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Quality Practice Award Version 14
Module 6: Essential Criteria
Essential Criteria

	QPA 
	Essential Criteria

	1
	The team has a structured approach to addressing health needs and inequalities which includes: (a) developing services that meet the needs of vulnerable, disadvantaged and 'seldom heard' patients; (b) ensuring that vulnerable groups are encouraged to participate in health promotion activities, such as breast screening, cytology, smoking cessation and other healthy lifestyle programmes; (c) working with its PCO and other agencies on community development initiatives that endeavour to meet the health needs of patients.

	
	Supporting Information
	Written description of approach and evidence of implementation.

	
	Guidance
	All elements on the standard need to be addressed. The health promotion activities need not all be done by the provider but the team should know how they can be accessed and referred.

	
	CQC Reference
	Outcome 4/Regulation 9

Outcome 1/Regulation 17

Outcome 6/Regulation 24


	QPA 
	Essential Criteria

	2
	The provider plans and evaluates how their services are designed to assess and meet the needs of individual patients and their patient population.

	
	Supporting Information
	The provider must provide a list of services with an evaluation of how these are designed and offered to meet the needs of individual patients.

	
	Guidance
	Rather than simply list the services you provide, you are required to justify how any services meet the needs of your patients. For example, do you have a teenage health clinic because you have a high rate of teenage pregnancy? It may link to the risk factors you collect for Standard 1 and 4 in Stage 1.

	
	CQC Reference
	Outcome 4/Regulation 9


	QPA 
	Essential Criteria

	3
	The provider ensures that their services meet the diverse needs of families that are vulnerable or disadvantaged, or have special needs, and who may need targeted health promotion activities or support.

	
	Supporting Information
	Case history illustrating how the needs were met or a short statement from Patient Participation Group.

	
	Guidance
	The case history should be anonymised and take about half a page of A4 (200-300 words) with the expectation that you would not write more than a maximum of 500 words.

	
	CQC Reference
	Outcome 1/Regulation 17

Outcome 4/ Regulation 9


	QPA
	Essential Criteria

	4
	The provider has a system in place to collect information on the risk factors particular to their provider population and individual patients.

	
	Supporting Information
	Written document regarding the recording of factors that put patients’ health at risk including stating where this information is recorded in case records.

	
	Guidance
	The risk factors may include significant family history, exercise, body mass index and drug and alcohol use, but will vary according to the provider’s population. A template may help in recording this information.

	
	CQC Reference
	Outcome 4/Regulation 9

Outcome 16/Regulation 10


	QPA
	Essential Criteria

	5
	New patients are offered a consultation to ascertain details of their past medical and family histories, social factors including occupation and lifestyle, medications and measurements of risk factors (e.g. smoking, alcohol intake, blood pressure, height, weight, BMI). Such consultations, suitably adapted, should be offered to newly registered children (to support delivery of the Child Health Promotion Programme).

	
	Supporting Information
	Provider designed checklist or form.  “New patients” refers to those newly registering or those new to the provider who are going to have on going care. Evidence of implementation of checks (by a survey of a random sample of 20 notes of new patients from the date that the practice registered for PA).

	
	Guidance
	The checks must include all the factors contained in the Standard. Details of the Child Health Promotion Programme can be found at www.dh.gov.uk/en/Publicationsandstatistics/Publications/DH_083645.  

	
	CQC Reference
	Outcome 4/Regulation 9

Outcome 16/Regulation 10


	QPA
	Essential Criteria

	6
	The provider has a protocol for the identification of carers and a mechanism for the referral of carers for carers’ assessment.

	
	Supporting Information
	Written protocol and evidence of implementation (by a survey of a random sample of 10 notes of patients identified as a carer showing a referral was offered from the date that the practice registered for PA).

	
	Guidance
	Carers have been entitled to an assessment since 1995 but uptake is variable. A carer is defined as someone who provides help and support without payment. Remember young carers: Good Practice Guide: Supporting Carers (www.rcgp.org.uk/pdf/PRT).

	
	CQC Reference
	Outcome 6/Regulation 24

Outcome 1/Regulation 17


	QPA
	Essential Criteria

	7
	The provider team has an end of life care strategy and collaborates with community nursing and other agencies.

	
	Supporting Information
	Written description of the system and strategy and a case history illustrating collaboration with community nursing and other agencies.

	
	Guidance
	For example: 

1. System for identifying patients nearing the end of life e.g. using GSF/RCGP Prognostic Indicator Guidance;
2. Use of best practice models such as Gold Standards Framework in Primary Care Programme to advanced or accredited level;
3. Protocol for coordinating good collaboration with community nursing; 
4. Protocol on supporting residents in care homes;
5. Allocated GP sessions for care homes; new GPwSI in care homes; 
6. Use of best practice models in care homes such as Gold Standards Framework in Care Homes Programme to improve collaboration with GPs and reduce avoidable hospitalisation; 
7. Protocol for use of Advanced Care Planning for patients on palliative care and supportive care registers (RCGP End of Life Care Strategy).  
· Evidence of implementation and follow-up of written protocol - information on the Gold Standards Framework can be found at: http://www.goldstandardsframework.nhs.uk/. 

· Information on the RCGP ELOC can be found at:http://www.rcgp.org.uk/clinical_and_research/circ/clinical_priorities_and_ccs/end_of_life_care.aspx. 

The case history should illustrate collaboration with community nursing and other agencies. The case history/example should be anonymised and take about half a page of A4 (200-300 words) with the expectation that you would not write more than a maximum of 500 words.


	QPA
	Essential Criteria

	8
	There is a provider disaster and recovery plan.

	
	Supporting Information
	The written disaster and recovery plan identifies the most likely events that would severely impair the provider's ability to maintain normal services. The plan is reviewed annually. Maximising patient safety and continuity of care are addressed in the plan. Team member safety is planned for in the event of a disaster. Response networks have been established and tested.

	
	Guidance
	The disaster and recovery plan should include the following:             

1. Risk assessment, analysis and evidence of action to prevent or reduce the likelihood of any potential hazard or threat (whether from premises, personnel, equipment, external factors etc.) affecting the Provider’s ability to deliver normal services

2. Named personnel responsible for IT, security and disaster coordination  

3. Responsibilities of all staff clearly defined                     

4. Communication cascade clearly defined

5. Mechanism for reporting incidents

6. Equipment log and maintenance/calibration register

7. Back up and validation policy

8. How data is recovered in the event of data loss                      

9. Preparations required and actions to be taken in the event of an emergency in order to ensure patient safety and continuity of care in the following circumstances:

· evacuation of the premises (short and long term)

· loss of amenities (e.g. water, electricity, gas, telephone etc)

· loss of paper and/or computer medical records

· failure of the computer network or other essential equipment

· staff shortages (GP, nurse, administrative etc)

· a major incident (e.g. pandemic / epidemic, terrorism / accident)

10. Date for review and details of circumstances when the policy may be reviewed sooner than planned

11. Education and training of the Provider team on this topic

Guidance available in RCGP document "Major incidents and disasters – the role of the GP and the primary health care team (2004)": http://www.rcgp.org.uk/PDF/Corp_majorincidents.pdf

	
	CQC Reference
	Outcome 4/Regulation 9

Outcome 16/Reuglation 10 

Outcome 6/Regulation 24


	QPA
	Essential Criteria

	9
	The provider has evidence to demonstrate the actions it takes to prevent and control infection and that it meets the requirements of National Specifications for Cleanliness as applicable to primary care. The arrangements for instrument sterilisation and decontamination or disposal of disposable instruments comply with national guidelines as applicable to primary care.

	
	Supporting Information
	Written infection prevention and control policy and evidence of implementation. Evidence has to be consistent with the National Specifications for Cleanliness for primary care in the NHS. Written policy for instrument sterilisation: sterilisation should be assured by the use of single use instruments or use of a central sterilisation unit and only as a last resort by the use of in-house sterilisation equipment. Audit to demonstrate compliance or evidence of taking part in PCO infection control audit.

	
	Guidance
	The Health and Social Care Act 2008 Code of Practice, which will apply to primary medical care providers in 2012, describes how providers have a specific duty to provide and maintain a clean and appropriate environment that facilitates the prevention and control of infections. The National Patient Safety Agency is preparing a framework/national specifications for cleanliness in Primary Care: http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_110435.pdf.

	
	CQC Reference
	Outcome 8/Regulation 12


	QPA
	Essential Criteria

	10
	There is an office procedure manual covering the administrative procedures and systems for the daily running of the provider to which team members have access and which are discussed and agreed by team members and are reviewed at least annually.

	
	Supporting Information
	Copy of manual: written document or PDF of intranet document. Written description on how team members are involved in writing and agreeing policies and their reviews. Named designated lead in the provider.

	
	Guidance
	The manual should include those policies and procedures which are necessary for the office to work effectively and staff should have access. It should be written in such a way that a new member of the team could understand it. The policies should be dated when they were written, reviewed annually and a date for review stated. This is an extension from QOF management 10 which covers mainly employment policies.

	
	CQC Reference
	Outcome 14/Regulation 23


	QPA
	Essential Criteria

	11
	The provider operates a system to ensure that an appropriate healthcare professional can be contacted promptly in the case of emergency.

	
	Supporting Information
	Written evidence that the provider operates a system to ensure adequate clinical supervision at all times and that a named, appropriately qualified, healthcare professional can be contacted promptly in the case of emergency. This should include a rota identifying the healthcare professional who is available to deal with an emergency. The professional could be a doctor or nurse or in certain circumstances the ambulance service. A flow chart or decision making tool should make the system clear to all team members and should give information on what to do if any mobile communication is not responding.

	
	Guidance
	The evidence can describe the system for identifying the professional and how they are contacted. Including a rota may make this easier to describe. If there is a choice as to who can be contacted, then the circumstances which identify who is contacted should be described. For example it may be appropriate to call an ambulance for a patient with severe chest pain, but not for all emergencies.

	
	CQC Reference
	Outcome 13/Regulation 22


	QPA
	Essential Criteria

	12
	The provider has a written policy for informing patients, or where appropriate, families and carers, of the results of investigations and the policy is explained to them.

	
	Supporting Information
	Written policy including how the patient can obtain the results of investigations carried out by the provider for example patient information leaflet, website (hyperlink may be submitted as evidence), or notice on wall. This information is up-to-date, revised when changes occur and reviewed every 24 months. This policy may state that the provider contacts the patient or vice versa. The time and method of contact should be stated. If the patient is contacting the provider then it should be clear who is likely to give out the result. It needs to be clear how patients are made aware of the contents of the policy when an investigation is carried out. These instructions about the policy may be verbal or written. Copy of written guidance for team members highlighting the importance of understanding the significance of the results being communicated to patients by receptionists and how and when a patient should be invited in to see a GP.

	
	Guidance
	Note that the policy is written but the information given to patients may be written or verbal. The investigations refer to any diagnostic test carried out or ordered by the provider. The policy should be dated as to when it was last updated and should include directions for receptionists as to who can be informed of results, the importance of confidentiality and all the elements contained in the evidence for the criterion. In drawing up these policies it is good practice to involve the staff members who are likely to give out the result and those who carry out the investigation. The policy should include information on when results should not be given over the phone, directions for receptionists as to who can be informed of results, the importance of confidentiality and all the elements contained in the evidence for the criterion.

	
	CQC Reference
	Outcome 4/Regulation 9

Outcome 1/Regulation 17


	QPA
	Essential Criteria

	13
	The team operates a chaperone procedure, which is understood and complied with by all team members and is advertised to patients.

	
	Supporting Information
	Copy of procedure Including how chaperones are trained.

	
	Guidance
	Provider should submit a copy of their Chaperone procedure. This should be guided by the current national guidance: Guidance on the Role and Effective Use of Chaperones in Primary and Community Care settings which can be found at: http://www.cgsupport.nhs.uk/downloads/Primary_Care/Chaperone_Framework.pdf).

	
	CQC Reference
	Outcome 7/Regulation 11

Outcome 1/Regulation 17


	QPA
	Essential Criteria

	14
	The provider operates a policy regarding the management of patient care following discharge from hospital.

	
	Supporting Information
	Case note review. The provider operates a policy regarding the management of patient care following discharge from hospital which includes reviewing any amendments to medication and working with intermediate or social care providers. Evidence of implementation should be included.

	
	Guidance
	The policy should include how the provider identifies patient discharge, identifies any medication change and makes the change to the patient record. A well trained administrator should be able to make changes to the patient record, although the clinician is responsible for its contents. Other elements which may be included in the policy are deciding on review such as a home visit or whether other team members need to be informed. A survey of 20 consecutive discharges showing compliance with the policy should be included.

	
	CQC Reference
	Outcome 4/Regulation 9

Outcome 9/Regulation 13

Outcome 6/Regulation 24


	QPA
	Essential Criteria

	15
	The provider takes action to safeguard patients and their families from abuse happening through contact with the service and responds appropriately and in line with relevant guidance when suspected abuse has occurred.

	
	Supporting Information
	There is a system for reporting and responding to incidents of suspected abuse i.e. appropriate guidance: ‘no secrets’ – focus on protecting vulnerable adults from abuse through contact with the service.

	
	Guidance
	Useful information is available at:  http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4074544.pdf.

	
	CQC Reference
	Outcome 7/Regulation 11


	QPA
	Essential Criteria

	16
	The provider has written policies and procedures which are implemented in practice, monitored and reviewed, for seeking, reviewing and acting on informed and valid consent from people who use services, in line with professional guidance.

	
	Supporting Information
	Written protocol and where appropriate forms with evidence of implementation.

	
	Guidance
	Examples might include minor surgery, invasive examinations. These procedures include: ensuring a person is fully informed about their options, how consent should be documented, and circumstances where people are unable to give, or withhold, consent. See http://www.gmcuk.org/guidance/ethical_guidance/consent_guidance_index.asp. Appropriate forms can be included.

	
	CQC Reference
	Outcome 2/Regulation 18


	QPA
	Essential Criteria

	17
	Information on the provider's policies and procedures, and local facilities and services is provided to guide specialty training registrars, locums and other temporary clinical staff who work in the premises.

	
	Supporting Information
	Provide a list of documents supplied to registrars, locums and temporary staff, that staff are expected to read. Adequate time should be scheduled to allow for the reading of the documents.

	
	Guidance
	A pack to guide registrars, locums and temporary clinical staff should include those policies and procedures which are necessary for that person to work effectively and safely with the team. This could be online/electronic or a practice intranet. Relevant policies should be provided in a summarised, easily-readable format.

	
	CQC Reference
	Outcome 14/Regulation 23


	QPA
	Essential Criteria

	18
	Accurate and complete personnel records are kept confidentially and securely.

	
	Supporting Information
	Anonymised sample of staff records. Personnel records should include contract of employment and particulars of terms or service, offer letter, references and signed acceptance of the Staff Handbook and associated policies and an up-to-date job description.

	
	Guidance
	There are two parts to this standard: accurate and complete and both elements need to be in place. Guidance is available at: www.acas.org.uk.

	
	CQC Reference
	Outcome 12/Regulation 21

Outcome 21/Regulatiion 20


	QPA
	Essential Criteria

	19
	The provider protects patients as well as supporting a colleague if their conduct or health or performance puts patients at risk. 

	
	Supporting Information
	Written description of how a provider would manage the situation where a colleague’s health or conduct or performance gives cause for concern.

	
	Guidance
	This covers elements which may both be present together i.e. poor performance or conduct and ill health. The description should cover all team members but not attached staff. The evidence could include extracts from your Contracts of Employment or partnership agreement if either includes job performance and Staff Handbooks if this includes stress at work and occupational health policies. Suggest there is a description of the local resources for supporting colleague as well as a reference to the professional bodies i.e. GMC, RCN, IHM and LMC. Also reference to occupational health organisations should be made, as appropriate. Useful information can be found at Recommend Health, work and wellbeing (Dame Carol Black's review) at www.workingforhealth.gov.uk/initiatives. ACAS have developed a range of support & guidance for employers and employees around health, work & wellbeing, which can be found at: www.acas.org.uk/hwwb. Information on the RCGP Practitioner Health Programme at: The Practitioner Health Programme In addition, as this criterion is about protecting patients, as well as supporting colleagues, useful information can be found at the National Patient Safety Agency website: www.npsa.nhs.uk. See also: http://www.php.nhs.uk/php-news/3.html and http://www.rcgp.org.uk/_revalidation.aspx.


	QPA
	Essential Criteria

	20
	If a patient is removed from a provider’s list, the provider offers an explanation of the reasons in writing to the patient and to the PCO. The patient will also be given information on how to find a new provider.

	
	Supporting Information
	Written policy that includes a sample letter.

	
	Guidance
	The letter should not normally be a standard letter of removal but tailored to the individual situation, unless it is perceived that such an action would result in a violent response by the patient. The reason for removal should not be solely that a patient has made a complaint against the practice, (see Good Medical Practice for General Practitioners 2008 at:  http://www.rcgp.org.uk/PDF/PDS_Good_Medical_Practice_for_GPs_July_2008.pdf).


	QPA
	Essential Criteria

	21
	The provider keeps a record or log of their minor operations which will have the following information recorded; (1) date; (2) patient name; (3) procedure performed; (4) team members involved; (5) whether a specimen was sent for histology; (6) patient consent; (7) complications; (8) patient informed of result.

	
	Supporting Information
	Minor surgery template or written policy; informed consent. Evidence of implementation and follow-up.

	
	Guidance
	The provider only needs to meet this standard if minor surgery is conducted. Minor operations are defined as those that may qualify under an Enhanced Service. The evidence provided should demonstrate all the elements in the standard. The patient needs to be informed of all results  where  a specimen was sent for histology


	QPA
	Essential Criteria

	22
	The provider has a system on how to identify and follow up people who decline cervical screening and for identifying people who decline other national screening programmes.

	
	Supporting Information
	Written description of how to identify and follow-up people who have not attended for cervical screening and identify people who have not participated in other national screening programmes.

	
	Guidance
	In identifying people who have not participated in other national screening programmes, this includes screening carried out on the patients of the provider where the provider is given the result of the screening e.g. retinal screening.

	
	Standard(s) Link
	16


	QPA
	Essential Criteria

	23
	Non-collection of prescriptions held by the provider are monitored and followed-up by the provider. 

	
	Supporting Information
	Written policy. Evidence of implementation and follow-up.

	
	Guidance
	The policy needs to state how prescriptions issued by the provider and remain on the providers’ premises and not collected within a time period stated in the policy are identified. A system needs to be described how a clinician or pharmacist then checks these and decides appropriate action. For most providers a reasonable time interval would be at least every 3 months.


	QPA
	Essential Criteria

	24
	The provider appraises the premises to assess suitability for providing the service and compliance with relevant legislation and guidance; appraisal includes strengths and weaknesses of the current arrangements and changes they would like to make to improve the working environment including safety and patient care. The provider has an action plan and can demonstrate progress towards making any identified necessary improvements.

	
	Supporting Information
	An annual, written provider premises improvement plan reviewing  the strengths and weaknesses of the current arrangements and changes they would like to make to improve the working environment, security and patient care, including access for specific groups (i.e. disabled access), with set objectives and methods. Evidence of implementation and follow-up or a statement of what is needed should be made with an explanation of why proposed changes have not been implemented (if this is the case). This should be done even when the provider does not own the building with a written document stating how they have addressed identified issues with their landlord.

	
	Guidance
	A team meeting to list the strengths and weaknesses of the premises and highlight areas for improvement is often beneficial identifying small easily remedial faults as well as larger problems. The list should be reviewed annually. An implementation plan should be submitted detailing those weaknesses that can be changed and how they are to be changed and within what timescale. The Health and Social Care Act 2008 Code of Practice, which will apply to primary medical care providers in 2012, describes how providers have a specific duty to provide and maintain a clean and appropriate environment that facilitates the prevention and control of infections in relation to: (1) premises occupied for the purpose of the carrying on of the regulated activity; and (2) equipment used in those premises. 

· Details at: http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_110435.pdf.  

· Minimum standards can be found at the following web link: http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsLegislation/DH_4078585. 

· Developmental standards are currently set out in the Primary and Social Care Premises - Planning and Design Guidance found at the following web link: http://www.primarycarecontracting.nhs.uk/243                                

	
	CQC Reference
	Outcome 10/Regulation 15


	QPA
	Essential Criteria

	25
	The provider appraises medical equipment and devices, to ensure that they are suitable for purpose, up-to-date, well maintained and stored properly, and that staff competence is up to date. Appraisals include strengths and weaknesses of the current arrangements and changes they would like to make. The provider has an action plan and can demonstrate progress towards making any identified necessary improvements.

	
	Supporting Information
	There is an up-to-date inventory list detailing which items of basic medical equipment and devices should be based on site for that provider (as justified by the provider) and all equipment and devices are up-to-date or revised/renewed (if necessary) when changes occur and reviewed every 12 months. Evidence of implementation and follow-up. Evidence of understanding of and adherence to HCAI Code and NPSA National Specifications for cleanliness in the NHS and Revised Healthcare Cleaning Manual. Examples might include an ECG machine, autoclave, spirometer etc.

	
	Guidance
	The Health and Social Care Act 2008 Code of Practice will apply to primary medical care providers in 2012. It (a) describes how providers have a duty to provide and maintain a clean and appropriate environment that facilitates the prevention and control of infections. Providers must ensure an effective operation of systems designed to assess the risk of and to prevent, detect, treat and control the spread of, a health care associated infection; and (b) the maintenance of appropriate standards of design, cleanliness and hygiene in relation to: (1) premises occupied for the purpose of the carrying on of the regulated activity; and (2) equipment used in those premises. There is draft guidance from the NPSA in relation to "The national specifications for cleanliness in the NHS: A framework for setting and measuring performance outcomes in primary care medical and dental premises". The inventory list should be dated when last checked. It would be good practice to identify who is responsible for that piece of equipment’s maintenance. A team meeting again is a good way to identify strengths and weaknesses and this should be documented. An explanation of why proposed changes have not been implemented should be included.  Also there are maintenance and cleaning arrangements and training of staff in the use of equipment and devices to address infection prevention control, decontamination, risk assessment and risk management policies. 

· Details at: http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_110435.pdf. 

	
	CQC Reference
	Outcome 11/Regulation 16


	QPA
	Essential Criteria

	26
	Patient records, whether electronic or paper, are stored, retained and destroyed in line with good information governance and the confidentiality of patient data is respected by the whole team.

	
	Supporting Information
	Copy of written policies: (1) records policy; (2) written section in confidentiality policy, (3) copy of significant events or complaints if occurred in the last 3 years – relating to confidentiality issues and any changes made as a result.

	
	Guidance
	Information on Retention and Storage Advice HSC 1998/217; Freedom of Information Act 2000; Access to Health Records Act 1990; Data Protection Act 1998; Information governance to include reference to Caldicott principles: http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/Browsable/DH_5133529.

	
	4QC Reference
	Outcome 21/Regulation 20


	QPA
	Essential Criteria 

	27
	The provider has procedures that ensure incoming clinical information is sent to a GP in the provider to view and action before or after being filed in the patient’s record.

	
	Supporting Information
	Copy of written policy of procedures for ensuring that ensure incoming clinical information is seen by a GP in the provider organisation before being filed, scanned or coded in the patient’s record.

	
	Guidance
	The clinical information would include clinical letters from outside sources about patients. The copy of the procedure should include any action stamps or equivalent that is used.

	
	CQC Reference
	Outcome 4/Regulation 9

Outcome 6/Regulation 24


	QPA
	Essential Criteria

	28
	The provider has a written policy stating the content of clinical summaries and an effective system for keeping the summaries updated.

	
	Supporting Information
	Copy of summarising policy and how this is maintained. Copy of training procedure for person(s) responsible for content of clinical summaries. Summarising policy should include all past and continuing problems, solutions used successfully in response to previous problems and current investigations.

	
	Guidance
	The system should include how problems from letters and how new diagnoses from consultations are added. Many deaneries have guidance on what should be contained in a summary.

	
	CQC Reference
	Outcome 4/Regulation 9

Outcome 21/Regulation 20


	QPA
	Essential Criteria

	29
	The provider has a system in place to monitor any new prescribers employed by the practice.

	
	Supporting Information
	Written policy: This applies to prescribers who have begun prescribing in the past 12 months. The policy must describe a system for reviewing consultations with new prescribers, and a summary of what actions are to be taken if there are any causes for concern, and attendance, if appropriate, at the primary care organisation’s prescribing performance review meeting.

	
	Guidance
	This would cover mainly GP trainees, new nurse prescribers and pharmacy prescribers it could include qualified GPs new to the practice. The written policy should be anonymised and take about half a page of A4 (200-300 words) with the expectation that you would not write more than a maximum of 500 words.

	
	CQC Reference
	Outcome 9/Regulation 13


	QPA
	Essential Criteria

	30
	The provider has a surveillance system for at-risk children when known to the provider to ensure that when a child has been recognised as being at risk this can be easily identified from their record.

	
	Supporting Information
	Written description on how children at risk are identified in the records. The records used by the provider whether it is paper or electronic should have a clear marker attached to the child at risk. This should be removed when it is considered the child is no longer at risk.

	
	Guidance
	At risk is defined as: children who are believed to be at risk of significant harm. This may be physical abuse, emotional abuse, sexual abuse or neglect. The records used by the provider whether it is paper or electronic should have a clear marker attached to the child at risk. This should be removed when it is considered the child is no longer at risk. Information is available at: 

· http://www.dcsf.gov.uk/everychildmatters/resources-and-practice/IG00060/ 
· http://www.dcsf.gov.uk/everychildmatters/safeguardingandsocialcare/safeguardingchildren/safeguarding/

	
	CQC Reference
	Outcome 7/Regulation 11


	QPA
	Essential Criteria

	31
	Where an incoming result, report or investigation requires follow-up there are systems in place to ensure it occurs.

	
	Supporting Information
	Written description of policy.

	
	Guidance
	The policy will describe how the provider informs the patient and any further investigations or referrals are tracked and recorded in the patient record. It would not be adequate for this to be identified by the patient alone.


	QPA
	Essential Criteria

	32
	The provider develops and monitors its workforce so that it is appropriate to patients’ needs.

	
	Supporting Information
	Written policy and evidence of implementation and follow-up in the form of a statement from the Practice Manager about a recent staff appointment or relocation and how that reflected patients’ needs.

	
	Guidance
	The policy should include decisions on skill mix especially when there are any changes to its workforce. Is the team the right size for the number of patients or the demand? The policy should link to DLO7 which looks at developing the workforce through training. Both need a mechanism for assessing patients’ needs and this links to the health needs assessment section. Information is available from 'how-to guide for GP Practices' at http://www.practicemanagement.org.uk/.

	
	CQC Reference
	Outcome 13/Regulation 22


	QPA
	Essential Criteria

	33
	All team members have training at induction and are refreshed as appropriate on the principles of the Data Protection Act and equality and diversity training.

	
	Supporting Information
	Written team member induction policy and also copy of either in-house induction programme or written evidence of external training source; written evidence of team member training dates either as part of appraisal or log of team member training dates. 

	
	Guidance
	The training can be done in house or externally. The training record needs to state to whom and when the training was delivered. 

· Data Protection Guidance can be found at:

                        www.ico.gov.uk/Home/for_organisations/data_protection_guide.aspx.

· Equality and diversity training is quite hard to do well in house but guidance generically on it can be found at: http://www.nhsemployers.org/EmploymentPolicyAndPractice/EqualityAndDiversity/Pages/Home.aspx 

	
	CQC Reference
	Outcome 1/Regualtion 17

Outcome 21/Regulation 20

Outcome 14/Regualtion 23


	QPA
	Essential Criteria

	34
	All members of the team are suitably trained, supervised and keep their skills up to date, and only carry out consultations, treatments and procedures which are within their competence.

	
	Supporting Information
	Written description of the system(s) available to health care team members for demonstrating and maintaining professional competence, e.g. appraisal, learning development plans, clinical supervision, preceptorship, Team members asked about their experience. There is evidence of appropriate training and clinical support/supervision for all clinical staff including locums, nurses and HCAs. Newly appointed nurses complete an introductory level practice nursing course and have access to a senior, experienced nurse for support (evidence could include adherence to WiPP standards/RCN Toolkit).

	
	Guidance
	Competence is considered to be more than simple task performance. It includes skills, knowledge, attitudes, values and their implementation in practice. This criterion asks for descriptions of local systems available for demonstrating and maintaining professional competence. These should be noted with a short summary of how these systems operate, including for example frequency of appraisal and who is responsible for overseeing the appraisal system. The GPN and HCA Toolkits, which are currently up to date and are the subject of ongoing review.

· Details at http://www.lmc.org.uk/uploads/files/guidance/gpnwippstandards.pdf or www.rcn.org.uk/hcatoolkit and www.rcn.org.uk/gpntoolkit

	
	CQC Reference
	Outcome 14/Regulation 23


	QPA
	Essential Criteria

	35
	All provider team members treat people who use services with dignity and respect, promote independence, maintain patient confidentiality at all times and have signed a confidentiality agreement.

	
	Supporting Information
	Policy which includes:-

(1) Confidentiality clause in all contracts of employment; (2) all team members have signed a confidentiality agreement/clause; (3) evidence that patient confidentiality forms part of the induction training including an appropriate level of information for temporary agency staff for temporary/agency staff; and (4) evidence of learning from significant events and complaints about this.

	
	Guidance
	A sample of a recent contract of a provider employed team member should be submitted. All provider employed staff should have signed this in their contract or failing this (when the team member may have been employed for a long time) has signed a confidentiality agreement, an example of which should be submitted. Evidence that patient confidentiality forms part of induction training could be provided in the form of a tick list of items covered. Useful information can be found at see Good Medical Practice for General Practitioners 2008 at: http://www.rcgp.org.uk/PDF/PDS_Good_Medical_Practice_for_GPs_July_2008.pdf. Information in relation to older adults can be found at: http://www.scie.org.uk/publications/guides/guide15/challenge/index.asp

	
	CQC Reference
	Outcome 1/Regulation 17


	QPA
	Essential Criteria

	36
	All first contact team members have been trained to recognise and respond appropriately to urgent medical matters. A first contact team member trained to recognise and respond appropriately for basic life support is always available.

	
	Supporting Information
	Written evidence that all first contact team members have received training at induction and every 12 months. Evidence that staff have taken part in training, such as agenda/hand outs in an individual’s appraisal folder could be used, rather than a written report. 

	
	Guidance
	The training should include medical emergencies that could be presented over the phone or in person. They would include chest pain, unconsciousness, breathlessness, and haematemesis. It needs to be part of the induction training and all staff who are likely to be the first point of contact to patients with urgent medical problems require yearly training which can be in house or external. The training should cover the assessment of severity and the correct disposal e.g. contacts duty doctor immediately. The training materials need to be in written form and kept as they have to be supplied as evidence. Useful information can be found at: http://www.primarycarefoundation.co.uk/page9/page25/files/GP%20Urgent%20Care%20Report.pdf.  

	
	CQC Reference
	Outcome 4/Regulation 9

Outcome 14/Regualtion 23


	QPA
	Essential Criteria

	37
	The in-house team ensures that the care of people with multiple problems is co-ordinated.

	
	Supporting Information
	Two case histories. These should demonstrate how the team has worked together as a unit to give a co-ordinated package of care Either should include those with multi-morbidities which have significant impact on the quality of life.

	
	Guidance
	The case history should describe in an anonymous way a patient who suffers from multiple problems which could be several chronic diseases. The history should include how the care for this patient is co-ordinated so that, for example, that patient is not called to several different provider based clinics on different days. Each case history should be about half a page of A4 (200-300 words) with the expectation that you would not write more than a maximum of 500 words.

	
	CQC Reference
	Outcome 4/Regulation 9

Outcome 6/Regulation 24


	QPA
	Essential Criteria

	38
	The provider has a written quality improvement strategy for clinical governance which enables quality assurance of its services and promotes quality improvement and enhanced patient safety. The strategy is implemented throughout the service and its effectiveness reviewed.

	
	Supporting Information
	At least quarterly meetings about quality improvement and safety; written agenda and minutes; set objectives related to information about quality and safety relating to the provider; named people responsible for meeting objectives. Evidence that objectives are met and how services have been improved.

	
	Guidance
	Any element of clinical governance can be covered at these meetings e.g. the result of an audit, from complaints, user feedback, patient safety incidents and serious untoward incidents, investigations, external findings and recommendations, patient safety communications. An annual complaint review and/or SEAs can form the substance of some but not all the meetings. When objectives have been set then evidence needs to be presented as to how they were met or good reasons given why they have not been met. The provider ensures that any relevant issues are included in individual’s appraisal portfolios.

	
	CQC Reference
	Outcome 16/Regulation 10


	QPA
	Essential Criteria

	39
	The provider builds a safety culture and takes action to implement learning by operating a policy to identify and learn from all patient safety incidents, significant events and incidents and recommendations and alerts from external bodies; to share learning points with all team members and also any relevant outside agencies.

	
	Supporting Information
	Three examples of events (significant event, yellow card report, drug alert etc) for which there is evidence of shared learning (e.g. pharmacist). Evidence of implementation such as a case discussion with learning points and follow-up; evidence of how this strategy links to the NPSA 7-Steps, and national incident learning prevention advice Central Alerting System.

	
	Guidance
	Significant event audits, which are used for QOF, may be used as long as they involve patient safety. All stakeholders in the event should take part in the discussion of the event. Evidence needs to include what actions have been taken and a review of these actions described. Information on the NPSA 7-Steps can be found at: http://www.nrls.npsa.nhs.uk/resources/collections/seven-steps-to-patient-safety/?entryid45=59804

	
	CQC Reference
	Outcome 16/Regulation 10


	QPA
	Essential Criteria

	40
	The provider ensures people receive services which are safe and effective because it evaluates and implements relevant good practice evidence and guidance.

	
	Supporting Information
	A written protocol for receiving, evaluating, disseminating, implementing and reviewing new evidence based guidance relevant to the service provided. Evidence of two examples of new guidance received by the provider within the last year. A written protocol for receiving, evaluating, disseminating, implementing and reviewing new evidence based guidance relevant to the service provided.

	
	Guidance
	The guidance may have arisen from for example NICE/SIGN guidance.

	
	CQC Reference
	Outcome 4/Regulation 9

Outcome 16/Regulation 10


	QPA
	Essential Criteria

	41
	Team meetings take place quarterly to discuss clinical and safety issues (with clinical and safety issues always separate items on the agenda) and policies where all provider and attached team members are invited to attend and contribute. Team meetings should include peripatetic locums where appropriate when involved with complaints, SEAs and audit, and should be scheduled at appropriate times to allow them to attend. Records are kept of decisions made and actions to be taken at meetings and these are made available to relevant team members. There are also regular minuted meetings of those members of the team with management responsibility.

	
	Supporting Information
	This covers any meetings held by the provider involving overall team meetings or the management team. It is important that any actions resulting are recorded and then there is a mechanism of sharing them with those that are involved in implementing the actions.

	
	Guidance
	These meetings are concerned about anything clinical and safety issues and could involve discussing clinical cases or clinical guidelines.

	
	CQC Reference
	Outcome 16/Regulation 10

Outcome 14/Regulation 23


	QPA
	Essential Criteria

	42
	The team works with other agencies, groups and the community to help improve access to local services, local public health, prevent disease and promote the health of their patients.

	
	Supporting Information
	Description of two examples within the last 3 years where the provider has worked with others to improve local public health, prevent disease or promote the health of their patients.

	
	Guidance
	Examples would be acceptable as long as this involved working with others outwith the provider. The examples should be from the past year. Examples should be anonymised and take about half a page of A4 (200-300 words) with the expectation that you would not write more than a maximum of 500 words.

	
	CQC Reference
	Outcome 6/Regulation 24


	QPA
	Essential Criteria

	43
	The team identifies possible health and safety risks to team members, takes steps to minimise them, and has policies in place for responding when/if adverse events occur.

	
	Supporting Information
	Written Health and Safety policy with evidence of risk assessment and actions taken in response. Written evidence showing awareness of employment and health and safety legislation. This will include evidence that the Hepatitis B status of all doctors and relevant practice-employed staff is recorded and immunisation recommended if required in accordance with national guidance.  

	
	Guidance
	Health and Safety Executive’s website on www.hse.gov.uk. The website provides a free booklet entitled ‘Five steps to risk assessment’. They should include assessing procedures under the Control of Substances Hazardous to Health Regulations 1994 (COSHH). As well as identifying the risk actions have to be taken to reduce the risk.

	
	CQC Reference
	Outcome 16/Regulation 10

Outcome 10/Regulation 15

Outcome 14/Regualtion 23


	CQC
	Essential Criteria

	44
	The provider ensures that information about how to make a complaint is readily available to people who use services. People who make a complaint are given information promptly about its investigation, any changes that will result, and are given an apology if appropriate.

	
	Supporting Information
	Written patient complaints policy. The complaints policy needs to be consistent with the NHS complaints procedures. Two examples from the past one year should be given with evidence of implementation and follow-up. If no written complaints have been received in that time then this should be stated.

	
	Guidance
	Useful information can be found at the following web links to NHS complaints procedures:

· For the patient: http://www.dh.gov.uk/en/Managingyourorganisation/Legalandcontractual/Complaintspolicy/NHScomplaintsprocedure/DH_4080897
· For the provider: http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4005491

	
	CQC Reference
	Outcome 17/Regulation 19


	QPA
	Essential Criteria

	45
	The team regularly audits its work, demonstrating the full audit cycle and the application of criteria and standards where appropriate, covering a range of topics including clinical care, patient safety, communication with patients, and provider organisation; and uses this information to evaluate and set goals about how their service could be improved.

	
	Supporting Information
	Outline of plan (e.g. audit calendar/cycle) for the forthcoming year including name of responsible individual. Submission of three audits (each on a different topic; for example: on clinical care, safety; provider organisation or communication with patients). Evidence of implementation and action points identified and with evidence of follow-up; this could be linked, if appropriate, to the NPSA 7-Steps, and national incident learning prevention advice Central Alerting System. 

	
	Guidance
	In an audit, the criteria, the standard or level of performance, the results, analysis of results, corrective action, the results of the audit and a discussion of them need to be presented. Current RCGP recommendations for Revalidation are that doctors need to undertake an audit in which they can identify care for which they are individually responsible, ensuring audits comply with RCGP revalidation guidance (see Good Medical Practice for General Practitioner 2008 at: http://www.rcgp.org.uk/PDF/PDS_Good_Medical_Practice_for_GPs_July_2008.pdf). 

· See also: http://www.php.nhs.uk/php-news/3.html. 

· Useful information is available at CIRC (http://www.rcgp.org.uk/clinical_and_research/circ.aspx ). 

· Information on the NPSA 7-Steps can be found at: http://www.nrls.npsa.nhs.uk/resources/collections/seven-steps-to-patient-safety/?entryid45=59804

	
	CQC Reference
	Outcome 16/Regulation 10


	QPA
	Essential Criteria

	46
	The provider encourages people to be involved in influencing how the service is run. The provider has effective methods of working with, involving and communicating with patients and carers to plan develop and implement services, encourages suggestions and feedback from individual patients and this feedback is responded to by the provider.

	
	Supporting Information
	Evidence of engaging patients in dialogue and making an effort to reach all patients not just the articulate and forceful. This will include written policy of patient engagement as described in guidance. Written description of at least two examples of how the provider has engaged patients and their carers at all stages in the planning, delivery and implementation of services and examples of changes made within the provider as the direct result of feedback from individual patients, and how the suggestions of patients and carers have been taken on board. This may include the use of:

· Case conferences

· Fund-raising events

· Patient participation groups / focus groups

· Patient involvement in management meetings

· Questionnaire surveys

· Adherence to NPSA 7-Steps

	
	Guidance
	A policy to enable patient and carer involvement  should include:

1. Description of method used to collect suggestions and feedback e.g. suggestion box with reply slips, formal written feedback, patient participation group meeting

2. Name of person responsible for dealing with responses received 

3. Details of time limits involved in responding feedback and suggestions

4. Description of the process by which the Provider deals with feedback and suggestions received. This should include: 

· Involvement of whole team

· Review of current systems

· Identification of potential problems

· Details of changes made

· How the patient is informed of the outcomes of their suggestion (if appropriate)

· Review of the impact of the changes                         

Useful information can be found at:

· http://www.napp.org.uk/
· www.networks.nhs.uk/practicemanagement, 

· http://www.nrls.npsa.nhs.uk/resources/collections/seven-steps-to-patient-safety/?entryid45=59804

	
	CQC Reference
	Outcome 16/Regulation 10

Outcome 1/Regulation 17


	QPA
	Essential Criteria

	47
	The provider has a clear policy, implemented in practice, monitored and reviewed, of encouraging and supporting patients and carers to understand and make decisions about their own care.

	
	Supporting Information
	Written policy and examples of evidence which may be a case history or patient survey or focus groups or statement from the Patient Participation Group.

	
	Guidance
	A case history should demonstrate how the patient was helped to make a decision e.g. patient information sheets, information on various options. A case history should be anonymised and take about half a page of A4 (200-300 words) with the expectation that you would not write more than a maximum of 500 words. A patient survey e.g. a patient enablement survey, would demonstrate how involved patients felt in their management. The evidence on a focus group would demonstrate how that group influenced the care given for a particular disease.

	
	CQC Reference
	Outcome 4/Regulation 9

Outcome 1/Regulation 17

Outcome 2/Regualtion 18


	QPA
	Essential Criteria

	48
	Relevant information is provided to patients about provider opening hours and appointment availability standards and arrangements for care outside normal contractual opening hours.

	
	Supporting Information
	(1) Information displayed in the provider premises and covered in detail in the patient information leaflet or website (hyperlink may be submitted as evidence). Information provided in a format that is accessible to all patients. The notice board and/or provider leaflet should be available or visible from the reception area, or be available on the waiting room TV;  (2) Up-to-date, revised when changes occur and reviewed every 12 months; (3) Links to NHS Choices where relevant  i.e. Providers in England 

	
	Guidance
	An extract from the leaflet, the web site address and a copy of the notice on the providers’ premises should all be given and the relevant information contained in each. The waiting room may have an information display screen and if this is the case then evidence should be provided as to what is on the screen. Providers may have their own web site or use NHS choices. Appointment availability standards refer to a statement of the time within which the provider can give an appointment. The provider may also wish to state the target percentage in which this is achieved. The information should include how long it should take to obtain a routine appointment with a doctor and how long it will take to see a named doctor. Where appropriate availability of nurses should be included. A statement on the opening hours and any extended hours should also be included in each of the three information sources. A date when the information was updated should be included in the evidence. It should be updated when any change occurs. Information about NHS Choices for English providers can be found at http://www.nhs.uk/Pages/HomePage.aspx.

	
	CQC Reference
	Outcome 1/Regulation 17


	QPA
	Essential Criteria 

	49
	If the team serves groups requiring assistance with communication, including patients whose first language is not English, the profoundly deaf, interpreter services and translated literature are available.

	
	Supporting Information
	Written description of how a translator and translated material can be made available if required; availability of a loop system; and use of advocacy services

	
	Guidance
	If a provider has patients who cannot speak English, then translated literature should be available. If the proportion is small then the provider should have ideas on where they would seek help with translators or literature. Useful sites include Signtranslate at www.signtranslate.com and Language Line (which is a 24 hr telephone interpreter service) at http://www.languageline.co.uk. The Multikulti website provides translated advice and information in community languages, including how to register with a GP at: www.multikulti.org.uk website etc.
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