data prior to each extraction date:


https://yh-asp-gp-tool.azurewebsites.net/Account/Login





		FREQUENCY AND DEADLINES




		Extraction dates are as follows:


· 31 March 2018

· 30 June 2018

· 30 September 2018

· 31 December 2018

· 31 March 2019


Reporting Periods 1,2,3 will capture if practices have submitted data prior to each extraction date. 



		READ CODES




		None



		TEMPLATES




		None



		CCG LEAD OFFICER

		Lynne Richards 


Primary Care Commissioning and Quality Development Manager


01226 433631


Lynnerichards1@nhs.net







Scheme 5.4: Quality Dashboard

		INDICATOR 1 (Contractual Requirement)




		Quality Improvement in General Practice is one of the 10 High Impact Actions to release time for care as described within the GP Forward View. Practices are asked to engage with and review their individual practice quality dashboards. 



		RATIONALE FOR INCLUSION (Intended Outcomes)




		The CCG has engaged with Primary Care to develop a quality dashboard to monitor general practice outcomes on a range of indicators and to act as a tool to provide support to GP practices when required. 


Variation in outcomes, positive or negative will be highlighted to the practice and errors in the data can be identified and rectified.  Where variation is due to good practice this is shared, to enable other practices to learn from the good practice and share systems and processes.  Where variation is amenable, practices will be offered support from the CCG’s Primary Care Team.  



		HOW TO…

		Practices will receive a copy of their dashboard quarterly, pre-populated with information from the last quarter. Any variation will be highlighted. The practice will be asked to:


1. Nominate an individual to receive the dashboard on a quarterly basis and discuss the dashboard at a practice meeting.


2. Work with the CCG’s Primary Care Team to validate the data within the dashboard, disseminate good practice and access support where required. 






		MEASUREMENT

		QUAL 1- Practice to send name of representative who will receive the quality dashboard on a quarterly basis to Lynnerichards@nhs.net by 30 April 2018. 


QUAL 2 - Where the practices may be in need of support, this has been discussed with the CCG’s Primary Care Team. 






		FREQUENCY AND DEADLINES

		Quarterly receipt of dashboard.



		READ CODES

		N/A 






		TEMPLATES

		None. 






		CCG LEAD OFFICER

		Lynne Richards 


Primary Care Commissioning and Quality Development Manager


01226 433631


Lynnerichards1@nhs.net





Scheme 5.5: Locality Working


		INDICATOR 1 (Contractual Requirement)




		The practice is asked to send at least one Clinical Representative to at least 5 out of 6 scheduled Locality Meetings and to engage with and contribute to the further development of locality working.


The clinical representative will be supported, (where appropriate for the subject matter) by a Practice Management representative.



		RATIONALE FOR INCLUSION (Intended Outcomes)




		General practice has had a marked increase in demand and workload at a time of underinvestment and a shortage of GPs. The GP Forward View (GPFV) identified workload as a major concern to the future resilience and sustainability of Primary Care. 


In  April 2016 The GPFV identified potential benefits of working at scale: 


· Economies of scale: practices can create common policies and procedures once, sharing the work between all members. They can also combine their purchasing power to achieve best value. 


· Quality improvement: focus for sharing professional development, clinical governance and service improvement, and are building in-house expertise to benefit all practices. 


· Workforce development: train and support staff, improving resilience and enabling new ways of working


· Enhanced care and new services: improve access, introduce new members of the workforce and provide innovative care in ways that are simply not possible at the level of a single practice


· Resilience: sharing back office functions, developing business intelligence systems and creating shared pools of staff


· System partnerships: establishing a shared identity across practices makes it easier for primary care to have a larger voice in the local health and care system.


Next Steps on the Forward View guidance (March 2017) clearly set out to encourage practices to work together in ‘hubs’ or networks

This is because a combined patient population of at least 30,000- 50,000 allows practices to share community nursing, mental health, and clinical pharmacy teams, expand diagnostic facilities, and pool responsibility for urgent care and extended access. They also involve working more closely with community pharmacists, to make fuller use of the contribution they make.


NHS Barnsley CCG would like to build upon the model introduced in the 2017/18 PDA to continue to facilitate discussion around peer review of referrals (demand management) but to fully explore potential benefits of working together for Barnsley patients based in six geographical localities as part of a wider accountable care system (ICS).


1. Penistone Locality


2. Central Locality


3. North Locality


4. North East Locality


5. Dearne Locality


6. South Locality






		HOW TO…

		The practice is asked to:


LOCAL 1 - Send at least 1 Clinical Referrer to the Locality meetings planned for 2018/19, 


LOCAL 2 - Undertake pre-reading and planning prior to each locality meeting to ensure maximum contribution and production. 






		MEASUREMENT




		LOCAL 1 – Attendance at least 5/6 Locality Meetings


18 April 2018


13 June 2018


15 August 2018 


17 October 2018


12 December 2018 


February 2019 (date TBC)


Measured via attendance registers 






		FREQUENCY AND DEADLINES




		Reporting periods 1,2,3.



		READ CODES




		N/A 



		TEMPLATES




		N/A



		CCG LEAD OFFICER

		Catherine Wormstone





Scheme 5.6: E-Consultation

		INDICATOR 1 QUALITY (Contractual Requirement)




		As part of the General Practice Forward View, funding has been created to contribute towards the costs for practices to purchase online consultation systems, improving access and making best use of clinicians’ time.


Barnsley CCG has opted to be part of cohort 3 which is expected to be procured before March 2019. Therefore, the CCG will utilise the E-consultation funding to:


1. Support practices to engage with the programme to undertake any pre-work required in the practice prior to roll out

2. Promote the upcoming service to patients 






		RATIONALE FOR INCLUSION (Intended Outcomes)




		NHS England is using technology to empower patients and make it easier for clinicians to deliver high quality care and enabling patients to seamlessly navigate the service as part of its digital transformation strategy. The Online Consultation programme is a contribution towards this ambition.






		HOW TO…

		The practice is asked to:


E-CON 1 


Engage with the CCG for any pre-work require in 2018/19 prior to roll out


E-CON 2 


Promote E-Consolations to patients (promotion material will be provided).





		MEASUREMENT




		Measurement will implemented when practices are required to engage with pre-work and promotion material is available. As this is still being developed and the service has not yet been procured deadlines cannot be set.






		FREQUENCY AND DEADLINES




		N/A



		READ CODES




		N/A 



		TEMPLATES




		N/A



		CCG LEAD OFFICER

		Catherine Wormstone





Scheme 5.7: Care Navigation


		INDICATOR 1 (Contractual Requirement)




		Part of the General Practice Forward View Fund includes the costs for practices for training of reception and clerical staff to undertake enhanced roles in active signposting and management of clinical correspondence. During 17/18 the CCG has supported practices to achieve these by procuring a First Port of Call Plus scheme which deliver bespoke Active Signposting training to GP practices. 






		RATIONALE FOR INCLUSION (Intended Outcomes)




		Evidence shows that by investing in active signposting this frees up GP time, releasing about 5 per cent of demand for GP consultations in most practices. It makes more appropriate use of each team member’s skills and increases job satisfaction for receptionists. It has also been evidenced that by undertaking correspondence management training for clerical staff means that 80-90 per cent of letters can be processed without the involvement of a GP, freeing up approximately 40 minutes per day per GP. For the clerical team, job satisfaction is often increased as well.






		HOW TO…

		To ensure continuity through-out all GP Practices in Barnsley practices will be asked as part of the 2018/19 PDA to:


CARE 1 


Attend an Active Signposting course either the ‘First Port of Call Plus’ or another provider sought by the practice. 


CARE 2  


Clerical Staff to take Part in Correspondence Management training with Barnsley CCG’s commissioned provider.  





		MEASUREMENT




		During reporting periods 1,2 & 3 practices will be asked to declare if staff members have taken part in the training as referenced in KPI 1 and 2.


Practices are expected that have sent at least 1 staff member on both training events in CARE 2 prior to 31 March 2019.






		FREQUENCY AND DEADLINES




		Reporting periods 1,2 & 3



		READ CODES




		N/A 



		TEMPLATES




		N/A



		CCG LEAD OFFICER

		Catherine Wormstone





Scheme 6:

 Medicines Management Schemes

Scheme 6.1: Shared Care

SHARED CARE (SPECIALIST) DRUG MANAGEMENT SERVICE

		INDICATOR 1 (Contractual Requirement)




		The Service relates to the prescription of drugs that require monitoring (for example Amber drugs) by service providers including the associated monitoring of treatment.  It includes all clinical indications for Amber drugs in the list published by Barnsley APC and updated from time to time and available online at :-


http://barnsleybest.nhs.sitekit.net/clinical-support/medicines/shared-care-guidelines/

This section establishes the minimum requirement for service providers commissioned by Barnsley CCG for providing this Service.


The Service will operate in accordance with the Principles of Shared Care included in Appendix A. This document can also be found at the following link: 


http://barnsleybest.nhs.sitekit.net/clinical-support/medicines/shared-care-guidelines/Principles-of-Shared-Care.pdf





		RATIONALE FOR INCLUSION (Intended Outcomes)




		It has been accepted for many years that some drug treatments for certain indications should be initiated by specialists, but may be suitable for transfer to ongoing prescription by General Practitioners (GPs) at an appropriate point.  These are known in Barnsley as Amber drug.  The status of any drug in the Barnsley NHS health community is determined by the Barnsley Area Prescribing Committee (APC) using published criteria 


http://www.barnsleyformulary.nhs.uk

http://barnsleybest.nhs.sitekit.net/news/area-prescribing-committee.htm 

Ongoing prescription of Amber drugs by GPs is more convenient for patients and makes better use of specialist care services.  However, it is imperative for patient safety that these drugs are prescribed only by GPs who understand and accept the shared responsibilities and are confident and competent to accept the clinical responsibility for that drug in that indication.  The Department of Health has confirmed that clinical responsibility for the patient’s response to treatment lies with the person who signs the prescription.

This service establishes the standards of care expected from service providers (usually GP practices) commissioned by Barnsley CCG to undertake the management of specified Amber drugs and the associated management of treatment (“The Service”) and the payment arrangements for the Service.


Some, but not all, Amber drug treatments require regular monitoring.  A number of Shared Care Guidelines (SCGs) have been developed by doctors and pharmacists from both primary and secondary care and are endorsed by the Barnsley APC. These guidelines, which form the basis of the ‘shared care agreement’, set out the monitoring requirements for most of these drug treatments. 

All Amber drugs (those with guidance and those with a shared care guideline) have now been incorporated into the Specialist Drugs Service.  This is in recognition that although not all drugs require additional monitoring, the prescriber has agreed to take over the responsibility for prescribing a more specialised drug.


This service establishes the standards of care expected from service providers (usually GP practices) commissioned by NHS Barnsley CCG to undertake the management of Amber drugs and the associated management of treatment (“the Service”) and the payment arrangement for the service.


Activities identified are in line with the NHS Barnsley CCG Medicines Optimisation Plan and the National Medicines Management and Procurement Quality, Innovation, Productivity and Prevention strategy.






		HOW TO…

		Accreditation, competency and training


Service providers who have previously provided services similar to this Service and who satisfy at appraisal and revalidation that they have such continuing medical experience, training and competence as is necessary to enable them to provide this Service shall be deemed professionally qualified to do so.  It is the responsibility of the service provider to make all reasonable efforts to acquire sufficient competence to provide the Service safely and adequately in respect to the Amber drugs they agree to prescribe.  The specialist department seeking the shared care arrangement will assist by offering any specific training which may be requested by the service provider, such as specialist injection techniques, etc.

Referrals to the Service

Amber – Shared Care guideline


Prescribing and monitoring responsibility relating to any individual patient will be transferred to the service provider only, once the service provider has agreed regarding that named patient.  The specialist department seeking the shared care arrangement will continue to prescribe and monitor treatment until transfer of responsibilities has been agreed.  The service provider must inform the specialist department within 14 days of the receipt of a written or email request to enter into a shared care agreement if it is unwilling or unable to provide the Service for that patient.


The only exception to the above paragraph is for conditions where a collaborative shared care guideline is in place (Drugs to treat epilepsy and Parkinson’s disease). GPs sign up to collaborative shared care prospectively prior to individual patients being transferred.   

Amber – With Guidance


Prescribing and monitoring responsibility relating to any individual patient will be transferred to the service provider once the service provider has initiated the drug according to the relevant Amber-G guidance document.

Record keeping


Service providers must have a written practice protocol in place detailing the process for dealing with requests for Amber drugs. A template protocol is available from the Medicines Management Team. A record must be made when a patient is started on an Amber drug.  This should form part of a computerised database that allows for patient recall.  Details must include:


a) Name


b) Date of birth


c) Address


d) Contact telephone number


e) Past medical history


f) Medication history


g) Previous blood results


h) Information relating to significant events, eg. Hospital admissions, death of which the practice has been notified, route of return and reason


i) Recall information regarding future blood tests

A record must be kept of all the patient’s blood results and the results of other relevant investigations or measurements, on a system that allows previous results to be accessed easily and trends observed.  Records must be kept of all dose adjustments.

For certain specified medicines (such as methotrexate), the specialist initiating treatment should provide the patient with a monitoring booklet approved by Barnsley APC to be kept by the patient that allows for blood results (and where applicable urinalysis results) to be recorded.  If for any reason a patient has not received a booklet from the specialist department, this should be supplied by the service provider.  Booklets can be obtained from the Medicines Management Team at NHS Barnsley CCG.  The service provider will enter blood results (and where applicable urinalysis results) in the booklet.

Information for the patient

The service provider will be responsible for providing oral and/or written advice as appropriate regarding:


a) The Service being provided and what the patient can expect from the Service.


b) The drugs and potential side effects from these drugs.  If Barnsley APC has approved a patient information leaflet (PIL) the service provider must provide the patient with a copy of this PIL if the patient has not previously been provided with it by the specialist department.

Monitoring requirements

Monitoring of Amber drugs must be conducted under a shared care agreement between the service provider and the specialist department seeking the shared care arrangement.  Monitoring should be conducted at appropriate intervals as set out in the relevant SCG approved by Barnsley APC.  If no SCA has been developed the monitoring schedule must be proposed for the individual patient by the specialist department and agreed by the service provider.


It is the responsibility of the service provider and the specialist department to ensure there is mutual clarity of understanding regarding respective responsibilities relating to the care of the individual patient.  This may be by reference to the relevant SCG or by letter or email.

Monitoring arrangements


Blood taking


1. The patient must be given appropriate appointments to have blood taken, or other monitoring to be conducted as appropriate.  These appointment times and locations must be reasonably accessible by patients.


2. Where monitoring is being conducted by the specialist department this must be clearly stated and recorded.  A copy of the hospital letter confirming this must be kept with the patient notes.  Any variation to monitoring arrangement (frequency or location) must be agreed between the patient, the service provider and the specialist department and recorded.


3. The service must have adequate patient recall facilities.


4. Patient must be identified and followed up if they do not attend to have blood taken, or other monitoring conducted.  This should consist of the patient being telephoned and written to and there should be written communication with the patients consultant.  It must be ensured that prescriptions cannot be issued to patients if monitoring is not being carried out.


5. If patients fail to keep an appointment for monitoring then there must be communication between the GP and the patient’s consultant to determine whether monitoring is being done by the hospital.

The service provider must ensure that prescriptions cannot be issued to patients if monitoring is not being conducted (regardless of whether responsibility for monitoring being conducted is by the service provider or the specialist department).

Analysis


Where SCGs so specify, the service provider would interpret the blood results or results of other monitoring and be responsible for making recommendations about further actions (i.e. repeat bloods and dose changes) based on these results.  If no SCG was in place when the patient first commenced treatment (i.e. Historical prescribing - patient initiated treatment prior to the shared care guideline being developed), then arrangements for interpretation and advice on dose changes must be made between the service provider with advice from the specialist department where appropriate.

Communication


The service provider will be responsible for communicating the results of blood tests or other monitoring and any further action required to the patient.  In the case of the service provider not being the patient’s GP practice, the service provider will be responsible for communicating blood/other monitoring results and further action required with the patient’s GP practice.  When the result is abnormal, communication with the patient (and the GP practice where appropriate) must occur within 1 working day of the result being received.

Any acceptance and exclusion criteria and thresholds


Monitoring related to co-prescribed drugs (not being amber drugs), other health conditions and the patient’s general health is not included in the Service.


For the avoidance of doubt, it should be noted that a service provider who enters into shared care arrangements for the Amber drugs under this Service is not thereby obliged to enter into shared care arrangement for other drugs.






		MEASUREMENT




		Service providers will be required to agree to an NHS Service Level Agreement period at the start of the period for “the Service”.  The Service will run through to the end of March. During the period covered by this agreement there will be a meeting between the service provider and NHS Barnsley CCG to ensure the specification for this Locally Commissioned Service is being met.

Activity and audit data will be provided to NHS Barnsley CCG when requested to enable the CCG to monitor, evaluate and review performance with regard to the agreed service specification.

The service provider will provide the following information annually, by 31st December: 

a. Practice protocol for dealing with requests for Amber drugs


b. Number of patients where shared care has been declined by the service provider (READ code 8BM6 or XaKAl), the relevant drug and the reason(s) for this being declined


c. Number of patients in whom shared care has had to cease and care revert to the specialist (READ code 8BM7 or XaKAm), the relevant drug and the reason(s) for this reversion


d. Numbers of patients who are receiving shared care drugs and the relevant drugs (READ code 8BM5 or XaK6z)


e. An audit of 10% of patients (selected at random, with a minimum of 10 patients) to confirm that the shared care agreements are being followed.  The audit should be representative across all drugs and disease states.  

This audit should include:


i. An audit of referrals to the service provider from specialist departments to ensure that they meet the requirements of 3.2.2 above


ii. An audit of the patient held monitoring books (where these are used) to ensure correct entry of blood results


iii. Audit of the communication pathways to ensure GPs and patients are being notified of results appropriately


iv. Audit of the blood tests to ensure they are done at the specified interval and time specific reviews for signs and symptoms are being carried out.


v. A minimum standard of 90% of patients on specified shared care drugs should be being monitored in accordance with the appropriate guidelines.  This is to be monitored across disease groups and drug groups.  This data will be cross referenced by NHS Barnsley Primary Care Medicine Management Team.  Failure to achieve this minimum standard will result in the development of an action plan to rectify any issues.  (This may require additional ongoing audits to be undertaken to demonstrate improvement) If the action plan is not fulfilled within the timescales set, then funding for the service may be withdrawn/notice may be given do decommission the service.






		FREQUENCY AND DEADLINES




		Practices will submit quarterly returns of numbers of patients on each shared care drug and will be paid, by the end of the following month, the rates included in Appendix 2 per patient as a quarterly fee.

All practices will be expected to use Eclipse live software to make these quarterly returns.  Pre-populated returns may be prepared by the CCG and endorsed by the practice.


Practices will be required to submit an annual audit in line with the requirements of this specification by 31st December each year to the CCG Medicines Management Team.

Failure to submit the required audit by 31st December will result in the suspension of any further payments until the audit has been received, and may result in the recovery of some or all monies already paid to the service provider in good faith for delivery of the service to the specified quality.


Practices will be subject to a post payment verification process undertaken by the CCG contracting and medicines management teams.

Practices paid for undertaking the management of patients on any of the drugs within this scheme would not be eligible, within the same time period, for payment under any other local CCG service eg. DMARDS service.






		READ CODES




		None



		TEMPLATES




		None



		CCG LEAD OFFICER

		Caron Applebee


Lead Pharmacist


c.applebee@nhs.net

01226 433798 







Appendix 1


Principles of Shared Care


1. Introduction 


Application of the following principles will facilitate effective shared care.  However, it should be noted that GPs are not obliged to enter into shared care arrangements for a particular patient simply because the relevant drug has an amber classification.  The Department of Health has confirmed that clinical responsibility for the patient’s response to treatment lies with the person who signs the prescription.


2. Principles of Shared Care


2.1. Best interest of the Patient


The best interests of the patient should be at the centre of any shared care agreement.  Arrangements should never be detrimental to or inconvenient for the patient.


2.2. Individual, patient by patient arrangements


Shared care prescribing guidelines should be accompanied by individual patient information, outlining all relevant aspects of that patient’s care. 


2.3. Reasonably predictable clinical situation


Transfer of clinical responsibility to primary care should be considered only where a patient’s clinical condition is stable or predictable 


2.4. Willing & informed consent of all parties, including patients and carers


All parties to the agreement must have sufficient, accurate, timely information in an understandable form.  Consent must be given voluntarily. Specialists and general practitioners are encouraged to communicate with each other directly where questions arise around shared care for a particular patient.  If issues remain, after these discussions, the department of the Chief / Senior Pharmacist at the CCG or Hospital Trust should be contacted for advice.


2.5. Clear definition of responsibility


The areas of care for which each partner in the arrangement has responsibility should be clearly defined and should be patient specific


2.6. Communication network & emergency support


Appropriate contact details should be provided to enable GPs to contact specialists readily, including (where appropriate) out-of-hours arrangements

2.7. Clinical information


This should include a brief overview of the disease and more detailed information on the treatment(s) being transferred including (as a minimum):


· Where the treatment is not licensed for any indication in the UK, or is licensed for other indications but not this indication, a note to this effect with an indication of the strength of evidence to support its use for this indication


· Dose, route of administration and duration of treatment


· Common adverse effects (incidence where known, identification, importance and management)


· Monitoring requirements and responsibilities


· Clinically important drug interactions and their management


· Contacts for more detailed information


2.8. Training


It is the responsibility of the service provider to make all reasonable efforts to acquire sufficient competence to provide the Service safely and adequately.  The specialist department seeking the shared care arrangement will assist by offering any specific training which may be requested by the service provider, such as specialist injection techniques, etc 


2.9. Review


Shared Care Agreements (SCAs) have a review date and will be reviewed by the Barnsley APC prior to that date or more frequently if clinically required.

3. Involving the Patient


The consultant should obtain the consent of the patient (and his/her carers if appropriate) only after the GP has agreed in principle to sharing care.  Patients should never be used as a conduit for informing the GP that prescribing is to be transferred, nor should they be placed in a position where they are unable to obtain the medicines they need because of lack of communication between primary and secondary/ tertiary care.


4. Agreement of shared care between specialist and GP 


Prescribing and monitoring responsibility relating to any individual patient will be transferred to the GP only once the GP has agreed regarding that named patient.  The specialist department seeking the shared care arrangement will continue to prescribe and monitor treatment until transfer of responsibilities has been agreed.  The GP must inform the specialist department within 14 days of receiving the written or e-mail request if they are unwilling or unable to provide the Service for that patient, with reasons.


Appendix 2

Primary Care Shared Care Scheme

2018/19 Annual Medicines Monitoring Requirement & Rates


The payments per patient per annum have been calculated taking into account the following rates of pay:


· GP Rate =  £81.24p/hr (£1.354p/min) *


· Practice Nurse = £20/hr ( 0.334p/min) **


· Reception Staff = £10/hr (0.167p/min) ***


· Health Care Assistant (Bloods) = £10/hr (0.167p/min) ****


		Drugs with a HIGH level of required monitoring



		Drug

		GP* Minutes

		Nurse** Minutes

		Admin*** Minutes

		HCA**** (Bloods) Minutes

		Total cost per patient per annum



		6-Mercaptopurine

		20

		 

		25

		50

		£39.58



		Amiodarone

		30

		20

		

		40

		£53.95



		Amisulpride 

		30

		20

		 

		40

		£53.95



		Azathioprine

		40

		 

		 

		60

		£64.16



		Aripiprazole 

		10

		20

		 

		20

		£23.54



		Ciclosporin

		60

		30

		60

		60

		£111.24



		Denosumab 

		60

		 

		 

		 

		£81.24



		Leflunomide

		 

		60

		 

		 

		£20.00



		Lithium

		30

		20

		60

		60

		£67.29



		Methotrexate Injection

		60

		 

		 

		40

		£87.91



		Methotrexate Tablets

		70

		 

		60

		40

		£111.45



		Mycophenolate

		70

		 

		60

		60

		£114.78



		Olanzapine

		10

		20

		 

		20

		£23.54



		Penicillamine

		70

		 

		60

		120

		£124.78



		Quetiapine

		10

		20

		 

		20

		£23.54



		Risperidone

		10

		20

		 

		20

		£23.54



		Sodium aurothiomalate

		70

		40

		60

		120

		£138.11



		Sodium Clodronate

		60

		

		

		40

		£87.91



		Sulfasalazine

		70

		 

		60

		60

		£114.78





Drugs with an INTERMEDIATE level of required monitoring 

		Drug

		GP* Minutes

		Nurse** Minutes

		Admin*** Minutes

		HCA**** (Bloods) Minutes

		Total cost per patient per annum



		Acetazolamide tablets

		30

		 

		 

		20

		£43.95



		Apomorphine 

		30

		60

		 

		20

		£63.95



		Dalteparin

		30

		30

		15

		30

		£58.12



		Enoxaparin

		20

		 

		 

		40

		£33.75



		Goserelin 03.6mg- monthly

		20

		120

		60

		20

		£80.41



		Goserelin 10.8mg- 3 monthly

		20

		40

		20

		20

		£47.08



		Hydroxychloroquine

		20

		 

		60

		 

		£37.08



		Leuprorelin 03.75mg- monthly

		20

		60

		60

		20

		£60.41



		Leuprorelin 11.25mg - 3 monthly

		20

		40

		20

		20

		£47.08



		Lubiprostone

		10

		

		

		40

		£20.21



		Prucalopride 

		10

		 

		 

		40

		£20.21



		Testosterone gels and patches

		20

		 

		 

		60

		£37.08



		Testosterone injection 

		20

		50

		 

		60

		£53.75



		Triptorelin 03mg & 03.75mg- monthly injection

		20

		120

		60

		20

		£80.41



		Triptorelin 11.25mg- 3 monthly injection

		20

		40

		20

		20

		£47.08



		Triptorelin 22.5mg- 6 monthly injection

		20

		20

		10

		20

		£38.75





Drugs with a LOW level of required monitoring 


Drugs with a low level of required monitoring will attract a payment of £5.04 per patient per annum to acknowledge that the Service provider has agreed to take over the responsibility for prescribing a more specialised drug. 


		Drugs with a low level of monitoring



		Acamprosate



		Apixaban (Amber indications only: Treatment and prevention of DVT and PE )



		Atomoxetine



		Cyproterone



		Dabigatran (Amber indications only: Treatment and prevention of DVT and PE )



		Dexamfetamine



		Disulfiram



		Dulaglutide



		Edoxaban (Amber indications only: Treatment and prevention of DVT and PE )



		Guanfacine



		Liraglutide



		Lisdexamphetamine



		Lixisenatide



		Methylphenidate



		Minoxidil



		Naltrexone



		Rivaroxaban (Amber indications only: Treatment and prevention of DVT and PE )



		Ranolazine





Drugs with very low level monitoring (No payment)


		Amantadine



		Anastrazole



		Bicalutamide



		Brivaracetam



		Bromocriptine



		Cabergoline



		Canagliflozin



		Carbamazepine



		Clobazam



		Clonazepam



		Diazepam (rectal)



		Dapagliflozin



		Donepezil



		Empagliflozin



		Entacapone



		Eslicarbazepine



		Ethosuximide



		Exemestane



		Gabapentin



		Galantamine



		Glucodrate



		Lacosamide



		Lamotrigine



		Letrozole



		Levetiracetam



		Levodopa/ carbidopa/ entacapone



		Linaclotide



		Melatonin



		Memantine



		Midazolam



		Midodrine



		Moxonidine



		Nalmefene



		Naloxegol



		Oxcarbazepine



		Perampanel



		Pergolide



		Phenobarbital



		Phenytoin



		Pramipexole



		Pregabalin



		Primidone



		Raloxifene



		Rasagiline



		Rifaximin



		Rivastigmine



		Ropinirole



		Rotigotine



		Rufinamide



		Sodium valproate



		Tamoxifen



		Tizanidine



		Topiramate



		Valproic acid



		Vigabatrin



		Vortioxetine



		Zonisamide





� Austin MA, Hutter CM, Zimmern RL, Humphries SE. Genetic causes of monogenic heterozygous familial hypercholesterolemia: a HuGE prevalence review. American journal of epidemiology. 2004;160:407-420.



� Heart UK (November 2016) FH Available: https://heartuk.org.uk/fh-familial-hypercholesterolemia



� Familial hypercholesterolaemia: identification and management. Clinical guideline [CG71] Published date: August 2008 NICE: � HYPERLINK "https://www.nice.org.uk/Guidance/CG71" �https://www.nice.org.uk/Guidance/CG71� 



� Recommendations taken from NICE Clinical Guideline 181: Lipid Management, 2014, 
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My Best Life Barnsley – Social Prescribing Service


Please email completed referrals to: mybest.life@syha.cjsm.net 



Patient Information








Date:       


			Patient Name:


			NHS Number:


			Date of Birth: 





			Patient Contact Number:


			Patient Address:








Referrer Information


			GP Practice:


			Referrer Name:





			Referrer Contact Number:


			Referrer email:





			


			GP


			


			Neighbourhood Nurse


			


			Other








			


			Details will be held securely in compliance with the data Protection Act 1998





			


			Verbal consent obtained for personal details to be passed to My Best Life








Area of Need


			


			Looking after emotional wellbeing


			


			Housing solutions





			


			Making connections


			


			Healthy lifestyle





			


			Managing symptoms


			


			Managing money and welfare issues





			


			Help to stay living at home


			


			Work, volunteering and activities








Eligibility Criteria



			


			Frequent attender


			


			Low level mental health





			


			One or more managed health condition


			


			Socially isolated or lonely








Long term Health Conditions (Please list)


			








Risk Assessment


			


			Number of visits to GP practice in last 3 months





			


			Does the patient pose any risk to themselves? Yes/No





			


			Does the patient pose any risk to others? Yes/No





			


			Is the patient at risk from others or vulnerable in any way? Yes/No





			


			Are there any risks associated with the property, venue or location? Yes/No








Other information you think we need to know
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THE ‘MY BEST LIFE’ PRACTICE CHAMPION IS;


………………………………………………………………………………………


To find out more about our social prescribing service – ‘My Best Life’ and how the service can help you, please ask our practice champion for more details about the service


THE ‘MY BEST LIFE’ ADVISOR IS:


………………………………………………………………………………………


The ‘My Best life’ Advisor works in a number of practices across the locality – this is the person that the practice champion can put you in touch with and who can talk to you and offer support.     







_1584257199.ppt

Putting Barnsley People First




















Barnsley GP Practice





Dementia 


Champion Role





March 2018 








*











Putting Barnsley People First





Background


There are over 850,000 people living with dementia in the UK. This figure will increase to over a million by 2021. 





In Barnsley there are 3,000 patients diagnosed with Dementia.





Dementia is the biggest health and social care challenge of this century. 
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Putting Barnsley People First





GP Practice Dementia Champions








GP Practice Dementia Champions can support a more positive experience for people with Dementia visiting the surgery. 





The CCG has developed a Dementia Champion job profile so that Dementia Champions have a consistent approach to what they can offer patients as part of their Dementia Champion Role. 





Small changes can make a big difference








*














Job Profile 


The Dementia Champions Job Role has 16 Areas:





1. Attend Alzheimer's Society Dementia Friends Information Session





2. Attend Dementia Champion Networking meetings (dates included within the 2018/19 Practice Delivery Agreement)


 


3. Ensure that the practice is a Member of the Barnsley Dementia Action Alliance


 


4. Review the practice environment to ensure that it is Dementia Friendly and make any suggestions for improvement within the practice








5. Contact the patient or their carer and encourage them to come in for review and to check next of kin and permissions.





			











*














6. Link up appointments for conditions that need reviewing so that the patients aren’t attending the practice multiple times





 7. Act as focal point in the surgery - If patient or carer has any questions; problem-solving with other NHS services.





8. Establish and maintain an appropriate network of support for patients living with dementia 





9. Be vital in supporting the practice to execute its responsibilities to safeguard and improve the standards of care of patients with dementia.





10. Signposting staff and carers to support services (Live Well Website). 





11. Provide support and information to staff within their clinical areas to access appropriate advice and assistance for patients living with dementia


 


12. Ensure processes are in place to share with the practice staff information from the Dementia Champions meetings








 


 








*














 


13. Be proactive and inform the practice manager of any gaps identified within the services for patients with dementia





14. Where ever possible ensure that personal information, such as carer, is completed accurately for each patient that has dementia 








15. If I observe practice which is less than desirable, I will ‘speak up’ and/or do something to try and improve it, for example: demonstrating good practice by role modelling, taking the time to explain and interpret behaviour, offer help





16. Share with the practice team any feedback I receive from patients and carers, and any other ideas, suggestions and recommendations which may help to improve their quality of care.





 











The 16 areas can lead to a more positive experience for a patient living with Dementia.





The 16 areas have been developed following feedback from the last GP practice Dementia Champions session in October 2017. 





The job description acts a guide to show Dementia Champions what could be implemented as part of their role. 





If you need any support, key contacts are listed on the next page….











Contacts: 





Lynne Richards, Barnsley CCG Dementia Lead, Lynnerichards@nhs.net 01226 433631 





Live Well Barnsley Website: https://www.livewellbarnsley.co.uk/





Alzheimers Society:


Diane Hinchliffe, Dementia Support Manager, Diane.Hinchliffe@alzheimers.org.uk





Dementia Action Alliance: christinekey@yahoo.co.uk













NHS

Barnsley Clinical Commissioning Group
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2018/19 PDA 






 My Best Life 



			


			


			National Priority 


			Local Priority





			INDICATOR 1 (Contractual Requirement)






			MBL1



All ‘My Best Life’ practice champions to engage and ensure links with the service, to increase  referrals/expand knowledge; 



MBL2 



All practices to include GP appointment information (nos. of appointments for each patient in last 3 mths) as part of referral to ‘My Best Life’ and to provide follow-up information to ‘My Best life’ after their intervention.  


MBL3


All practices to use the electronic A&E discharge summary as a basis to identify their top 3 A&E users and refer (if appropriate) to ‘My Best Life’ for follow up. 


MBL4


Promote and maintain the role & function of the practice champion in the surgery, advising of any changes to personnel  





			


			√



√



√



√





			RATIONALE FOR INCLUSION (Intended Outcomes)


			These KPIs build on the PDA requirements for 2017/18 when the service first began in April 2017. 



· Increasing capacity in primary care


· Reducing attendances at A&E


· Enabling consistency of care at scale





			


			





			HOW TO…






			These indicators continue to strengthen and embed the service into primary care, as well as supporting a a stronger focus on cohort 2, which focuses on frequent attenders in  A&E. 


MBL 1



My Best Life Champion to maintain links with the MBL Advisor by:



· Inviting them to all Practice meetings, demonstrating the advisor is part of the practice team.



· 121 discussions with advisor as appropriate


My Best Champion to attend at least 3 out 4 quarterly champion network meetings.



Practice to submit number of referrals made to MBL from 01 April 2017 to 31 March 2018.



Based on 2018/18 out-turn, increase referrals by 10% by end 2018/19. 


MBL 2



Each referral to My Best Life to include last 3 months GP appointment/contact data, which is requested on the My Best Life Referral form – all referrals not including this data will be returned. 



Action information requests for patient data 3 months following the My Best Life referral and support. 



MBL 3


Identify a minimum of 3 of your high users of A & E  (if applicable) each quarter and refer to My Best Life.  


Additional notes will be in the D1 summary to flag up the frequent attenders at A&E. This should be recorded under the ‘Seen in A&E’ Read code


Use Risk Stratification each quarter to extract top 3 patients who are frequent A & E attenders and could utilise My Best Life Support. 



MBL 4


Promote the My Best Life Champion in Practice by:


· My Best life poster (see attached) which should be displayed at each practice site – includes information about your practice champion and your MBL advisor


· Adding the My Best life Champion and advisor  details to the practice website and practice leaflets


Undertake the role required as part of the My Best life Champions Job Description. 



Advise Barnsley CCG of any changes in personnel for the My Best life Champion. 






			


			





			MEASUREMENT






			1. No of referrals to My Best life 


2. % referrals that are frequent attenders in primary care


3. Evidence of links with MBL advisor within the practice


4. Attendance at MBL Champion Network Meetings and/or training


5. Evidence of promotion of practice champion in surgery   






			


			





			FREQUENCY AND DEADLINES






			1. quarterly


2. quarterly



3. quarterly 


4. end of year 


5. end of year






			


			





			READ CODES






			Referral to social prescribing 



Social prescribing offered



Social prescribing declined


Frequent attender of accident and emergency dept 


Seen in A&E 






			


			





			TEMPLATES






			My Best Life Referral Template (to follow)


My Best Life Job Description (attached) 


My Best Life Poster (attached) 





			


			





			CCG LEAD OFFICER


			Cath Bedford






			


			










_1577615612.doc

			Read code description


			CTV3 (S1)


			Read2 (EMIS/Vision)


			SNOMED (all from April 2018)





			Referral needed


			8HZ0.


			8HZ0.


			183924009





			Never smoked tobacco


			XE0oh


			1371


			266919005





			Ex-smoker 


			Ub1na


			137S


			8517006





			(Current) Smoker


			137R


			137R


			77176002





			Referral to stop-smoking clinic 


			XaFw9


			8HTK


			315232003





			Referral to NHS stop smoking service


			XaPpd


			8HkQ


			505281000000106





			Referral to smoking cessation advisor 


			XaItC


			8H7i


			395700008





			Referral to smoking cessation service 


			XaaDy


			8T08


			871661000000106





			Referral to smoking cessation service declined


			XaaDx


			8IEo


			871641000000105





			Smoking cessation advice


			Ua1Nz


			8CAL


			225323000





			Smoking cessation advice declined 


			XaRFh


			8IAj


			527151000000107





			Nicotine replacement therapy 


			XaEKU


			8B2B


			313396002





			Nicotine replacement therapy provided free 


			XaIQn


			8B3f


			390905006





			Over the counter nicotine replacement therapy 


			XaFst


			8B3Y


			315055008





			Smoking cessation drug therapy declined 


			XaZ01


			8IEM


			822591000000108





			Stop smoking service opportunity signposted 


			XaXnG


			8CdB


			783011000000105





			Seen by smoking cessation advisor 


			XaIye


			9N2k


			401068004





			Smoking cessation programme declined 


			XaREz


			8IEK


			526411000000103





			Did not attend smoking cessation clinic 


			XaIpo


			9N4M


			25261000000107





			Attends stop smoking monitoring


			9OO1.


			9OO1.


			185789006





			Refuses stop smoking monitor


			9OO2.


			9OO2.


			185790002









			Refusal to give smoking status


			XaPyn


			137k


			382911000000101





			O/E – height


			229..


			229..


			162755006





			O/E – weight


			22A..


			22A..


			162763007





			Waist circumference


			Xa041


			22N0


			276361009





			Advice given about weight management


			XaX5F


			8Cd7


			698471002





			Refer to weight management programme 


			XaJSu


			8HHH


			408289007





			Referral to weight management service declined 


			XaQUp


			8IAM


			506171000000109





			Stopped smoking


			137K.


			137K


			160617001





			Smoking status at 12 weeks


			XaXPX


			13p7


			766931000000106





			Application for Individual funding request


			XaZ4v


			98D0


			824631000000102





			Request for individual funding granted 


			XaaUR


			98D1


			881191000000104





			Request for individual funding declined 


			XaaUP


			98D2


			881161000000105
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Putting Barnsley People First


BARNSLEY 

PRACTICE DELIVERY AGREEMENT (PDA)

April 2017 to March 2018


The Barnsley Practice Delivery Agreement has been developed in order to:-


1. Invest in the Primary Care infrastructure to deliver high quality equitable services for the registered population of Barnsley as close to home as possible

2. Support Primary care sustainability through a longer-term investment profile

3. Deliver a targeted approach to the demographic health challenges on a Barnsley footprint and on a local practice basis

4. Build a mutually accountable relationship that is centred on improving health outcomes in Barnsley
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Section 1 - The Barnsley Practice Delivery Agreement

1.1  INTRODUCTION

The aim of the 2017/18 Barnsley Practice Delivery Agreement (PDA) is to invest in the capacity needed to deliver a consistently high standard of General Practice across Barnsley. As reference in the Primary care strategy and the GP forward View.  This will be delivered through the provision of a guaranteed income for the delivery of four schemes:


· Demand Management


· Medicines Optimisation Scheme


· Health Inequalities Target Scheme (HITS)


· Workforce Analysis


For 2017/18 Barnsley CCG is investing £4.2 million into Primary Care. This is broken down as follows; £1.4 million demand management, £1.4 million medicines optimisation and £500k for health inequalities targeted schemes, which include the workforce analysis.


A further investment of £0.9 million will cover existing medicine optimisation schemes, Eclipse live, specialist drug service/shared care, Anticoagulation initiation and maintenance.


The total investment enables the CCG to set a guaranteed and consistent income level giving practices the investment to increase staffing capacity and resilience. The aim being to meet rising demand and deliver improved access and better outcomes for patients. The intention is for the Barnsley PDA to pay for itself with the Medicines Optimisation Scheme and the Demand Management Scheme which will need to deliver a return on investment in year. 


The long term beneﬁts to population health will be through, improved quality and consistency of referrals by adherence to NICE advice and best practice guidance The Health Inequalities Target Scheme reflects the aims of the Barnsley’s Health and Wellbeing Strategy with a focus on specific disease areas, self-care and the integration of services.

1.2 PURPOSE 

The concept of the Practice Delivery Agreement (PDA) whilst supporting practices to invest in the infrastructure to deliver a comprehensive range of services to their practice population will also support the CCG to deliver its general duties as outlined within the Health and Social Care Act Part 1 Section 26. 

The CCG’s regulatory duties specifically related to the PDA include; promoting the delivery of the NHS Constitution, the improvement of the quality of services including primary medical services, reducing health inequalities, (that could be associated with practice variation and differential uptake of locally commissioned services) and patient involvement that will be achieved through Patient Reference Group (PRG) developments.

1.3 CONTEXT

The concept of a Practice Delivery Agreement between the CCG and each of its Member practices had arisen from workshops held by the CCG primary care work stream with practices during 2014/15 and was approved by the Governing Body at its September 2014 meeting.  Full implementation commenced in April 2015.

The 2017/18 PDA continues the investment into Primary Care over a three year period to a total of £12.6m.

In 2017/18 and 2018/19 NHS Barnsley CCG are committed to working together to make significant steps forward in transforming health and care services in Barnsley and particularly making progress against the commitments set out in the NHS Five Year Forward View and towards our long term ambitions to move care closer to home.  

NHS Barnsley Clinical Commissioning Group (BCCG) in conjunction with its member practices has been pursuing an ambitious 5 year strategy for the further development of Primary Care in Barnsley.  

This commenced in 2015 with a vision that over the next five years our goal would be to realise a wider model of out of hospital primary care in which patients and the public in Barnsley receive: 

•
Support to manage long term conditions

•
Fast, responsive access to services

•
Proactive and coordinated care 


•
Holistic and person centred care

•
Consistently high quality care; resulting in,


•
Improved health outcomes


Our vision is a future in which the current model of primary care is allowed to deliver its full potential and adapt to meet the challenges of the future. It is for an integrated wider primary and community care offer, which is comprehensive and serving the full range of need found in the community, while doing more to reduce inequalities faced by Barnsley people and ensure parity of esteem for mental health care and support. It goes beyond medicine, reaching into communities and supporting people to live well for longer before they need to access healthcare.  

The pillars of the 2015 - 2020 BCCG Primary Care Strategy are:


•
Estates


•
Workforce


•
Information Technology


•
Delivering Primary Care at Scale


This strategy obviously predated the GP Forward View (GPFV) published in April 2016, however there is a clear correlation between the two and the BCCG Primary Care Strategy reflects key strands of activity which contribute to the delivery of the GPFV key areas of focus around; investment, workforce, workload infrastructure and care redesign.

Considerable progress has been made under the four pillars described and further initiatives are planned. 

To deliver our plans we will work with all partners across the STP footprint as well as with our local commissioners and providers to deliver our plans and ambitions over the next two years.  The challenges we face are significant, financially but also to deliver the scale of change required to enable us to continue to deliver the best services possible for our local residents and to deliver the improved outcomes that we have signed up to delivering along with our Health and Wellbeing partners in Barnsley.  

For Barnsley people the changes will mean that:


· Children start life healthy and stay healthy


· People live happy, healthier and longer lives


· People have improved mental health and wellbeing


· People live in strong and resilient families and communities


· People contribute to a strong and prosperous economy


To deliver these ambitious plans across South Yorkshire and Bassetlaw and in Barnsley will require a change in the way organisations and services work.  There will be a need to strengthen and broaden partnership working to make the system stronger, more resilient and more responsive and we will need to create joined up approaches that make sense to all of us by putting the public, patients and carers at the heart of everything we do.


In Barnsley, one of the ways that we aim to deliver this required change is through the development of new care models and ways of delivering services to patients.  We have an ambitious strategy to integrate the delivery of health and care for the people of Barnsley through the development of an accountable care model and ultimately an accountable care organisation.  This ambition is reflected across the STP footprint and is supported locally by our commissioning partners in Barnsley Metropolitan Borough Council and our provider partners in Barnsley Hospital NHS Foundation Trust (BHNFT) and South West Yorkshire Partnership NHS Foundation Trust (SWYPFT) and by the Barnsley Healthcare Federation (BHF).  

The first step on our journey towards a truly integrated Accountable Care Organisation which moves the boundaries between commissioning and provision, will be to have an integrated provider model up and running from 2017/18, working as a virtual Multispecialty Community Provider and covering a range of services, where work on the new model of integrated care is already most advanced.  

These include:

· Intermediate care


· Diabetes care


· Respiratory care


· Community Nursing


Our GP Forward View Plan also sets out the ambition for new models of primary care which will increase capacity and time for care across Primary Care and contribute to the wider vision of reshaping primary and community care as set out in the STP and support our developments of MCP models and our ambition to develop a truly integrated accountable care organisation.


Our GPVF plan describes how we will ensure the sustainability of general practice and the wider primary care as part of the overall health and care system.


1.4 KEY PRINCIPLES

There are a number of key principles that the CCG and practices are expected to follow that are underpinned by the PDA. 

· Sharing best practice – through working together and based on experience 

· Working together – working collaboratively with the CCG to shape the further development of the PDA outcome measures and key performance indicators.

· High level trust – engage with practices to help develop light touch governance (balanced with Accountability – High Level Trust Agreement).

· Mutual assurance and respect – to meet both individual and collective key objectives. 

1.5   DEVELOPING THE PRACTICE DELIVERY AGREEMENT

There are a number of schemes within the PDA that have been prioritised based on the challenges facing the health of the population and the health service in general.  The previous Health Inequalities Target Scheme will remain and three new schemes have been included in the PDA.   

1.6 PRACTICE DELIVERY AGREEMENT  2017/18

This Practice Delivery Agreement sets out the assurances between the CCG and individual practice to form a longer term investment profile. 

In signing up to the PDA practices are giving a commitment to working towards fully implementing all four schemes within the PDA.

Section 2 

The Practice Delivery Agreement – SCHEMES
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		Scheme 1 - Demand Management



		Practice Delivery

		Using Map of Medicine


All Clinical Staff and those processing referrals must have their own Map of Medicine log in details.

Practices must ensure that that Map of Medicine is installed on all PC’s used during consultations or in processing referrals and integrated with the clinical system by the end of March 2017.

All the pathways, clinical thresholds and Individual Funding Reviews have been developed following a Governance process and based on best practice. Where pathways are published these should be followed and where a clinical threshold applies or Individual Funding Review is in place these must be adhered to.

All referrals must include the Map of Medicine referral form and clinical threshold checklist to evidence compliance.

Where an e-referral is returned to the practice due to lack of supporting documentation it should be amended and returned within five working days.

Audit and Review


The Practice must engage with the process (MoM, Practice Packs, audit) and take part in locality practice review groups and:


a) Review referral patterns in practice (to identify opportunities where behaviour can be changed)



b) Demonstrate via quantitative information that they have made the change in referrals and met the individual demand management targets set out in the practice packs

All referrers must review their own referral data (provided by the CCG) prior to any review meeting.

One clinical referrer per practice needs to attend at least 5 out of 6 locality review meetings per year and share the learning with the rest of the practice team in the time allowed for BEST events.

Complete a remediation plan if the practice does not follow the referral process.

Attendance at the BEST Events.





		CCG Support

		The CCG will:


Provide each practice with an individual practice pack detailing baseline activity and associated finance data on a two monthly basis 


Provide each practice with updated activity and finance data throughout 2017/18


Ensure that new pathways are inserted onto Map of Medicine and schedules of published pathways published on the BEST website


Review and update existing pathways publishing them on Map of Medicine and updating the schedule on the BEST Website


Provide and keep up to date the Map of Medicine Pathways to reflect Nice Guidelines or revised models of care  


Provide medical cover for the BEST events to enable GP’s to attend


Ensure that the BEST events include education and training on new and updated clinical pathways


Provide CPD points for attendance at the pathway review meetings and BEST events for reflection and to support  revalidation

Provide a template to support the Peer to peer reviews


Co-ordinate support for the deployment and integration of Map of Medicine i.e. troubleshooting and log in problems





		Key Performance Indicators

		The CCG requires that:

· All referrals submitted (100%) in respect of pathways published in Map of Medicine will include the Referral form from Map of Medicine and the Clinical Threshold Check list, also from Map of Medicine, where appropriate. This excludes urgent referrals and Two Week Wait Cancer referrals

· 90% of E-referrals returned to practice due to incomplete information will be re-submitted as complete within 5 working days


· One Clinical Referrer per practice will attend locality review meetings and will attend at least 5 of 6 annually

· Each practice will review its own referral data set and activity data set and discuss with the referrers within their Practice in order to meet the individual practice demand management targets outlined in the pack





CCG Lead Contact: Andrew Stephenson (Map of Medicine) 

Tel:  01226 433770  


Email:  andrew.stephenson2@nhs.net

And Mike Austin (Map of Medicine)


E-mail: mike.austin2@nhs.net


Clinical Lead: Dr Mehrban Ghani and Dr Madhavi Guntamukkala


		Scheme 2 –  Medicines Optimisation Scheme





BACKGROUND

The purpose of this scheme is to encourage high quality cost-effective use of medicines across the patient pathway.


PRINCIPLES

· Incentives should reward improvement in patient care and health outcome.  It is therefore important that any such scheme does not simply reward low cost prescribing, but should include criteria relating to the quality of prescribing.


· To maximise financial opportunities (best use of the Barnsley £) and ensure financial stability within the Clinical Commissioning Group (CCG), its vital that the CCG and its constituent practices maintain oversight and control of prescribing costs.  Any reduction of prescribing costs at the expense of compromising patient health is not acceptable. 


· An incentive scheme should encourage practices to consider both cost and also quality, and hence the cost-effectiveness of their prescribing, and reward practices appropriately. 


· There is recognition that where practices are already achieving the targets specified in the scheme practices should be rewarded in the same way as those practices meeting the targets for the first time, however that all practices should work to meet a minimum target and therefore will be required to undertake some work against each of the schemes criteria.


 DETAILS OF THE SCHEME

· Completing ALL of the work within the scheme would reward practices £5.00 per weighted patient as at the 1 January 2017. The investment for this scheme is equal to the investment for demand management.

· A target deadline has been set for each area. Payments to practices will be 100% awarded to practices who meet ALL of the target and completion deadlines. A reporting template will be provided to practices with dates for return (attached Appendix A). 

· Any practice failing to meet any of the scheme criteria targets will forfeit their right to any payment under the scheme. It’s expected that practices will actively undertake work to achieve against all work areas.

· Practices who have missed a deadline for not completing work due to exceptional circumstances may submit an appeal for consideration by CCG’s Quality and Cost Effective Prescribing Group (QCEPG) 


· Calculated rewards will be endorsed by the QCEPG in March 2018 and payments will be made to practices on or before the 30th April 2018:-


· The QCEPG will review 2017/2018 EPACT and Eclipse Live prescribing data against the same Medicines Optimisation Scheme criteria to validate /verify changes. They may request that searches are run again by practices to validate reporting.

· Where there has found to be an error in practice reporting or reversal of any scheme implemented changes then the CCG retains the right to request proportional reimbursement for practice payments which have been made under this scheme. 

· Where there has been a significant reduction in the quality of prescribing e.g. excessive waste identified as occurring which has been reported to the practice. Then the CCG retains the right to request proportional reimbursement for practice payments which have been made under this scheme. 

· Any offer of practice support made, particularly if not taken up, would be taken into consideration by the QCEPG when making a decision to forfeit, suspend or reduce a practice payment.

· Any practice list size changes greater than +/- 1% 1 January 2018 compared with 1 January 2017 will be taken into consideration when calculating end of year outturn.


· To ensure financial stability of the CCG, there will be a maximum total payment under the Medicines Optimisation Scheme of £1.4 million.

FINANCE ISSUES

· National guidelines govern the types of expenditure that are permitted using these payments.  Payments should be used for the benefit of the patients of the practice, having regard to the need to ensure value for money.

· It should be noted that these payments cannot be used for the purchase of health care (hospital or community services), or for drugs.

SUPPORT

· Practices will be provided with a summary of their prescribing position against the criteria within this scheme and their practice target for each of the criteria.


· The CCG Medicines Management Team is happy to support practices to review prescribing in the areas within the scheme and this should be discussed and agreed with the medicines management team member(s) supporting your practice. The overall responsibility for completion of work within the scheme and reporting lies entirely with the practice.  

SCHEME CRITERIA

		Indicator

		Measure






		1. QIPP Changes

		a. The reviews will be carried out in line with the 2017 CCG QIPP resource pack:


To be completed by 19th May 2017:


· Tiotropium  18microgram inhalation powder capsules to Braltus® 10microgram inhalation powder capsules plus Zonda® inhaler

· Pregabalin capsules to Alzain® for neuropathic pain (excluding trigeminal neuralgia, post herpetic pain, acute herpetic pain and causalgia pain)


To be completed by 23rd June 2017:


· Venlafaxine XL Capsules & Tablets to Vensir XL® capsules


· Diltiazem 60mg tablets to Tildiem® 60mg tablets


· Procyclidine 5mg tablets to Kemadrin® 5mg tablets


· Pramipexole MR tablets to Pipexus® prolonged release


· Fentanyl Patch to Fencino® or Matrifen®


To be completed by 22nd July 2017:


· Pioglitazone 15mg/metformin 850mg combination tablets to be prescribed separately


· Rivastigmine 4.6mg & 9.5mg transdermal patches to Alzest® transdermal patch


· Buprenorphine 35mcg, 52.5mcg & 70mcg patch to:


· 3 day patch - Hapoctasin®


· 4 day patch - Bupeaze®


· Trifluoperazine 1mg/5ml sugar free oral solution to tablets or Trifluoperazine 5mg/5ml sugar free oral solution


· Risperidone Orodispersible to tablets or 1mg/ml sugar free liquid


· Ursodeoxycholic acid 250mg capsules to Cholurso® 250mg tablets


· Mefenamic acid 500mg tablets to Ponstan Forte® 500mg tablets


100% of appropriate patients to be offered a change in therapy.

b. Practices will run a monthly report to identify any new prescribing and patients changed where appropriate


c. Please note that this is not an exhaustive list and any additional areas agreed by the QCEPG/APC before December 2017 may also be incorporated.   






		2. Self Care PrescQipp STOP List 

		Maintenance dose of Vitamin D 

The practice has undertaken a review of all patients prescribed maintenance dose Vitamin D in line with the CCG protocol.


To be completed by 18th August 2017.

The practice will submit a report summarising the review and the changes made and an action plan which has been agreed and implemented (CCG report template available).


Colief®


The practice has reviewed all patients currently prescribed Colief® on repeat against ACBS criteria to ascertain if suitable to be continued and stopped where inappropriate.


To be completed by 19th January 2018.


The practice will submit a report summarising the review and the changes made (CCG report template available).


Paracetamol

a. The practice will agree to review patients’ usage during medication reviews and reduce/stop where appropriate. 


b. The practice will prescribe paracetamol as cost-effective brand Paravict®.

c. To measure adherence to the recommendations, the practice will demonstrate a 20% reduction in NIC/PU (October to December 2017 compared with baseline October to December 2016)






		3.Waste Reduction Campaign

		a. The practice will display waste management posters and facilitate the collection and action of waste management forms completed by patients. 


b. A minimum of 50 forms are to be collected and actioned between April 2017 & February 2018. 

The practice will submit a report summarising the changes made by the 28th February 2018.



		4. Pain Management Reviews: Nefopam & Pregabalin      

		Nefopam


a. The practice has undertaken a review of all patients prescribed nefopam on repeat prescription in line with APC guidance. All patients who are to be continued are to have it documented in their notes.


To be completed by 20th May 2017.


b. The practice will run a monthly report to identify any new prescribing (both repeat & acute)


c. Patients will be reviewed each month to determine if prescribing is appropriate to continue.


Pregabalin

a. The practice will ensure all patients prescribed pregabalin are reviewed every 6 months in line with the APC guidance. 


b. The practice will audit adherence to the guidance using the CCG protocol bi-annually. Practices will need to demonstrate that at least 50% of patients prescribed pregabalin have been reviewed within the last 6 months.


c. The practice will run a monthly report to identify any new prescribing and review patients in line with the APC guidance.


The practice will submit a report summarising the review and the changes made (CCG report template available). 


To be completed by 18th August 2017 and 28th February 2018.



		5. Nutrition: Oral Nutritional Supplements in Adults, Paediatric Nutrition & Gluten Free

		Oral Nutritional Supplements in Adults


The practice will continue to engage with the Prescribing Support Dietitian to ensure prescribing is in line with local APC guidance.


Enteral nutrition in Paediatrics

The practice will engage with the Prescribing Support Dietitian to complete a review of all patients prescribed paediatric nutritional supplements in line with local APC guidance between April 2017 and February 2018. A report summarizing the review and changes made will be submitted to the CCG by the Prescribing Support Dietitian.

Gluten Free

The practice has undertaken a review of all patients prescribed gluten free products in line with the CCG protocol. The practice will submit a report summarising the review and the changes made (CCG report template available). 


To be completed by 20th October 2017.



		6. Urology: PDE-5 inhibitors & OAB in women

		PDE-5 inhibitors

The practice has undertaken a review of all patients prescribed PDE-5 inhibitors in line with the CCG protocol. The practice will submit a report summarising the review and the changes made (CCG report template available). 


To be completed by 22nd September 2017.

OAB in women


The practice has undertaken a review of all female patients prescribed OAB drugs in line with the CCG protocol. The practice will submit a report summarising the review and the changes made (CCG report template available). 


To be completed by 17th November 2017.





		7 Dicycloverine

		The practice has reviewed all patients prescribed dicycloverine for appropriateness and changed to a cost-effective alternative where indicated in line with local APC guidance. 


The practice will submit a report summarising the review and the changes made (CCG report template available). To be completed by 23rd June 2017.



		8. Losartan 12.5mg

		The practice has reviewed all patients prescribed losartan 12.5mg to ensure receiving the appropriate medication and dose for their condition


The practice will submit a report summarising the review and the changes made (CCG report template available). To be completed by 20th October 2017.



		9. Dose Optimisation

		The practice has completed a dose optimisation review of patients prescribed medication identified in the CCG protocol.


The practice will submit a report summarising the review and the changes made (CCG report template available). To be completed by 20th October 2017.





		10. ScriptSwitch




		a. The practice has ScriptSwitch in place and activated for ALL prescribers (including locums) for 100% of the time for the period 1st April 2017 to 28th February 2018.


AND 


b. i. Have discussed a quarterly ScriptSwitch report in every practice meeting between April 2017 and February 2018 which will be summarised within the practice action plan following each meeting.


ii. The practice does not reject any of the prompts for areas included within this scheme without exceptional reason and prescribers will use the feedback prompt to advise of the reason.


AND 


c. The acceptance rate OR the percentage of the potential cost benefit achieved in the period April 2017 to February 2018 is equal to or greater than the CCG average for the 16/17 year (43.3% / 22%) OR, if below the 16/17 averages, an increase of 20% in the acceptance rate OR the potential cost benefit is achieved compared to the individual practice data for 16/17

If there are technical difficulties due to ScriptSwitch suppliers and not the practice then this will be taken into account.   Practice level ScriptSwitch activity will be monitored and points will not be awarded to practices who are deemed to be deliberately changing their prescribing behaviour in order to achieve part c.






		11. Antibiotic Prescribing and Antimicrobial Stewardship




		a. The practice has:


· Reduced the percentage of cephalosporin, quinolone and co-amoxiclav prescribing from all antibiotics prescribed by 10% (January to December 2017 compared with January to December 2016) OR to below 8%.

AND


· Reduced antibiotic prescribing (Items/STARPU) by 5% (January to December 2017 compared with January to December 2016) OR items/STAR PU (January to December 2017) is equal to or less than the target set by the CCG


AND


· Run an antibiotic patient awareness campaign for at least a one month period to coincide with the European Antibiotic Awareness Day in November (18th).  The practice will submit a photograph and/or a summary of the activities undertaken during the campaign. 


b. The practice has completed the CCG medicines management antibiotic audit pack and: 


a. 80% of prescribing is in line with local guidance


b. Agreed and implemented an action plan


The practice will submit a report summarising the review and the action plan which has been agreed and implemented (CCG report template available). 


To be completed by 19th January 2018.






		12. Practice Meetings




		At least three meetings* held and attended by 50% of relevant practice clinical staff and allocated CCG Medicines Management staff for a time dictated by the agenda, in the year ending 28th February 2017 AND have a practice medicines management  action plan in place which will be updated and submitted by the following deadlines:


1st Meeting: 19th May 2017


2nd Meeting: 20th October 2017


3rd Meeting: 28th February 2018


*Where meetings have not taken place due to CCG staff being unavailable for any reason then this will be taken into account.






		13. Respiratory: Use of ICS in COPD, High dose ICS Asthma & Carbocisteine



		High dose ICS in asthma

a. The practice has completed a review of adult patients* prescribed high dose inhaled corticosteroids (i.e. 800 micrograms beclomethasone per day or equivalent) for asthma, in line with the CCG protocol.


b. The practice will submit a report to demonstrate that step down has been considered and discussed for at least 75% of patients with good control who have had an asthma review between April 2017 to February 2018.

The review requirement will be to audit 10 patients each month between April 2017 and February 2018, and an action plan put in place which must be agreed and signed by all nurses and GPs who complete asthma reviews. This will help identify any additional education or training needs.


*The audit will look at reviewing 10 patients on high dose ICS each month between April 2017 & February 2018.If the practice has less than 110 patients on high dose ICS, patients on a lower dose ICS should be included. If the practices have less than 110 patients on ICS for asthma, the audit will continue until all patients have had an annual review & have been included in the audit.


COPD review


a. The practice has completed a review of patients with COPD who have an FEV1>60% and less than 2 exacerbations in the last 12 months and who are prescribed inhaled corticosteroids, in line with the  CCG protocol of patients with COPD.


b. The practice will submit a report to demonstrate that patients have been considered for their ICS to be stopped


The review will be required to be completed twice yearly to encompass all patients who have had an annual review, and an action plan put in place which must be agreed and signed by all nurses and GPs who complete COPD reviews. This will help identify any additional education or training needs.


Carbocisteine

The practice will review 50% of all patients prescribed carbocisteine in line with local & national guidance to ensure appropriate treatment & dose.


The practice will submit a report summarising the review and the changes made (CCG report template available). To be completed by 28th February 2018.





		14 Additional  Prioritised QIPP Areas

		There may arise in year opportunities which will deliver greater savings to the healthcare economy than work within the plan. Should this arise practices will be provided with explicit plan of work.


The practice has reviewed all patients as requested for appropriateness and switched to cost-effective alternative where indicated in line with local APC guidance.


The practice will submit a report summarising the review and the changes made (CCG report template available). Individual target timeframe and reporting arrangements will be set.





CCG Lead Contact: Chris Lawson, Head of Medicines Optimisation

Tel:  01226 433777

Email:  Chris.lawson@nhs.net

Clinical Lead: Dr Mehrban Ghani

		Scheme 3 - Workforce Analysis





		Delivery

		Barnsley CCG request that each practice logs into the GP workforce tool to review; update and submit practice data in line with the NHS Digital wMDS data requirements and before the extraction dates.


The extraction dates for each year are:


· 31 March 2017

· 30 June 2017

· 30 September 2017

· 31 December 2017

When reviewing data practices should consider the following:


· new staff members and leavers (mandatory for wMDS)


· new vacancies and vacancies that have now been filled closed (mandatory for wMDS)


· any periods of absence during the quarter (mandatory for wMDS)


· any new skills or qualifications gained



		CCG Support

		The CCG will co-ordinate support to Practices if there are any issues regarding uploading the data and log onto the HEE Website



		Key Performance Indicators

		The Practice will have uploaded their ‘Workforce baseline’ onto the HEE Workforce Tool in time for the 30 June 2017 extraction date


The Practice will update the HEE Workforce Tool in time for each quarterly extraction


Each Practice will have a named individual responsible for making the returns



		Points

		5 points





CCG Lead Contact: Catherine Wormstone, Primary Care Senior Commissioning & Contracts Manager

Tel:  01226 433686


Email:  catherine.wormstone@nhs.net 


Clinical Lead: Dr Sudhagar Krishnasamy


		Scheme 4a – Dementia





		Practice Delivery

		The Dementia HITS in 2017/18 will build on the excellent work undertaken by practices in 2016/17 by building on the role of the ‘dementia champion’.  


In 2016/17 the Dementia Champion must have:


· Undertaken a 1 hour face-to-face ‘Dementia Friends’ session delivered by the Alzheimer’s Society 


· Engaged with the  Memory Service Liaison Advisor, and have an awareness of what is available locally to support people with dementia and their carers


· Shared learning within the practice team, e.g. practice meetings


· Participated in the primary care dementia champions virtual group discussions forum

· Ensured that the practice has a register of carers of people with dementia and that carers details are recorded in the dementia review templates for patients with dementia


· Considered the dementia friendly environments checklist to ensure the practice has a dementia friendly environment should the practice premises have undergone any extensions, modifications or redecoration


In 2017/18 the Practice will:


1. Maintain a register of People with Dementia and reconcile with the Memory Team


2. Maintain a register of carers who care for someone with dementia


3. Following-up patients who fail to attend their out-patient reviews


4. Participate in the CCG organised dementia champion feedback sessions


5. Promote the Sound Doctor dementia modules


6. Disseminate local support services across registers


7. Liaise with the Memory Team Advisors


8. Evidence that any building changes take into account the dementia environment checklist


9. Promotion of the Herbert Protocol





		CCG Support

		The CCG will continue to support the delivery of Sound Doctor

The CCG will disseminate to Practices the monthly National and local Dementia Diagnosis Rates

The CCG will provide the practice with the current baseline



		Key Performance Indicators

		Dem-1 – Practices to validate their Dementia register & increase their diagnosis rate by 10% above their current baseline.  

KPI Dem-2 – At least 50% of patients with Dementia should be offered Sound Doctor self-help tool as part of their Dementia Annual Review  



		Total Points

		5





CCG Lead Contact: Lynne Richards, Primary Care Commissioning & Quality Development Manager

Tel:  01226 433631


Email:  lynnerichards@nhs.net

Lead: Marie Hoyle, Governing Body/Practice Manager

		Scheme 4b – ‘My Best Life’ (Social Prescribing)





		Practice Delivery

		Improving Access to Non-Medical Forms of Support


1. Each general practice will have a named local advisor and the advisor will become part of the wider primary care team and work flexibly with the practice, including attending the practice’s multidisciplinary team meetings if the practice wishes. This will include:


· Participating in engagement events about My Best Life and cascading information from the engagement events to the practice team


· Working with the My Best Life advisors to develop an understanding of what the service can offer and develop pathways of referral to and feedback from the My Best Life advisor.


· Working with My Best Life advisors to identify and implement the best ways of promoting to your patients the top sources of non-medical information/advice and community activities. E.g. the developing Live Well Barnsley website, use of information boards and practice’s web site


2. Provide training for reception staff in primary care on key sources of support building on the successes of the First Port of Call training (e.g. where people can get housing advice, benefit advice, support services for elderly) and work with practices to determine the best way to promote local activities and top sources of advice to patients within the practice.


3. To develop, with GP practices, the best way to promote local community activities and sources of information to patients and carers using the practice. This may take the form of volunteer led drop in information sessions at the practice, community boards within the surgery to promote local groups and top ten sources of information.


4. To refer patients to ‘My Best Life’, including identifying and offering referral to the most frequent ED attenders and Primary Care

5. Refer patients using the referral data entry template and the ‘My Best Life’ proforma



		CCG Support

		· Regular updates on the implementation of ‘My Best Life’ will be given at the Practice Managers forum


· Receptionist training will be provided by South Yorkshire Housing Association – the provider of ‘My Best Life’


· Live Well Barnsley web site - https://www.livewellbarnsley.co.uk/



		Key Performance Indicators

		KPI


Threshold


Name of point of contact for My Best Life Champion.

Participation and engagement in training and roll out delivered by My Best Life.

South Yorkshire Housing to work with ED to identify the top ED frequent attenders and send this to each practice for the practice to refer on. 

Send to the CCG by 30th April 2017. 

Through attendance registers






		Total Points

		5





CCG Lead Contact: Lynsey Bowker, Commissioning & Transformation Manager


Tel:  01226 433769


Email:  lynsey.bowker@nhs.net

Lead: Marie Hoyle, Governing Body Practice Manager

		Scheme 4c – Respiratory





		Delivery

		COPD 1 


Training and Processes of Care


1. At least one Practice nurse and one GP to attend BEST and Practice Nurse Forum events on COPD care. The events will include an update on smoking cessation, increasing flu vaccination uptake, COPD care, inhalers, personalised care planning and shared decision making including providing COPD reviews using a Year of Care approach and update on local specialist COPD services.


2. Practices review their COPD care and review processes taking into account their QOF results from the 2016/17 and the primary care specification for the new Integrated Respiratory Model.


Key elements that Practices may wish to consider are given in a box in the CCG support section. Practices may also wish to use the PRIMIS COPD Quality Improvement Tool.


3. 2017/18 QOF 2017/18 QOF rate for COPD 003 is 82% or above (The percentage of patients with COPD who have had a review, undertaken by a healthcare professional, including an assessment of breathlessness using the Medical Research Council dyspnoea scale in the preceding 12 months).


COPD 2 


Accurate Diagnosis


1. Each practice has, by March 18, at least one member of staff who is on the new national spirometry register who has been assessed as competent to ARTP standards to:


· Perform spirometry

· Interpret spirometry


Practices may wish to work collaboratively within the neighbourhood hubs to perform spirometry, in which case only the practices performing spirometry would need a person on the ‘performing’ register. All practices should have someone who is accredited to interpret spirometry.


COPD 3 


Patients at very high risk of exacerbations


Primary care practices will ensure that patients who have frequent exacerbations are identified and proactively case managed: 


1. By end Oct 17, patients who have had one of more admissions due to COPD exacerbations in the last 12 months have been identified and their COPD Annual review brought forward and held before end of Oct 17. 


2. Practices have in place a system to give priority appointments to patients with a history of COPD exacerbations if they call with symptoms of an exacerbation. This should include the flagging of patient’s notes of patients who have had hospital admissions due to COPD or frequent exacerbations that have been treated in the community.

3. All patients having an exacerbation are reviewed within two weeks of the exacerbation and their management plans updated and home rescue packs replenished as appropriate, providing patient a new information leaflet.


4. Primary Care Practices will work collaboratively with the specialist respiratory MDT to manage in the community patients with moderate to severe exacerbations of COPD who have been discharged from A&E/hospital/respiratory hub with early supported discharge  

COPD 4 


Supported Self-Management


1. All patients with COPD to have their annual review using a Year of Care approach and have a personalised care plan. 

2. The review for stage 4 COPD also needs to cover the elements outlined in NICE guidelines and QOF plus:


· Develop and agree a personalised care plan

· Flare up plan which patient fully understands including knowing the signs and symptoms of an exacerbation, when and how to seek help


· Assessment for suitability for home rescue medications and rescue medications prescribed where appropriately in line with Barnsley guidelines and patient given a copy of the Barnsley rescue mediation patient information leaflet


· Provide patient a copy of the Barnsley COPD services guide for patients and the British Lung Foundation leaflet: COPD Living with Chronic obstructive pulmonary disease


· Check inhaler technique


· Reiterate importance of flu vaccination and pneumococcal vaccination (if not had previously)


· Assess for suitability for pulmonary rehabilitation and encourage to attend if they meet the eligibility criteria


· Assess for need for a home oxygen assessment


· If they are not attending pulmonary rehabilitation, offer referral to COPD structured patient education


The Year of Care approach is summarised below. A two stage review is undertaken:


· At the first contact routine monitoring tests and investigations are undertaken


· The results are sent to the person a few days later, prior to their care and support planning consultation. This gives the patient the opportunity to consider their test results, and what these mean to them, along with family and friends as needed


· The patient is to be provided with agenda setting prompts, self-assessment or reflective tools to help them reflect on life with their LTCs and what they would like to discuss in the consultation. This should include the Patient Activation Measure questionnaire and the CAT test (COPD Assessment Test)

This emphasises a core principle of care and support planning, which is everyone should have the opportunity to prepare for the care and support planning discussions in advance to ensure they are in a much better position to contribute fully to the discussions and decisions made. Care planning with people with long term conditions (LTCs) is also about better conversations, emphasizing the importance of the care planning process itself in achieving outcomes, rather than just the written care plan that may emerge at the end.  


· The second contact is the care and support planning consultation which helps the person identify their priorities, develop personal goals and action plans and identify services available to support these

· The agreed discussions and actions are summarised into a care plan, which is shared with the patient either immediately or subsequently by post or electronically





		CCG Support



		The CCG will provide:


· BEST and practice nurse forum events on COPD 


· List of patients who have had one or more COPD exacerbation related admission in last 12 months


· Updated service guide for local COPD services for practitioners once new services in place


· Patient information leaflet on COPD services


· Template self-management plan


· Patient information leaflet on rescue medications


· Prescribers guide to rescue medications


· Recirculate the Year of Care resources for COPD


· Commission from Specialist Respiratory Service Providers a short structured patient education programme (up to 6 hours over 2 – 3 sessions) that covers elements in box 1 in the respiratory appendix. 

When reviewing their COPD care and review processes practices may wish to consider the points in box 2 in the respiratory rationale in the appendix





		Key Performance Indicators

		COPD 1 Training and Processes of Care

KPI


Threshold


1. At least one GP and one practice nurse attends the BEST and practice nurse forum events.

Record of attendance at study day

2. 2017/18 QOF rate for COPD 003 is 82% or above (The percentage of patients with COPD who have had a review, undertaken by a healthcare professional, including an assessment of breathlessness using the Medical Research Council dyspnoea scale in the preceding 12 months).

82% or above - % of people having the intervention






		

		COPD 2 Accurate Diagnosis


KPI


Threshold


1. Each practice has, by March 18, at least one member of staff who is on the new national spirometry register who has been assessed as competent to ARTP standards to:


a) Perform spirometry


b) Interpret spirometry


If a Practice does not wish to perform spirometry within their practice, they could make arrangements for another Practice within their neighbourhood hub to perform spirometry on their behalf. However, all practices should have at least one member of staff who is able to interpret spirometry.


One or more staff members who are on the national spirometry register or who have commenced the relevant ARTP accredited course that will gain them entry on to the national register for:


a) Performing spirometry


b) Interpretation of spirometry


NB:- this may be the same person or a different person for (a) and (b)


COPD 3 Patients at very high risk of exacerbations


KPI


Threshold


1. By end Oct 17, patients who have had one of more admissions due to COPD exacerbations in the last 12 months have been identified and their review brought forward 

Percentage of patients who have had a hospital admission due to COPD exacerbation have had a review between 1 April 2017 and 31 October 2017


Threshold 75%

2. COPD Nurse/GP or practice nurse  to review any COPD Patient with an exacerbation admission within 2 weeks of discharge

Self-declaration

3. Practices will work collaboratively with the specialist respiratory MDT to manage in the community patients with moderate to severe exacerbations of COPD who have been discharged from A&E/hospital/respiratory hub with early supported discharge  

Self-declaration


4. All COPD Patients who recently have suffered an exacerbation should be offered: 

Self-declaration

· Rescue pack of medications

· Refer to stop smoking services


· Promote Sound Doctor

· Referral to Pulmonary rehab

· Ascertain flu vaccination status

COPD 4 Supported Self-Management


KPI


Threshold


1. Percentage of patients on the COPD register who have had at least one annual review between 1st April 2017 and 31 March 2018 using a Year of Care approach and who have a personalised care plan. 

75%





		Points

		24





CCG Lead Contact: Lynsey Bowker, Commissioning & Transformation Manager


Tel:  01226 433769


Email:  lynsey.bowker@nhs.net

Clinical Lead: Dr John Harban


		Scheme 4d – Diabetes





		Delivery

		DIABETES


Preventing Diabetes, Establishing Non-Diabetic Hyperglycaemia Registers and Diabetes Case Finding


DI 1 Identification of People with Diabetes and Non Diabetic Hyperglycaemia


Practice runs (and uploads anonymised summaries to CHART Online)the PRIMIS Diabetes Care Quality Improvement Tool’s diabetes case finder/care tool to support the following elements of diabetes prevention, identification and management:

1. Practice reviews patients identified with a ‘possible missing diabetes diagnosis’ patients to confirm whether or not the patient has diabetes.


2. Patients confirmed to have diabetes are informed of their diagnosis, added to the diabetes register and receive care in line with NICE guidelines and the Diabetes HITS indicators.


3. If on review the patient does not have diabetes but has a HbA1c or fasting blood glucose in the non-diabetic hyperglycaemia’ (NDH) range ( HbA1c 42 – 47 mmol/mol (6.0 – 6.4%) or a fasting plasma glucose (FPG) of 5.5 – 6.9 mmol/l) they are placed on the NDH/ diabetes high risk register. 

4. Practices develop a validated ‘non-diabetic hyperglycaemia’ (NDH) register that includes patients with an elevated glucose blood test in the following range:


HbA1c 42-47mmol


Or


FPG 5.5 – 6.9mmol/l


Or


Have a diagnosis in the record suggesting impaired glucose regulation


Note: Excluding patients who have diabetes


5. Patients who have not previously been informed they are at high risk of developing diabetes should be informed and managed in line with NICE PH guidance on preventing type two diabetes.


Engage with the project lead and the provider for the national diabetes prevention programme and contribute to successful local delivery


1. Practice will identify a lead contact person for the project manager and NDPP provider to engage with.


2. Representatives from the practice will attend the local engagement events e.g. BEST, Practice Nurse forum, Practice Manager forum


3. Refer patients meeting the eligibility criteria for the National Diabetes Prevention Programme to the service. Recognising that the provider will focus on group work sessions initially and that location for access is key to successful delivery, a phased geographical approach to implementation is likely to ensure local delivery of intervention and sufficient referrals are made in a short period of time.

DM2 Supported Self-Management, Key Processes of Care and Treatment Targets


1. When reviewing their diabetes care and supporting processes practices may wish to consider the areas in  box 1 in the diabetes rationale in the appendix

2. At least one Practice nurse and one GP to attend BEST and Practice Nurse Forum events on diabetes care. The events will include an update on diabetes care, personalised care planning and shared decision making including providing reviews for people with diabetes using a Year of Care approach and update on local specialist diabetes services


3. Practices review their management of people with diabetes and supporting processes, taking into account their results from the National Diabetes Audit (if participated and current status according to PRIMIS Diabetes audit summary) and develop and action plan to improve on the delivery of the eight key care processes and three treatment targets


4. Patients with diabetes identified with the PRIMIS Diabetes audit tool aged 18 and over receive all of the eight key processes of care:

HbA1c


BP


Serum Cholesterol


Serum Creatinine


Urine Albumin/Creatinine Ratio


Foot Risk Surveillance


BMI


Smoking History


5. Patients are proactively offered referral to quality assured structured patient education programme delivered by specialist diabetes service (EXPERT for type 2, DAFNE for type 1, WICKED for adolescents). 


In 2017/18, please proactively offer referral to:


· All patients with type 1 or type 2 diabetes who have been newly diagnosed within the last year


· Patients who have had A&E attendances and/or hospital admissions relating to poor diabetic control in the last year


And as part of the patient’s annual review


· Offer referrals to patients with type two diabetes who have not met the NICE recommended treatment target levels for blood glucose, blood cholesterol and blood pressure 


6. Patients aged 18 and over achieve all three key treatment targets: Three Treatment Targets – Pts with diabetes aged 18 & over


· HbA1c ≤58mmol/mol     


· Cholesterol <5mmol/l  


· BP ≤140/80 mmHg

7. Adults with diabetes to have at least annual reviews using a Year of Care approach. 


The Year of Care approach is summarised in box 2 in the diabetes rationale in the appendix.





		CCG Support

		The PRIMIS diabetes tool can be downloaded from:


https://www.nottingham.ac.uk/primis/tools-audits/tools-audits/diabetes-care.aspx

Resources to support referral to structured patient education:


· Clinical system searches to help to identify patients who fall into the priority groups for referral for structured patient education


· Publishing pathways and clinical guidelines that include structured education and including these on the BEST website


· Including prompts in care review templates on GP clinical systems


· Making booking of courses easy, using electronic referral that can be prepopulated from GP clinical systems


· Publishing timetables of availability


· Providing patient handouts / leaflets in surgeries and clinics


· Feedback to practices on the referral / completion rates of their practices

· Recirculation of the Year of Care materials circulated last year plus PAM and diabetes UK 15 healthcare essentials list



		Key Performance Indicators



		KPI


Threshold

1. PRIMIS DIABETES summary outputs x 2 (Casefinder and Care) via CHART:


Please upload anonymised summaries to CHART ONLINE

Baseline


Use reference date of 1st April 2017


End of Year 


Use reference date of 1st April 2018

2. Name of Practice point of contact for National Diabetes Prevention Programme

Self-declaration


3. Utilise the PRIMIS DIABETES audit tool through CHART software to identify patients with possible diabetes/non-diabetic hyperglycaemia and update the practice registers accordingly and to improve the care and management of people with diabetes.

Self-declaration


4. At least one practice nurse and one GP has attended the BEST and Practice Nurse Forum events on diabetes care

Self-declaration


5. Percentage of patients receiving all 8 care processes


80%


6. Percentage of newly diagnosed T1 & T2 DM within last 12 months should be offered referral for Structured Education

80%

7. Percentage of patients who had an A&E visit or hospital admission due to poor DM control  (hypoglycaemia, DKA, HONK) in the last 12 months should be offered Structured Education


80%






		Points

		24







CCG Lead Contact: Sarah Pollard, Health Improvement Nurse – Vascular Disease

Tel:  01226 433741 

Email:  sarahpollard1@nhs.net.  


Clinical Lead: Dr Sudhagar Krishnasamy

		Scheme 4e – CVD





		Delivery

		a. Tobacco Dependency


Tob1: Smoking Very Brief Advice Training and Delivery


1.  Clinical staff to undertake the National Centre for Smoking Cessation and Training (NCSCT) on line Very Brief Advice training and cascade learning to the practice team 


2.  All clinical staff are familiar with the range of support offered by the stop smoking service and how patients can access the service. Practices to display and offer patients promotional materials for the service.


3. All clinical staff take every opportunity to provide smoking very brief advice as part of routine consultations – adopting the ask, advise and act approach


4. Any communication between providers about a patient should include: 


· a current and historic smoking status 


· a record of any stop smoking medicines 


and 


· any plans to support a quit attempt


5. All clinical staff code appropriately:


· Smoking status


· Provision of smoking brief advice


· Referral to stop smoking service


b. Atrial fibrillation/flutter (AF) detection and treatment of those at high risk of stroke


AF1 AF Case Finding


1. Practices to compare their current AF register size with the predicted prevalence of AF for their Practice and ensure the whole clinical team are aware of the size of the gap


2. Practices will run the GRASP-AF audit tool and: 


NB: Practices who ran the GRASP AF tool last year, only need to review patients who were not previously registered with the Practice and those or in whom a new ‘event’ has happened since the last time the tool was run


· Review identified patients in line with NICE guidance

· Find any ‘missing’ diagnoses by reviewing those identified with factors that indicate possible or probable AF:


· ECG: Probable or Possible (Column X or AA)


· H/O AF (Column AO)


· AF treatment (Column BA)


· AF Monitoring (Column AR)


· SVT dx (Column AL)


NB Ensure those with Current AF are excluded using filters. Column identifiers may vary slightly with local practice data extraction


· Follow-up any patients requiring further diagnostic testing as appropriate to confirm or otherwise the diagnosis of Atrial Fibrillation or Atrial Flutter. For example those with an irregular pulse, or picked up on Watch BP AFIB monitors should have an ECG performed immediately or as soon as possible.

· Consider:

· Flagging notes of those with H/O irregular pulse to check pulse rhythm at next opportunity

· Reviewing those identified with remaining factors that indicate possible AF:

· Irregular pulse (Column AI) and/or


· Remaining patients identified as ‘possible’ or ‘probable’ (Column BC)

· filtering to >65y (Column J) if necessary to reduce number of patients

· Engagement with the Academic Health Science Network project that will support delivery of this element of the PDA.  Further information will be shared with practices or contact Sarah Pollard for further information

· Practices should also consider and implement ways of increasing opportunistic pulse rhythm checks on vulnerable groups as per NICE guidance

· Patients with a confirmed diagnosis will be informed of their diagnosis and assessed for suitability for anticoagulation

· Patient with confirmed diagnosis are READ coded appropriately


· Patients who have been found to previously be misdiagnosed with Atrial Fibrillation / Atrial Flutter will be coded as AF/Atrial flutter resolved and hence removed from the AF Register


c. Management of People at high risk of CVD


CVD1 Annual Review of High Risk CVD


1. Practices have a validated ‘high risk of CVD’ (cardiovascular disease) register that includes:


· All patients who have a ten year risk of developing CVD of ≥ 20%


· All patients who have a ten year risk of 10 to < 20% AND who are on a statin


Excluding all patients who are on the following disease registers (Patients on these disease registers should have CVD/CVD risk managed as part of usual care):


· Coronary heart disease


· Stroke/transient ischaemic attack


· hypertension


· Diabetes 


· Heart failure 


· Chronic kidney disease 


· Atrial fibrillation 


· Peripheral Arterial Disease 


· Patients with CVD 10 year risk of 10 – 19.9 who are not on a statin – these patients remain in NHS Health Check programme


Current NICE guidance is to use QRISK2 to assess CVD risk. However, many patients will have been risk assessed prior to the change in NICE guidance using other risk tools e.g. Framingham 1991, QRISK, JBS CVD risk score. Patients found to have been at high risk using these tools should also be invited for annual review. 


At the annual review, practices may wish to repeat the CVD Risk assessment for patients who are not on a statin whose original risk was calculated with a tool other than QRISK 2. 


N.B. CVD risk assessment tools can provide only an approximate value for CVD risk. Interpretation of CVD risk scores should always reflect informed clinical judgement.

2. Practice to have in place, and be implementing, a protocol for the systematic recall of patients on the above register for an annual review and a clinical pathway in place for their follow up. 


· The protocol and pathway should be updated annually and be in line with relevant NICE guidelines, NHS Health Checks Best Practice Guide and Programme Standards. 


· Register and recall system should be robust enough to ensure those people that progress to CVD are removed from the high risk register / recall process


· The review may be conducted over the phone as long as measurement of BP, weight, pulse and relevant bloods have been undertaken within the last QOF year


· Practices will document the individuals’ transfer to the ‘high-risk of CVD’ register 


· Audit on an annual basis the proportion of patients who are at high risk who have had an annual review


2. Practices should record annual reviews using the Barnsley: High risk of CVD template. Each review should take a behaviour change (motivational interviewing) approach and contain the elements in box 1 in the CVD appendix: 





		CCG Support

		· Practices are encouraged to engage with the Academic Health Science Network project that will support delivery of this element of the PDA. Further information will be shared with practices or contact Sarah Pollard for further information.

· The GRASP-AF audit tool is available free from PRIMIS and run through CHART software. Support to run the audit tool will be provided by Applications Support team or additional technical and clinical support is available from Sarah Pollard, Health Improvement Nurse – Vascular disease

· NICE guidelines [CG180] Atrial fibrillation: management(2014)  


· NICE endorsed patient decision aid 2016

Other clinical guides:

Clinical Toolkits
: American College of Cardiology (referenced by NICE [June 2014] Atrial Fibrillation guidance

· European Society of Cardiology
: 2012 focused update of the ESC Guidelines for the management of atrial fibrillation


Local anticoagulant prescribing guidance: available on BEST website





		Key Performance Indicators

		KPI


Threshold


1. At least 75% of clinical staff have undertaken the National centre for Smoking Cessation and Training on-line ‘Very Brief Advice’ training and cascade learning to the practice team

75% of all clinical staff

By end of October 2017

2. PRIMIS GRASP-AF summary outputs x 2 (Casefinder and Care) via CHART


Please upload anonymised summaries to CHART ONLINE

Baseline


Use reference date of 1st April 2017


End of Year 


Use reference date of 1st April 2018

3. The practice has utilised the PRIMIS GRASP-AF audit tool through CHART software to identify patients with possible atrial fibrillation/flutter and updated the practice register accordingly


Self-declaration


4. Percentage of patients aged 80 years or under who have been identified (ever) as having a 10 year risk of developing CVD of: 

a) >20% (excluding those who are on registers for CHD/stroke/TIA/hypertension/ Diabetes/Heart failure/CKD/Atrial fibrillation/ Peripheral Arterial Disease) prior to 1st April 2017

b) 10 – 19.9% (excluding those who are on registers CHD stroke/TIA/hypertension/ Diabetes/Heart failure/ CKD/ Atrial fibrillation/Peripheral Arterial Disease) prior to 1st April 2017 who have had a high risk of CVD annual review between1st April 2017 to 31st March 2018 

Please submit data from clinical system searches provided by eMBED at baseline and end of year


Points Up to 12 points, with £ per point adjusted according to practice prevalence of high risk of CVD patients


Upper threshold: 12 points if 65% or more patients at high risk of CVD have received an annual review between 1 April 2016 and 31 March 2017 


Mid threshold: 8 points if 55% or more patients at high risk of CVD have received an annual review between 1 April 2016 and 31 March 2017 


Lower threshold: 4 points if 45% or more patients at high risk of CVD have received an annual review between 1 April 2016 and 31 March 2017

Points: Minimum 4 and maximum 12





		Points

		24





CCG Lead: Sarah Pollard, Health Improvement Nurse – Vascular Disease

Tel: 01226 433741

Email: sarahpollard1@nhs.net.

Clinical Lead: Dr Mehrban Ghani

Section 3 

RATIONALE 

		

		Demand Management



		Rationale

		Barnsley CCG’s Commissioning plan focuses on the management of demand for elective activity in secondary care. In 2017, the scale of Barnsley CCG’s financial challenge is significant and actions to stem the increasing growth of elective activity need to be taken. 


Over the past few months the CCG has worked with senior clinicians from across primary and secondary care to develop evidenced based clinical pathways.


To ensure local resources are used effectively and the treatment that is provided is based on the best clinical evidence; Barnsley CCG has developed a Demand Management Programme which will be implemented in phases during 2017/18 and 2018/19.


The programme itself is multifaceted and includes a number of elements which will be rolled out over a 12 to 24 month period. 


The evidenced based clinical pathways which will be uploaded onto Map of Medicine will include the following:


· Clinical Thresholds


· Procedures of Limited Clinical Value


· Individual Funding Requests


By the end of March 2017 Map of Medicine will be available to every GP Practice in Barnsley.  


Evidence


Peer review and feedback


A common theme in the research literature is the need for improved feedback loops in referral processes. Feedback from consultants on the necessity of referrals, referral letter content or expectations of pre-referral management is often welcomed by GPs and provides an effective educational tool to improve referral quality (Wright and Wilkinson 1996; Gagliardi 2002; Elwyn et al 2007; Junghans et al 2007; Sibbald et al 2007).


Recent evidence from the Torfaen referral evaluation project in Wales suggests that peer review combined with improved feedback from consultants can be effective in improving referral quality (Evans 2009). 


An intervention involving weekly practice-level referral review meetings, and six-weekly cluster meetings including consultant feedback was found to achieve the following after one year:


· a 30 per cent reduction in hospital referrals, with patients being directed to community-based alternatives instead


· reduced variation in referral rates


· improved awareness and use of referral guidelines


· improved referral letter content


· improved pre-referral work-up, for example, more use of magnetic resonance imaging scans


The intervention was also reported to be highly popular with GPs.


An alternative to having feedback as an integral part of the referral system is to organise ad hoc training opportunities for GPs, such as educational outreach visits or workshops led by specialists, that consider where to direct different referrals, what to include in referral letters, and so on. There is some research to indicate that such approaches can be effective, although the evidence is mixed (Akbari et al 2008).


Clinical guidelines/pathways


Systematic reviews have shown that referral guidelines can be effective in changing referral behaviors if combined with feedback from peers and/or specialists (Faulkner et al 2003; Roland et al 2006; Akbari et al 2008). Providing guidelines in combination with such feedback and/or other aids (such as pro-formas or standardised letters and risk factor checklists) increases the effectiveness of guidelines in changing referral thresholds, timelines, letter content and pre-referral management (Kerry et al 2000; Bennett et al 2001; Lucassen et al 2001; Navarro et al 2002; Griffiths et al 2006; Jiwa et al 2006; Kourkouta and Darbar 2006; Wright et al 2006; Junghans et al 2007; McRobbie et al 2008).


Structured referral sheets (Akbari et al 2008) that prompt GPs to conduct any necessary pre-referral tests or treatments have also been found to be effective in changing referral behaviour. However, their use might be limited, as the research studies evaluated their use for single conditions only, and at best only half of patients were referred with a completed sheet. 


In general, passive dissemination of guidelines is not an effective quality improvement tool (Idiculla et al 2000; Wright et al 2006; Akbari et al 2008), with any benefit seen being in the short term if at all (Hill et al 2000).


As illustrated here the evidence shows that the availability of referral pathways alone does not decrease referrals into secondary care.  


Therefore, BCCG’s referral management programme will include a number of enablers which include peer reviews and support and referral audits.  


BCCG will support the implementation of the referral management programme which will include the provision of referral and activity data packs for each of the pathways.


Barnsley CCG’s Demand Management Programme


Aims


· Reduce inappropriate outpatient referrals to secondary   care


· Increase outpatient conversion rates  


· Reduce potential risks to patients (outcome versus risk of procedure)

· Reduce clinical variation between GP’s

· Reduce consultant to consultant referrals

· Improve the quality of referrals into secondary care

· Improved patient experience from reducing inappropriate referrals ‘getting it right first time’







		

		Workforce Analysis



		Rationale

		Workforce Analysis using the HEE Workforce Tool


Health Education England's GP workforce tool is a mechanism for collecting information on the primary care workforce. By reviewing, updating and submitting your practice workforce data through the HEE GP workforce tool on a quarterly basis, the practice will meet the requirements of the NHS Digital wMDS data collection and also provide anonymised and aggregated practice data to support local planning and commissioning teams. 


These are data that can be used to:


· Understand the capacity of the existing general practice workforce


· Plan for the future capacity and capability of the workforce effectively


· Enables workforce planning at scale

· Implement education and training programmes to ensure the workforce supply meets demand


This agenda has become particularly prevalent recently as emphasis has been placed on the need to better understand the makeup of the primary care workforce, as per the priorities identified in the GP Forward View and to support the establishing sustainability and transformation plans (STP) footprints in the development of their local strategies.


Using the GP workforce tool has several benefits for practices including:


· Practices can log onto the tool at any time to update practice data


· The tool has capacity to be used as an internal HR tool for the practice


· There are several summary screens that allow staffing levels, absence and vacancies to be monitored


· The tool has a reporting section that practices can take advantage of, which allows individual practice reporting or reporting that anonymously benchmarks the practice with other practices in the region


· Practice data is saved in the tool, so that once the initial information input is completed, it is just a case of updating any changes 

· There is no need to post workforce information into the Primary Care Webtool as this is automatically imported from the HEE

NHS Digital and the workforce Minimum Data Set (wMDS)

The wMDS is a national mandatory data submission managed by NHS Digital in collaboration with NHS England. The submission requires practices submit a series of essential and desirable workforce data fields. For more information on wMDS and its requirements, please visit the NHS Digital website.








		

		Dementia



		Rationale

		Dementia affects one in three people over the age of 65 before they die. 


There are an estimated 2,911 people with dementia in Barnsley (all ages) with 2,742 of these aged 65 and over. 


Currently there are 2,742 people aged 65 and over on dementia registers in Barnsley (Jan 2017). This gives a dementia diagnosis rate of 71% - suggesting that 29% of people aged 65 and over who have dementia have not yet been diagnosed.


The number of people over the age of 75 is projected to double in Barnsley by 2037 and the numbers of people over 65 with dementia is projected to rise to 4,612 in 2030.


Barnsley has higher than national rates of emergency admission to hospital for people with dementia and a lower proportion of people with dementia having had a QOF annual review compared to peer CCGs. 


While many people with dementia can live well for many years with the right help, for others it can be a devastating diagnosis.


There is much that primary care can do to support people with dementia and their carers. 



		References

		Useful resources:


DH and RCGP Dementia Revealed What Primary Care Needs to Know: https://www.england.nhs.uk/wp-content/uploads/2014/09/dementia-revealed-toolkit.pdf

Dementia Friendly GP Surgeries through implementing I Space, Wessex Health Sciences Academic Network: http://wessexahsn.org.uk/projects/45/creating-dementia-friendly-gp-surgeries-ispace 


The National Dementia Declaration: http://www.dementiaaction.org.uk/assets/0000/1157/National_Dementia_Declaration_for_England.pdf

The Dementia Action Alliance has a wide range of dementia friendly resources: http://www.dementiaaction.org.uk/resources

DAA environment check list: http://www.dementiaaction.org.uk/assets/0000/4334/dementia_friendly_environments_checklist.pdf

Kings Fund Dementia Friendly Health Centres: http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/developing-supportive-design-for-people-with-dementia-kingsfund-jan13_0.pdf

Primary Care Guide to joining DAA: http://www.dementiaaction.org.uk/assets/0001/9975/GP_Guidance_on_Joining_Dementia_Action_Alliance.pdf

https://www.england.nhs.uk/mental-health/dementia/monthly-workbook/



		

		My Best Life (Social Prescribing)



		Rationale

		Demand for health care is escalating. This is in part due to an increasingly elderly population and an associated increase in long term conditions / co-morbidities, but also due to increased expectations of patients. Health care resources, and the ability to recruit additional staff, however, are limited. 

Alongside this we know that while the medical model diagnoses and treats disease, the social context in which people live their lives has major impacts on health and wellbeing and contributes to health inequalities. It is estimated that around a fifth of GPs’ time is spent dealing with patients’ social problems including debt, social isolation, housing, work, relationships and unemployment.

The Five Year Forward view advocates the need to form stronger partnerships with charitable and voluntary sector organisations and notes that voluntary organisations often have an impact well beyond what statutory services alone can achieve. These organisations provide a rich range of activities, including information, advice, advocacy and they deliver vital services with paid expert staff. Often they are better able to reach underserved groups.

NHS England is promoting access to non-clinical interventions from voluntary services and community groups as a way of making general practice more sustainable.

There are many forms of support available in Barnsley within the local communities, voluntary sector, housing providers and non-health statutory bodies. To help health care practitioners to link patients to these forms of support NHS Barnsley CCG has commissioned a borough wide social prescribing service – My Best Life – which will commence in the Spring of 2017. 





		

		Respiratory



		Rationale

		Support for patients with COPD 


Under 75 mortality from respiratory disease in Barnsley is 28% higher than the national average. There has been a 41% increase in the number of respiratory admissions in Barnsley over the last 4 years. In 2015/16 there were 1,141 admissions with a primary diagnosis of COPD – 70% higher than expected when compared to peer CCGs who are also former mining communities and who have similar levels of smoking and deprivation. 

There are 8,200 people with COPD on QOF registers, which is 20% higher than Public Health England’s predicted prevalence for COPD for Barnsley. Nationally it is recognised that many patients on COPD registers don’t actually have COPD. A study covering the whole of Wales recently found that many patients had not had spirometry, and off those who had, in 25% of cases the spirometry results were not consistent with a diagnosis of COPD. 

Last year’s QOF data for Barnsley showed that the proportion of patients with COPD (diagnosed on or after 1 April 2011) in whom the diagnosis has been confirmed by post bronchodilator spirometry varied widely, from 49% to 91%.

To be of clinical value, diagnostic spirometry has to be performed to a high standard. If it is not, there is a significant risk that the diagnosis will be incorrect and patients may receive inappropriate and potentially harmful treatment as a result, or be denied appropriate treatments that could potentially improve their condition.
 

To be valid, diagnostic spirometry must be quality-assured. It should only be performed by people who have been appropriately assessed as competent, demonstrating that they have achieved the standards established by the ARTP (Association for Respiratory Technology and physiology) for the performance and interpretation of spirometry measurements. Without this overall quality assurance, the accuracy of the diagnosis cannot be relied upon. 

There is a new requirement that all staff performing and/or interpreting spirometry hold a valid, current certificate of competence and are on the new National Register of Certified Professionals and Operators.1

Proactive care for people with COPD is key to improving quality of life and reducing the number of exacerbations. Barnsley COPD QOF data for 2015/16 showed that 23% of patients had not had an annual review in last 12 months, with marked variation between practices ranging between 47% - 93%. Exception rates for COPD annual review averaged at 13% for the CCG, but for some practices exception reporting rate was as high as 26%.

The Year of Care approach uses care planning as a central component to drive a proactive process of care which improves patient involvement, provides a more personalised approach and supports self-management. It replaces the annual review 'tick-box’ approach with a collaborative consultation. If care planning and support for self-management are implemented systematically, there can be improvements in patient and professional experience, care processes and clinical outcomes.





		References

		Improving the quality of diagnostic spirometry in adults: the National Register of certified professionals and operators. Assessing and certifying the competence of healthcare professionals and operators who perform and/or interpret diagnostic spirometry. NHSE, BTS, PCRS, ARTP, Sept 2016


Practices should order leaflets direct from British Lung Foundation (free, up to 200 can be ordered at a time):


https://shop.blf.org.uk/collections/hcp


The CAT score and user guide can be downloaded from:


http://www.catestonline.org/

The Primary Care Respiratory Society has a number of useful publications including:


· Primary Care Respiratory Update – one page Essential Guide to COPD management


https://pcrs-uk.org/sites/pcrs-uk.org/files/files/CentreSpread.pdf


· Building Blocks for Asthma and COPS annual reviews:


 https://pcrs-uk.org/sites/pcrs

· uk.org/files/SpringCentreFold_FINAL.pdf


The PRIMIS COPD Quality Improvement Tool can be downloaded from:


http://www.nottingham.ac.uk/primis/tools-audits/tools-audits/grasp-suite/grasp-copd.aspx





		Box 1


· What COPD is


· Smoking cessation and importance of physical activity and good nutrition


· Treatments for COPD & Inhaler technique


· Importance of flu and pneumococcal  vaccination


· Pulmonary rehabilitation 


· Psychological impacts and minimising their effects


· How to manage breathlessness


· Local services to support people to live well with COPD


· Promote use of Sound Doctor


· Barnsley COPD services guide for patients


· Barnsley template self-management plan


· Barnsley patient information leaflet on rescue medications


· Prescribers guide to rescue medications





		Box 2

1. Steps are taken to maintain or decrease QOF exception rates to below 13% - the average for the CCG in 2015/16


2. Annual review appointments are available at times that are convenient to people of working age


3. Systems in place to give priority appointments to patients calling with symptoms of a COPD exacerbation


4. Whether practice offers e-consultations


5. Patients annual reviews and  management is in line with NICE / GOLD guidelines and NICE COPD Quality Standards


6. The patient must be considered as a ‘whole’ and their COPD reviewed and managed within the context of their comorbidities


7. Year of Care approach is fully embedded, CAT and PAM tools used 


8. All patients have a personalised care plan including a flare up plan


9. Patients are reviewed for suitability for home rescue medications


10. Use of British Lung Foundation leaflets and providing the new Barnsley COPD services guide to all patients


11. Promotion of Sound Doctor


12. That inhaler technique is checked in all patients at each review and when presenting acutely with COPD


13. Inhalers are prescribed in line with GOLD and Medicines Management advice/protocols


14. That all patients have a flare up plan and where clinically appropriate have home rescue mediations


15. Patients are fully reviewed within two weeks of an exacerbations


16. Increasing uptake rates for flu and pneumococcal vaccination


17. Increasing referrals to pulmonary rehabilitation and for home oxygen assessment


18. Increasing smoking quit rates in patients with COPD


19. Psychosocial needs identified and addresses


20. Consideration of referral to My Best Life social prescribing service


21. Patients approaching end of life are identified and supported


22. Spirometry is delivered in house by ARTP trained staff


23. COPD register is regularly validated





Diabetes


		Box 1


Year of Care


A two stage review is undertaken:


· At the first contact routine monitoring tests and investigations are undertaken


· The results are sent to the person a few days later, prior to their care and support planning consultation. This gives the patient the opportunity to consider their test results, and what these mean to them, along with family and friends as needed


· The patient is also provided with agenda setting prompts, self-assessment or reflective tools to help them reflect on life with their TCs and what they would like to discuss in the consultation. This should include the Patient Activation Measure questionnaire. (Patient should also be given a urinalysis bottle to bring sample for urine albumin: creatinine ratio)


This emphasises a core principle of care and support planning, which is that everyone should have the opportunity to prepare for the care and support planning discussions in advance to ensure they are in a much better position to contribute fully to the discussions and decisions made.


· The second contact is the care and support planning consultation which helps the person identify their priorities, develop personal goals and action plans and identify services available to support these


· The agreed discussions and actions are summarised into a care plan, which is shared with the patient either immediately or subsequently by post or electronically





		Box 2


Steps are taken to maintain or decrease QOF exception rates to below 9% - the average for the CCG in 2015/16 

Annual review appointments are available at times that are convenient to people of working age or at college

Whether practice offers e-consultations


Patients are managed in line with relevant NICE guidelines


Year of Care approach is fully embedded, PAM tool used and all patients have a personalised care plan


Eight key processes of care are undertaken in all patients aged 17 and over


Patients are also:

· Given flu vaccination


· Aged 17 and over are referred for diabetic retinopathy screening


· Offered referral to quality assured structured patient education


· Given code for Sound Doctor


· Offered written information about diabetes e.g. Diabetes UK information leaflets


Use of  the PRIMIS Diabetes Care quality improvement tool to identify patients with poor control and ensure robust follow up processes are in place for patients whose blood glucose, blood pressure and cholesterol are not controlled. 





		

		CVD



		Rationale

		a. Tobacco Dependency


40% of smokers will die from a smoking-related condition. On average cigarette smokers die 10 years younger than non-smokers.


Smoking is a long term condition (tobacco dependence) that develops in childhood with (NICE-approved) effective treatments that we should and can all treat. The WHO Framework Convention on Tobacco Control considers:


· The use of tobacco to be a condition that requires diagnosis and treatment

· Tobacco smoking should be considered a co-morbidity requiring an intervention and not a lifestyle choice

In Barnsley


· 21.3% of the adult population in Barnsley smoke (compared to 16.9% in England and 18.6% in Y&H)


· 28.2% of people in Barnsley who are in routine and manual occupations smoke


· 1,355 people died as a result of smoking between 2012 and 2014


· There were more than 10 admissions a day in 2014/15 attributable to smoking


There are opportunities along the life course to diagnose and treat tobacco dependence.


All Healthcare organisations and Local Authorities in the South Yorkshire and Bassetlaw Sustainability and Transformation (STP) footprint, including  Barnsley CCG,  have signed up to reducing  the prevalence of smoking in South Yorkshire to 10% over the next five years.


As well as scaling up a broad range of tobacco control measures, the STP has agreed to adopt the successful London Clinical Senate approach to the treatment of tobacco dependency in all clinical pathways. 

The key elements of the Senate approach are:


· That every clinician knows the smoking status of each patient they care for and has the competence and the commitment to encourage and support that patient to quit through direct action and referral


· Adding value to every clinical contact with a patient who smokes by asking, advising, acting


· Improving the health of residents of South Yorkshire by building stop smoking clinical leadership and capacity


This is underpinned by the 4COs:


· Conversation with every patient who smokes that gives them a  chance /opportunity to quit


· Co monitoring used by clinicians


· Code the intervention so we can evaluate effectiveness including death certification

· Commission the system to do this right: so right behaviours incentivised systematically.




Key to successful implementation is that all clinical staff undertake  very brief advice (VBA) training which takes only 20 minutes and deliver VBA - the intervention takes as little as 30 seconds to complete in a real consultation. 


The Senate approach also includes implementation of the NICE Quality Standards 82 Smoking: reducing and preventing tobacco that relate to health care providers.  These are:

Statement 4. Employers allow employees to access evidence-based ‘stop smoking’ support during working hours without loss of pay. 


· Employees find it difficult to get time off to access 'stop smoking' services when needed. NHS employers should set an example in implementing this quality statement.


· Evidence shows that people who smoke take an average of 30 minutes in cigarette breaks within business hours each day. A typical 'stop smoking' intervention lasts 30 minutes, once a week for the first 4 weeks after the quit attempt, then less frequently for a further 8 weeks. 

By enabling employees to access 'stop smoking' services, employers are likely to realise substantial benefits, such as increased productivity, decreased sickness rates and improved adherence to smoke free policies.

Statement 5. Healthcare services use contracts that do not allow employees to smoke during working hours or when recognisable as an employee. 


Healthcare services have a duty of care to protect the health of people who use or work in their services and to promote healthy behaviour among these groups. Healthcare services set an example to the wider community and ensure that 'no smoking' is the norm. Using contracts that do not allow employees (including contractors and volunteers) to smoke during working hours or when recognisable as an employee, reflects the services' commitment to implementing and enforcing a smoke free policy.

Statement 6. Healthcare settings do not allow smoking anywhere in their grounds and remove any areas previously designated for smoking.

b. Atrial fibrillation/flutter (AF) detection and treatment of those at high risk of stroke


People with Atrial fibrillation (AF) have a fivefold increase risk of stroke. Anticoagulation prevents two thirds of strokes due to AF. The STP Collaborative through the ‘Healthy Lives’ programme has an ambition to achieve >80% anticoagulation rate in people with AF at high risk of stroke.

The diagnosed prevalence in Barnsley is currently 1.97%
, compared to a predicted prevalence of 2.5%: there could be an additional 1500 people with undiagnosed AF. 


Year on year improvements in both case finding and treating people with AF at high risk of stroke with anticoagulants has been demonstrated in Barnsley; however variation across practices is still present. 


The 2016/17 HITs programme included AF case finding. In order to ensure that AF registers are updated on an annual basis, AF case finding is included again in 2017/18.


c. Management of People at high risk of CVD 


Cardiovascular disease is the second biggest contributor to years of life lost under the age of 75 in Barnsley. The under 75 mortality rate from cardiovascular disease in Barnsley is declining but is still 20% higher than the English average.


All individuals with ≥10% CVD risk should be managed according to NICE guidance including provision of lifestyle advice and intervention, assessment for treatment with statins and an annual review.


Patients who are found to have a 20% or higher CVD risk over 10 years exit the NHS Health Check programme, as do all patients with a  risk of 10 – 19.9% that are prescribed a statin.
 As they are not recalled for further Health Checks, it is essential that these people receive structured follow up within primary care outside of the NHS Health Checks Programme.
 


(Standards 8 and 9 NHS Health Checks Standards) 





		Box 1


Elements to be included in CVD at Risk Annual Review


History to identify:

· Development of any symptoms suggestive of development of vascular disease


· Family history of vascular disease


· Any lifestyle changes that have been made


· If on statin, review of compliance with medication

Review and recording of:


· Smoking status 


· Alcohol use – AUDIT C / AUDIT score


· Body mass index (height and weight)

· Physical activity levels


· Diet


· Blood pressure


· Manual pulse rate/rhythm


Provide (and record) clinically appropriate, individually tailored lifestyle advice, and referral to help motivate and support the necessary lifestyle changes to help manage their risk Statin status


Refer to Lifestyle Intervention Programmes as appropriate e.g. Be Well Barnsley, National Diabetes Prevention Programme


Check and manage lipids in line with NICE Guidance


Check HbA1c and renal function in those meeting NHS Health Check diabetes and CKD filter criteria or where other clinical indication to do so.





		
 Local data collected through GRASP-AF audit tool (April 2016). http://www.nottingham.ac.uk/primis/tools-audits/tools-audits/grasp-suite/grasp-af/grasp-af.aspx  


 NICE Clinical Guideline 181 Cardiovascular disease: risk assessment and reduction, including lipid modification).



 PHE NHS Health Check Best practice guidance February 2017


 PHE NHS Health Check Programme Standards 2014





Make every contact count: it’s worth it







How to ASK, ADVISE, ACT and follow up







How and when to prescribe NRT, varenicline







How and when to use carbon monoxide monitoring







How to code (routine, CQUIN/LES, death certificate)







How and when to refer “Why wouldn’t you?”�

�

�

�













� � HYPERLINK "http://www.cardiosource.org/Science-And-Quality/Clinical-Tools/Atrial-Fibrillation-Toolkit.aspx" �http://www.cardiosource.org/Science-And-Quality/Clinical-Tools/Atrial-Fibrillation-Toolkit.aspx� 



� � HYPERLINK "http://eurheartj.oxfordjournals.org/content/ehj/33/21/2719.full.pdf" �http://eurheartj.oxfordjournals.org/content/ehj/33/21/2719.full.pdf� 
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				General Practice Annual Budgets and Spend

						Locally Commissioned Services Budget for General Practice		Locally Commissioned Services Spend on General Practice		Other budget on General Practice - Not including Core Contract		Other spend on General Practice - Not including Core Contract

				2014/15		£1,214,860		£1,223,254

				2015/16		£4,880,383		£5,078,604

				2016/17		£4,465,827		£4,037,149

				2017/18		£5,376,075		£5,427,544

				2018/19		£4,583,247		£0

				Note: No Expenditure is yet incurred in 2018/19
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