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Recent failings in the health and social care system have highlighted the need for greater clarity about who is
responsible for identifying and responding to failures in quality. The National Quality Board has addressed this
through the publication of two reports 

1. Review of early warning systems in the NHS (24 February 2010):-
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_113020

2. Maintaining and improving quality during the transition: safety, effectiveness, experience (March 2011)
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_125234

But if we are clearer about our roles and responsibilities, then we also need a more consistent approach to
how these difficult judgements about quality are made and to provide the managers and clinicians who have
to make them with more guidance and support. How should we judge whether a service is failing or not?
What tools might be used to better understand the situation, and what action should be taken as a result?

As part of the SHA to SHA Cluster Handover Assurance Process run in 2011, we sought to understand from
each region what the current ‘best practice’ operating model for key aspects of quality is in their area, with a
view to encouraging adoption across the country. Rather than try and produce one overarching model, we
have worked with the NHS and key stakeholders to produce a series of practical ‘How to’ guides that directly
relate to the key issues that NHS staff have suggested that further guidance would be helpful. These
documents and a range of other resources can be found on  http://www.dh.gov.uk/health/category/policy-
areas/nhs/nqb/. These guides are not set in stone: they represent our best understanding of the most
effective way of responding to quality concerns, and we would welcome feedback and comment so that we
can continue to incorporate any learning and experience into the operating model for quality.

Quality is complex. It is systemic: that is, the delivery of high quality care depends upon many different parts
of the system working together. Therefore, the most important part of any operating model for quality in the
NHS must be the culture and behaviours that our respective organisations adopt within and between
ourselves. 

Proposed Operating Principles 
• The patient comes first – not the needs of any organisation or professional group

• Quality is everybody’s business – from the ward to the board; from the supervisory bodies to the
Regulators, from the commissioners to primary care clinicians and managers

• If we have concerns, we speak out and raise questions without hesitation

• We listen in a systematic way to what our patients and our staff tell us about the quality of care

• If concerns are raised we listen and ‘go and look’

• We share our hard and soft intelligence on quality with others and actively look at the hard and soft
intelligence on quality of others

• If we are not sure what to decide or do, then we seek advice from others 

• Our behaviours and values will be consistent with the NHS Constitution

The purpose of ‘How to’ guides
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Summary

This is one of a number of ‘How to’ guides issued by the National Quality Board (NQB) which has been

designed to help commissioners undertake a rapid appraisal of an organisation or service from a

quality perspective. The approach and methodology is primarily designed for use in the acute setting

but is sufficiently flexible for application across a range of other clinical and organisational

environments such as intermediate care.

The guide is specifically for use in the current healthcare system but learning will be used as part of the

design work underway to prepare for the changes to the NHS architecture and systems which are due

to come into operation in April 2013.

The operating principles are based on peer review although there is a real focus on scrutiny and critical

appraisal by senior clinicians and managers. The methodology is centred on making sure that the

concept of ‘looking and seeing’ dominates the process with patients actively involved.

The approach is not a ‘catch-all’ but will, I believe, prove a useful addition to established processes

available to commissioners for measuring and assessing the quality of care provided for patients.

This straightforward approach to checking with patients and staff that the quality of care is as it

should be is to be welcomed. Real time ‘on site and near to the bedside’ reviews of a type associated

with the application of rapid responsive review, adds value in a way that other virtual exercises simply

cannot achieve. By engaging patients and staff and listening carefully to what they have to say

commissioners can tap into a rich source of information about the quality of services provided for

patients.

Given that medical and nurse directors have a central role in assuring the quality of care provided for

patients we trust that they will take an interest in, and apply, this ‘How to’ guide as part of their

general approach to making sure that patients are well cared for and are safe.
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This guide has been developed to complement the work already undertaken by primary care trusts

(commissioners) to assure themselves that the care provided for patients is acceptable. Although

primary responsibility for the quality of care lies with the provider board and the Regulator has

additional statutory duties, this guide is aimed at supporting commissioners to exercise their specific

responsibilities with regard to the services they purchase. It also provides a structured and systematic

approach to the delivery of a rapid responsive review and has been designed primarily for use in the

acute sector. There is however, scope for application in other locations particularly intermediate care,

inpatient elderly care facilities and similar clinical environments. 

The use of a rapid responsive review should not be undertaken in isolation but seen as a key

contributor to the broader assessment of services provided for patients. Essentially it should form part

of the commissioner’s ‘tool box’ for gaining assurance about standards of patient care.

What Is A Rapid Responsive Review?
A rapid responsive review is a form of rapid investigation which takes account of a broad range of

data sources to inform the scope of enquiry. It is based on active engagement with clinical services,

patients and staff to assess the standard of services provided for patients.

Chapter one: Context
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The CQC is responsible for the registration of providers. It monitors compliance with essential levels of

quality and safety1 and undertakes scheduled, responsive and themed inspections of services, most of

which are unannounced. The responsive inspections it undertakes are in response to information

about concerns and risks, including potential quality failures.   However SHAs and commissioners are

responsible for enabling the provision of good quality of care through commissioning processes as

reinforced in the Operating Framework2. This involves delivery of the national contract and associated

performance measures3, particularly the application of CQUINS4. On occasions, and in discussion with

the CQC, SHAs/PCTs may conduct a rapid responsive review to establish whether there have been

quality failures or unacceptable risks in respect of the quality of care being provided for patients. 

In particular commissioners have a duty to ensure that they pursue a systematic approach to the

assessment of patient safety and experience across all contracted providers. This is important not only

for the board but also for the public.  

The rapid responsive review methodology has been designed to assist both the SHA and

commissioners to deliver against this level of responsibility and in so doing help assure themselves of

the standard of services provided for patients.

Although designed for use primarily in the acute sector the approach is easily applied to similar clinical

settings such as intermediate care, inpatient care of the elderly or sub-acute /urgent care settings.

Development of guidance and tools for use in mental health and nursing home provision are currently

under consideration.  

The guide explains the purpose of the rapid responsive review and sets out the methodology and

processes to be followed in order to achieve a robust and valid review. It places emphasis on the need

for board leadership, supported by a senior and experienced team. Application of the methodology

must not be undertaken solely by senior or middle grade managers or clinicians (see chapter 3).

The guide should be considered carefully and advice sought from the SHA on the first application by

commissioners.

1.  CQC Essential Standards

2.  The Operating Framework for the NHS in England  2012/13 

3.  Commissioning Outcome Framework

4.  Guidance on the Standard NHS Contract for Acute Hospital Services 2012/13

Chapter two: Introduction



A rapid responsive review provides commissioners with a means by which they can carry out a

structured and purposeful visit to a trust or other provider as part of their routine assurance

monitoring of the quality of care being delivered. The process can also be used where issues have been

raised that could potentially impact adversely on an aspect of the quality of care, including patient

safety and/or experience. In essence a rapid responsive review can be used both on a planned basis

and as an immediate response to a problem or crisis. Where the latter is the trigger, there should be a

discussion with the CQC about whether a CQC led responsive inspection is the appropriate process or

a commissioner led responsive review. 

The commissioners must be clear about the justification for intervention in the form of a rapid

responsive review. The decision to undertake a rapid responsive review should be made at board level

and sponsored by the lead director for quality, usually the nurse or medical director. The chief

executive would normally be involved at the decision making stage and endorse the process.

Credibility of the process moving forward is dependent on board level sponsorship, the appointment

of a lead director and the support of a senior and experienced team. 

The rationale for undertaking a rapid responsive review must be based on a robust appraisal of both

quantitative and qualitative data available about the trust/provider set against all available soft

intelligence. Contact with the Care Quality Commission’s regional director to discuss Quality Risk

Profile (QRP) data, other intelligence as well as any current or planned CQC intervention is crucial at

this stage. For foundation trusts, Monitor must also be consulted. 

It is vital that an integrated dashboard on performance, including quality is considered. An example of

the type of dashboard to be used is provided at Appendix 1.  

From careful consideration of the core data and other intelligence the lead director should work to

achieve a balanced and evidenced based view of the provider which can be both easily articulated and

documented. The scope of the review and subsequent efficiency is dependent on reliable analysis of all

available intelligence and data so it is important that the process is not unduly shortened or managed

in haste.

It is also important at this stage that discussions take place between the chief executives of the PCT

and trust / provider. This will encourage joint ownership of the rationale for the rapid responsive review

and afford the trust/ provider chief executive the right of redress in the event that the commissioner’s

assessment of the situation is inaccurate or ill informed. It would be unfortunate if a rapid responsive

review was launched on the grounds of flawed analysis, review and judgement.

8

Chapter three: Trigger for the use of the rapid
responsive review
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Examples of Triggers for a Rapid Responsive Review

(this is a list of examples and is not exhaustive)

Alarms or concerns arising from the examination of qualitative and quantitative data. For example,

raised mortality rates, deteriorating infection profiles or concerning patient harm reports.

Alternatively a worrying set of workforce metrics or credible soft intelligence which is not readily

accounted for by the provider

When a concern about quality has been identified and acknowledged by provider and

commissioner yet the mitigating actions to improve the situation are showing little signs of having

an impact and patients continue to be at risk

Repeated failure to deliver agreed improvement plans

Trend data indicates potential or actual patient safety issues. For example, little or no improvement

in performance and an unconvincing submission of evidence by the provider such that there is a

breakdown in confidence that the provider has sufficient grip on the situation

Credible and material whistle blower feedback

Complaints about services provided for patients which suggest problems are not isolated and

perhaps are more systemic

Heroic cost improvement plans (CIPs) which are focused on cost reduction through major

workforce or service reductions. This might include a poor outcome to the quality impact

assessment

Evident or suspected poor leadership and/ or governance, particularly clinical governance

Dramatic media exposure / covert reporting. For example of a type used to report on events at

Winterbourne

Escalation of the number and type of minor concerns that begin to raise  more  fundamental

questions of governance or competence of the provider to deliver a safe service

Highly critical independent service review reports which identify repetitive serious failures

Serious concerns raised by CQC, Monitor or professional bodies
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This section provides an overview of the steps to be taken to prepare for a rapid responsive review.  

It is not an exhaustive list and may need to be modified depending on local circumstances and the

issues which prevail at the time. Any modification however, should not compromise the commitment

and presence of board directors.  

Establishing the reason for the review
As outlined in the previous section identifying the issues and concerns is an essential part of the

process and sufficient time should be set aside at the outset to clarify why a rapid responsive review

should be undertaken. To help ensure success, it is strongly recommended that the initial discussions

are chaired by the chief executive with support from relevant board directors, notably the medical and

nurse directors. To proceed otherwise would negate an important aspect of the review methodology –

board level ownership and leadership.

The PCT chief executive should nominate a director with responsibility for quality, usually the nurse or

medical director, to lead the review although the process should continue to be sponsored by the chief

executive. The director will be responsible for signing off the data analysis, conclusions and scope of the

Review. This process must be formally constituted and reported to the chief executive prior to submission

to the board through established governance procedures of the commissioners. The director will provide

leadership to the process and act as the formal link with the trust/provider under scrutiny.

It is also good practice and in keeping with the guidance – Review of Early Warning Systems in the
NHS3 that the CQC regional director is briefed by either the PCT chief executive or lead director. In the

case involving a foundation trust, Monitor must also be briefed. This should be documented and

regular communication with CQC and Monitor maintained.  Intelligence from the CQC and Monitor

should be taken into account and documented as part of the early assessment of available data. It is

also advisable to invite CQC and Monitor representatives to join the Review. The detail of engagement

should be agreed with the CQC and Monitor prior to launching the review and should respect and not

compromise the statutory responsibilities of two Regulators.

Time should be spent at this stage;

• Populating and using a specific dashboard (see example at Appendix 1) which accounts for key

performance indicators and quality metrics in the context of ‘soft intelligence’. This should include a

summation of the data analysis to help inform key lines of enquiry.  This document will provide both

the evidence base for moving forward as well as provide a record for any subsequent audits.

• Collating and reviewing background information to ensure that directors and members of the

Visiting Team have a broad understanding and working knowledge of key indicators and the

organisation under scrutiny.  This would include a profile of the provider.  Information not readily or

routinely accessible to the commissioners should be obtained from the SHA, CQC or Monitor.  

Chapter four: Preparing for the visit  

3.  Review of early warning systems in the NHS, National Quality Board 2010
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• Formulating an emerging issues list from analysis of the evidence. This might include a series of

outstanding issues which require specialist analysis.  

• Consulting with stakeholders such as the post graduate medical dean, local authority, specialised

commissioning or Local Supervising Midwifery Authority Officer depending on the basis for

considering rapid responsive review.

• Interpretation of soft intelligence as part of the overall assessment such that sufficient weight is

given to the information.

• Formulating lines of enquiry. Suggested points of enquiry for use when engaging with the provider

chief executive, medical and nurse directors are set out at Appendix 2.

Decision making should be balanced and easily justified. This will help ensure that the scope of the

review remains focussed and purposeful. It will also inform;

1. The letter to the trust / provider chief executive

2. The  composition of the Visiting Team

3. The basis for briefing the board and other stakeholders

4. The communications plan and fulfilment of the duty of candour

5. The approach to any patient confidentiality issues

6. The well being of staff involved with, or subject to, the review

7. The audit trail for future reference

The team
The Visiting Team must be led by an experienced, credible, influential and appropriately qualified board

director, who holds responsibility for quality. Ideally this should be the medical or nurse director.

The Visiting Team should comprise senior and credible staff who have the respect of their peers and

who have the gravitas and stature to perform the tasks expected of them. Deployment of junior to

middle grade staff must be avoided since the review is something that is best done by people with a

wealth of experience, knowledge of the service and the capability to handle difficult and often

sensitive situations. It is strongly recommended that the lead director assures themselves that the

assembled team is able to match the demands of the review. They should also be able to justify the

team membership.

The behaviour expected of Visiting Team members should be made clear at the outset by the lead

director.  Professionalism and mature working styles, which are respectful of individuals and

organisations, are essential. Moreover, they must be willing to uphold the values set out in the NHS
Constitution4. Visiting Team members must also have the ability to critically appraise and interpret

information, situations and conversations. Good judgement skills and the ability to engage with

patients, carers and staff at all levels are essential pre-requisites.

Depending on the scope of the review consideration should be given to the inclusion of the post

graduate medical dean or a member of their team. Other contributors might include;

• PCT  director 

• General Practitioners (lead commissioners)

4  NHS Constitution, Department of Health 2009
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• Consultant Medical Staff* 

• Senior Nurses / Midwives* 

• Allied Health Professionals*

• Local Supervising Authority Midwifery Officer

*Drawn from provider services from outside the area under scrutiny

The PCT chief executive might also wish to involve SHA directors to form part of the team. In

exceptional cases the SHA will insist that a member of SHA staff join the review. In addition the SHA

must be notified by the commissioners as a matter of course of any rapid responsive reviews planned.

Expert contributors can be attracted from the Royal Colleges. Contributors must not be associated

with the organisation under scrutiny and any potential conflict of interest must be formally considered

and documented. A formal offer of indemnity should be made to all external contributors and

appropriate records kept.

A dedicated administrator and note taker should be appointed. This individual should be capable of

working with senior staff and be familiar with handling sensitive and confidential material. 

Once constituted the team should receive a letter of confirmation from the lead director setting out

the invitation, the scope of the review and the expectations placed up on them.

The lead director should then hold a briefing session for the team. Ideally this should occur in advance

of the review but can be held on the day of the initial visit where time is of the essence. The session

must be based on written evidence supplied to the team and a note made of the discussion.  

Assurance visit checklist

VISIT CHECKLIST 3

1 Visit schedule – Plan for the day (outline provided at Appendix 3) 

2 Site map, address and contact details

3 Copy of the letter to the provider chief executive

4 Summary of the issues  which have trigged the rapid responsive review 

5 Briefing material on performance including quality, workforce and other 
intelligence or relevant information  

6 Briefing on the application of the review methodology and the behaviours 
expected of the visiting team

7 Check for consensus and understanding

The lead director is responsible for ensuring compliance with the process and the ongoing consensus

about the scope of the review. Any descent or disagreement must be addressed prior to engagement

with the provider under scrutiny. 

The team should be advised by the lead director of the action to be taken should they encounter a

‘hot issue’ such as a major patient safety issue, a verbal complaint, staff whistle blowing etc during the

course of the visit. 
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This might involve for example;

• An immediate safety issue is identified: The team should intervene if appropriate and safe to do
so.  Otherwise they should notify the nurse/doctor in charge of the ward/department and if deemed
extremely serious contact the nurse/medical director and take advice from the lead director.

• A patient or carer raises a complaint: Take details of the individual and seek assistance of the line
manager for the area/matron to action in line with local policy.

• A member of staff whistle blows: listen to the staff member and arrange for their concerns to be
documented and handled in line with local policy.

• If there is a breach of confidentiality or press leak: The SHA/commissioners/trust
communications team should be immediately notified and work with the chief executive and lead
director to manage the situation.

Care should be taken at all times to adhere to the Department of Health’s two-part Records
Management: NHS Code of Practice (Gateway Ref: 6295)5 which 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 guidelines contained in this code of practice apply to NHS records of all types (including records of

NHS patients treated on behalf of the NHS in the private healthcare sector) regardless of the medium

on which they are held.

Notification to the provider
Effective communication with the provider will help secure a successful and efficient review and

preserve working relationships. The PCT chief executive should speak to the provider chief executive to

discuss the proposed visit and explain the purpose and agree the process. Any disagreements at this

point should be resolved before proceeding.  

The PCT or provider chief executive should consult with the cluster chief executive and if matters are

unable to be resolved consult the SHA. 

The conversation between chief executives should be confirmed in writing by the PCT chief executive

and include as a minimum a clear rationale for the Review with reference to the supporting evidence.

The PCT chief executive must give 7 working days notification of the visit in writing unless there is a

pressing need to move more quickly.

A timetable of the first visit should be sent to the trust/provider chief executive at least 5 days prior to

the visit to allow the organisation to prepare effectively is provided at Appendix 3. A draft letter is

provided in Appendix 4.

Only in exceptional circumstances, where the rapidity of the review prevents this period of notice will

the two chief executives agree a shorter period of notice.

Administrative leads for both organisations should be confirmed at this stage. They will co-ordinate

the visit logistics and provide relevant information, documentation and other briefing material.

The checklist overleaf is a summary of actions and clear rationale to assist the team in preparation for

the enquiry. The list is not exhaustive.

5  Records Management and NHS code of practice
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Checklist

ACTION RATIONALE 

CEO sponsorship and leadership. Senior endorsement and ownership to help raise
the profile of the review and ensure effective
ownership by the board.

Appoint a lead director for quality Secures senior leadership and contributes to
board ownership.

Be clear about the reason for the rapid
responsive review and the evidence used
to identify the lines of enquiry/scope.

Evidence based approach.
Enables good communication.
Provides a record for future audit or formal
enquiry.

Engage stakeholders as appropriate. Partnership working.
Balanced assessment of the situation and
collective ownership of the process.
Helps promote a positive and inclusive culture.
Avoids surprises or revelations at a late stage in
the process.

Select the team and ensure members are
suitably qualified and experienced to
undertake the task.

Provides assurance that the team has the
experience and stature to fulfil the role. 

Plan and execute the review on a formal
and confidential basis.

Provides structure and confidence about the process.
Provides evidence in the event of any challenge to 
the governance underpinning the planning and
delivery of the review.
Provides a formal record for future audit or enquiry.

Ensure record keeping and general
administration is of a high standard and
in line with best practice.

Secures reliable data accuracy/evidence base.
Provides reliable document control and retrieval
system.

Prepare a communication handling plan Provides clarity in relation to any internal and external
messages to be issued about the review.
Supports and encourages collective communication
amongst stakeholders to help maintain and promote
public confidence.  
Enables reactive and proactive communications.

Appoint a lead administrator to help plan
the logistics and delivery.

Enables reliable, timely and efficient systems to be
put in place and to be maintained.

Feedback to team members and consider
formal debriefing for the organisation
under scrutiny. 

Provides clarity about the findings and ensures
consistency of message and an inclusive
approach/openness.

Supports ongoing dialogue about any remediation
and associated performance monitoring
requirements. 
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The plan for the day starts with a briefing for the Team conducted by the lead director. This is followed

by formal discussions with key members of the trust/provider executive team, specifically; 

• Chief Executive

• Director of Nursing

• Medical Director

An outline programme for the day is set out at Appendix 3.

This must be undertaken by the lead director supported by one or two directors usually the PCT

director of nursing and medical director. It is important that the discussions are conducted between

board directors, given the purpose and potential sensitivity of these discussions. 

Possible lines of enquiry for meetings with the aforementioned directors are set out at Appendix 2.

In tandem with this, visits to clinical areas should be undertaken by selected team members to observe

patient care and the environment. This is not the time for detailed questioning of staff. However it is

the time for the team to gain an appreciation of systems and processes – what appears to be working

well and what perhaps, is not working as well as it should. Appendix 5/6 provides a guide for this

process and the associated feedback. 

Following the concurrent processes described above, the Team should then meet to discuss their initial

findings with the lead director. This discussion should be used to inform the approach to be taken for

the afternoon visits (may also be used to inform the unannounced visits which follow – see chapter 6).

The discussion should be noted and consensus reached.  Specific issues and key lines of enquiry which

require a more in-depth review should be confirmed at this stage. It is important that the lead director

secures consensus among the visiting team before proceeding.

To undertake the more in depth review a suggested framework, Energise for Excellence, is provided at

Appendix 7. The framework can be used to guide a discussion with clinical teams or the relevant

sections used as an aide memoire where time is limited. The framework promotes areas for exploration

with patients and staff, and has been designed to enable the rapid assimilation of quantitative and

qualitative data. The assessment can be Red, Amber or Green (RAG) rated. That stated it is a guide

and may require modification by the visiting team to reflect local circumstances.

The individual sections of the framework can be used to direct lines of enquiry for focus groups with

staff and patients.

Information gathered from the clinical visits should not be used in isolation to form an immediate

judgement about the clinical area or service. It must be triangulated against the original briefing for

the enquiry and other data and feedback collected during the course of the review.

Chapter five: Announced visits 
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Focus group discussions with a variety of stakeholders should also conducted in the afternoon. 

These need to be led by members of the team. They should include:

• Patient groups

• Matrons/senior nurses and midwives

• Senior medical staff and clinicians in training, particularly doctors and nurses  

• Managers

• Front line staff, including staff side representatives.

The Visiting Team need to meet for a final session at the end of the day to consider the outcome of

the clinical visits, discussions and meetings undertaken. The template at Appendix 8 offers a guide to

this process. The lead director must chair the discussion and ensure feedback is received from each

member of the team. It is important that sufficient time is allocated to this part of the review.

A consensus on the outcome of the visit should be reached and any disagreement thoroughly

considered and satisfactorily addressed. This discussion should be summarised and documented by the

lead director to form the basis of the verbal feedback to the trust/provider chief executive that

evening. This should include an overall assessment and findings of the visit together with a list of any

‘hot issues’ which require immediate action by the trust/provider chief executive. Good practice

identified at the stage of preparation and during the course of the visit should also be flagged as part

of the feedback (Appendix 9).

The trust/provider chief executive is expected to respond in writing to the initial feedback within 24

hours or sooner when ‘hot issues’ requiring immediate action has been reported. This should be done

on a formal basis and the lead director is responsible for making sure that action taken is satisfactory

and that no residual patient safety or experience issues remain unresolved.

The lead director is expected to write to the trust/provider chief executive confirming the substance of

the feedback given. This should be within 24 hours of the visit and shared with the Team in

confidence.



17

The Visiting Team should undertake a minimum of three unannounced visits within a week of the

announced visit. This will assist with the assessment of information gleaned about the organisation. At

least one of these visits must cover out of hours, for example during a staff handover period from days

to night, Bank Holidays, night duty or weekend shifts.

Each visit should check that any ‘hot issues’ identified at the time of the announced visit have been

rectified and that any previously identified patient safety and /or experience issues have been resolved.

This should provide additional assurance but may prompt the need for further remedial action.

The visits should be conducted by at least two members of the original Visiting Team to ensure

continuity. It is recommended that the reviewers work in pairs to assist with validation and quality of

the assessment.  Team members should be selected to best suit the key lines of review and one

member nominated as the lead person.

The process
The Visiting Team members should notify the director on call for the trust/provider service at the point

of arrival at the organisation. The director will be expected to facilitate access to the trust for the

Visiting Team. There is no particular need for the on call director to accompany the team, but they

should ensure that a senior member of staff on site acts as a guide to locate and gain access to clinical

areas.  The on call director must remain available to address any ‘hot issues’ spotted by the Visiting

Team which require immediate action to safeguard patients.

The visit should span a minimum of 4-6 hours. This will allow time for a robust assessment to be

completed. The tool (Appendix 7) can be used as an aide memoire to explore issues in detail, alongside

the checklist for observational visits (Appendix 5). 

The lead reviewer must provide high level feedback to the on-call director at the end of the visit.  

The feedback should be documented and shared with the lead director for the review within 24 hours.

In the event of ‘hot issues’ having been identified the Visiting Team leader must ask the on-call director

to take any immediate action deemed necessary and to confirm the position with the lead director for

the review within 24 hours. 

Chapter six: Unannounced visits  
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The lead director is responsible for preparing the letter within ten working days of the initial visit.

Members of the Visiting Team should have had the opportunity to comment at the drafting stage.

The report should include any immediate action required together with a broader set of

recommendations as deemed necessary. Good practice identified during the course of the preparation,

assessment and as a result of the visits should also be included. 

Once the position is clear the lead director is responsible for briefing the PCT chief executive, the SHA

and CQC regional director and where appropriate Monitor. The communication plan should be

finalised at this stage.

The trust/ provider chief executive should be given five working days to comment on the factual

accuracy of the letter and respond to the lead director immediately following this. It is good practice

for the lead director to discuss the letter with the trust/provider chief executive prior to the final letter

being signed off which should occur within ten working days of the letter being issued. An action plan

should be agreed subject to further discussions between the commissioner and the trust/provider chief

executive on the performance management arrangements to be put in place.

Both commissioner and provider organisations should submit the letter and associated action plan to

their boards, preferably in public unless there is a sound reason not to do so. 

De-briefing sessions should be organised for both trust/provider staff and members of the Visiting

Team. The optimal approach should be agreed with the parties concerned and organised by the lead

director in collaboration with the trust/provider chief executive. 

Ongoing monitoring
Once the review is complete, actions agreed and signed off by PCT commissioners and trust/provider

boards; follow up should normally be coordinated through the routine Clinical Quality Review

meetings between the commissioner and trust/provider. Exceptionally the SHA will adopt a lead role in

managing the process and associated performance management.

To enable ongoing monitoring, there should be:

• Clearly documented actions with defined resource requirements, outcomes and timescales for

progress reporting and completion.

• Agreement of the need and timescales for a follow up visit separate to those undertaken as part of

routine Clinical Quality Review

The commissioner will also need to ensure that decisions made in relation to ongoing findings can be

justified in public. As a performance measure and if sufficient progress has not been made the

commissioner should repeat the review and consider what additional steps are required to safeguard

patients.

Chapter seven: Report and follow up  
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Appendix one: Quality Dashboard   
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Appendix two: Suggested Lines of Enquiry to the Provider
Chief Executive and Medical / Nurse Directors 

Lines of Enquiry to Chief Executive
Theme Hypothesis Question Evidence 

Strategic There is clarity in the
organisation about the strategic
direction for clinical services.

Patient
Safety

Patient quality indicators are
presented to the board on a
regular basis

How is the board briefed on
quality, safety and patient
experience?

What are your current clinical
risks and how are you mitigating
against them?

Staffing Staffing establishments are
reviewed and adjusted to
provide safe and effective
care.

How confident are you that
clinical staffing levels are
adequate to ensure safe care?
How do you judge this?

Responsibility Board considers external reports
to ensure that they benchmark
themselves against risk and
mitigate as appropriate

Have you assessed the Trust’s
position against the finds\
recommendations set in the various
reports relating to Mid Staffordshire
NHS Foundation Trust and other
failures such as Winterbourne? Is
this type of appraisal formally
considered by the board?

If Yes: What was the outcome of
the assessment?

If No: Why not and are you
proposing to complete an
assessment?

Strategic Nurse and medical directors
demonstrate competence in
the delivery of their respective
roles specifically in relation to
quality, patient safety and
experience.

Do you have confidence in your
nurse/medical director to lead on
quality, patient safety and
experience?

Have you set specific objectives
and how are these performance
managed / appraised? Are there
outcome measures?

If no: what action are you taking
to improve / clarify the situation?

Does the trust have a clinical
services strategy?

If Yes: How is this being taken
forward?

If No: How are you managing
without a strategy?
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Theme Hypothesis Question Evidence 

General The chief executive has a grip
on quality.

What do you see as the biggest
challenges in your trust relating
to quality? What are you doing
about them? Are there any
concerns about patient safety
and quality in general which
you feel the Visiting Team
should be made aware of at
this early stage?

Lines of Enquiry to Medical and Nurse Director

Theme Hypothesis Question Evidence 

Strategic There is clarity in the
organisation about the strategic
direction for clinical services.

Does the board have a clinical
strategy?

If Yes: Obtain a copy and ask for
an explanation of how it was
developed and how it is being
delivered?

Where does nursing and
midwifery fit it i.e. what
contribution is it making? Similar
question to the medical director?

If No: ask what action is being
taken to develop a strategy and
how they lead clinical services
currently in the absence of a
formal strategy?

What value set does the
organisation have in relation to
patient safety, quality of care and
experience and are the nurse
director and medical director
working collaboratively to ensure
these values are met?

Are the roles and responsibilities
of the nursing and medical
directors clearly understood by the
board in relation to the quality
agenda? Are there any potential
areas of confusion about which
aspects of the portfolio they each
lead?
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Theme Hypothesis Question Evidence 

Strategic There is clarity on the strategic
direction of the trust

Do the nursing and medical
director have any difficulty
engaging the board?

Clinical
Standards

Report goes to the board on a
regular basis

Do you report clinical indicators
of care to the board?

If Yes: What do you report and
how frequently?

How was this regime of
reporting and the content been
agreed? 

Where is quality on the board
agenda? Is there meaningful
debate, discussion and decision
making?

Are you both challenged by the
non executives? Give examples.

Do your clinical staff attend the
board, for example HCAI agenda?

Patient
Experience

Patient experience reports and
progress on improvements are
considered by the board

Who takes the lead for patient
experience?

What input did you have to the
development of the patient
experience strategy?

What reports go to the board in
relation to patient experience and
how often? What is reported and
how is the information
triangulated against other quality
indicators?

What level of debate and
discussion occurs in relation to
patient experience? 

How do you become aware /
involved if there are complex
complaints relating to clinical care
and ensure that systems are put in
place to learn from these?

Responsibility It is clear who in the
organisation is responsible for
quality

Can you tell me who has
overall responsibility for the
quality & patient safety agenda
is in your trust? 
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Theme Hypothesis Question Evidence 

Patient
Safety

Patient safety indicators are
presented to the board on a
regular basis

How do you ensure that key
high level indicators are
discussed and actions taken
where trends are identified?

Is the debate and discussion
about HSMRs and associated
data fields? What action is
taken when rates are above
acceptable reporting?

How do you ensure that policy
is in place to minimise risk and
maintain standards in relation
to HCAI agenda?

How do you ensure that staff
have the equipment they need
to deliver care appropriately
and is there a system in place
for training?

How do you use soft
intelligence relating to quality,
safety and patient experience?

How do you ensure ward to
board feedback on quality,
safety and patient experience?

Facilities Patient environment is fit for
purpose

Do you have a programme to
ensure maintenance of the
ward/department environments?

What processes do you have in
place to monitor the
environment and assure yourself
and the board that standards are
acceptable?

Staffing Staffing establishments are
reviewed and altered to provide
safe and effective care.

Has the trust undertaken any
recent staffing reviews to assess
the appropriateness of current
staffing levels and has this
information been considered by
the board?

IF YES: What did the review(s)
show?

What actions did you take? Did
you take the results to the board
and where there any decisions
made regarding investment
requirements?



25

Theme Hypothesis Question Evidence 

Staffing Staffing establishments are
reviewed and altered to provide
safe and effective care.

Alternatively: Have you
undertaken an establishment
review?

If yes: When and how often do
you do this? What tool do you
use?

What was the outcome? Was
investment required and
approved by the board?

Staffing establishments are
reviewed and altered to provide
safe and effective care.

How did the establishment review
link to the annual business
planning process (service
developments/reconfigurations
planned)/ workforce & OD plan or
contingencies for activity
fluctuations?

Staffing The board is assured in relation
to the quality of pre and post
graduate education

Do you gather and use
information from QA reports
relating to the provision of pre
and post graduate education?

General The medical and nurse directors
have a grip on quality and are
providing leadership for the
agenda.

What do you see as the biggest
challenges in relation to quality,
patient safety and experience and
what are you doing about them? 

Additional high level questions 
1. Is there awareness at board level of the key issues relating to safety, experience and quality? This

should reflect board discussions held and evidence on the trust/provider risk register? Ask for the

risk register and a sample of board papers and minutes.

2. What is being done to tackle the risks?

3. Are there any blocks to progress and what evidence is organisational engagement? Is the staff side

aware and contributing to problem resolution?

4. How is progress reviewed by the management team?

5. What is the view of other staff (clinical staff in particular)? Is there any apparent division between

staff and management?

6. How would the trust describe its approach to governance issues – are the mechanisms widely

known?

7. How are the Clinical Quality Review meetings with PCT commissioners viewed – are they systematic,

comprehensive, taken seriously etc?
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Appendix three: Suggested Timetable for Visit

Suggested Timetable for Visit to ....................................................

Time Visiting Team Actions Venue

08.00 - 09.00 Pre- meeting for Visiting
Team

Alternatively: Have you
undertaken an establishment
review?

Time PCT commissioners Comment Venue
Team

13.00 - 17.00 Nurse director/clinical
members of the team

Visits to clinical areas 

14.30 - 16.00 Medical director/director of
nursing/director of
performance

Visit to specific clinical areas or
review services such as nutrition,
infection prevention and control,
complaints handling team etc (to
be determined as part of the
debate about lines of enquiry)

Senior nurse PCT
commissioner/patient
engagement lead

Patients and carers group 

09.00 - 10.00 Medical director/director of
nursing/director of
performance

Meeting with provider chief
executive

09.00 – 12.00 Clinical team members Observational visits to clinical and
other public areas. Possibly ’walk
through’ care pathway.

10.00 - 11.30 Medical director/director of
nursing

Meeting with staff and staff side
representatives

12.00 – 13.00 Visiting Team working lunch
– sharing feedback from the
observational visits and
reflection

Reach consensus and agree lines
of enquiry for the afternoon visits

13.00 - 14.00 PCT commissioners nurse
director and senior nurse

Medical director, GP and
other medical staff.

Meeting matrons/senior
nurses/midwives

Meeting with senior medical staff
including trainees (consider two
separate meetings running in
parallel).
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Time Visiting Team Comment Venue

16.00 - 17.00 Medical director/director of
nursing/director of
performance

‘Rapid fire’1-1 meetings with key
staff not included with any of the
meetings e.g. clinical education
lead for the trust.

17.00 – 19.30 Visiting Team reflection and
summing up

19.30 Lead director briefing to
provider chief executive
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Appendix four: Draft Letter to Provider Chief Executive 

Our Ref: 

Insert Date

Chief Executive 

Dear xxxx

Commissioner Led Visit to XXXXXX Hospital 

Further to the recent conversations, I am writing to confirm arrangements for the commissioner led visit to your
trust on insert date. 

As discussed the reason for the visit is the continued high HSMRs at the trust and the number of Never Events
and patient harms reported on STEIS. You have briefed us thoroughly on the work you are doing to improve
both mortality rates and patient safety but we felt it was important that we should arrange to see view services
first hand by instigating a Rapid Responsive Review.

The Review will seek to undertake a rapid assessment of the trust’s overall position on the provision and
governance of clinical services particularly with regards to the emergency care pathway.  This will include a
particular assessment of patient safety and experience. 

The visit will focus on:

• Leadership and governance arrangements within the trust for quality and safety issues

• A rapid review of the aforementioned clinical areas which will include:

a) visiting the A&E and emergency admission wards 

b) meeting a cross-section of clinical staff to see and hear first-hand about the provision of patient
services

c) meeting a cross-section of patients and carers in the clinical setting and through the use of focus
groups or similar meetings

d) assessment of clinical staffing levels in those clinical areas visited 

• Any issues/concerns raised through a number specific reports such as national reporting from Regulators, SUI
reporting and actions taken, performance against key clinical indicators such as HCAIs, safe care harms,
complaints data  or coroner’s reports

• Any other matters that arise out of the visit.

The Visiting Team will comprise;

• The PCT medical director and nurse and director of performance 

• A&E consultant and acute physician from another trust outside of your locality

• Senior nurses from other trusts outside of your locality 

• Clinical representatives from the PCT

I will aim to agree the timescales for the visit and programme with you within the next few days.  In the
meantime I should be grateful if you would let me have a point of contact by return to enable coordination
between the PCT and your trust.  

Should you require any further clarification please contact me direct.

Yours sincerely 

Insert Name and Designation
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Appendix five: Observational Visit – Checklist  

Opportunity to speak to patients and their visitors (as appropriate) to
seek their views about the service.

Suggested areas to be observed Comment

1 Environment

Is the environment fit for purpose?

Is the level of tidiness and cleanliness acceptable?

Is it safe?

Ambience – how does it feel?

Are sign posting and directions of an acceptable 
standard?

What appears to be working well/ what needs 
attention?

Any good practice?

Do staff and visitors appear to be adhering to hand 
washing and related infection prevention and control 
policies?

Is patient data stored confidentially?

Is the emergency equipment, for example, 
resuscitation trolley in good order with evidence of it 
having been checked in line with local policy? 

2 Productive series applied

Is productive series in evidence?

If so, is it safe and conducive to the provision of good 
patient care?

Do staff appear engaged with the philosophy of 
productive series?

3 Staffing

Are staff welcoming and do they display appropriate 
attitudes and behaviours?

ID badges worn – is it easy to identify the staff by 
discipline?

Is the number of staff on duty appropriate for the 
environment and patient dependencies 



30

Suggested areas to be observed Comment

Is there a nurse in charge and is he/she easily 
identifiable?

Are staff able to describe the purpose and function 
of the area, particularly with regard to the 
organisation and delivery of care?

4 Patients

Do patients appear clean and well cared for?

Is privacy and dignity maintained at all times?

Is same sex accommodation available – i.e. same sex 
toilets and bathrooms, same sex bays

Are any patient safety concerns evident?

Does there appear to be a focus on food and nutrition?

Are care plans in place and current? 

Are medication plans/prescription charts evident, in 
good order and stored correctly?

Does record keeping appear in order?
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Appendix six: Observational Visits - Initial Feedback Template

Feedback by: Date: 

Overall Impression

General Comments:

Good Practice:

Immediate Risks (hot issues for urgent action now to protect patients / staff):

Issues / Concerns:

Issues for Further Consideration:
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Appendix seven: Template for Clinical Visits / Prompts
for Enquiry

Completion
In each section, consider whether as a clinical area response is compliant for each statement, and put a

tick in the appropriate box by the side of each statement.  Based on the responses given, a calculation

will be made using the traffic light system to give an indication of the mechanisms that are in place to

promote a high standard in the quality of care provided 

Each section should be scored individually, which will give some indication where further development

work may need to be targeted.

Name of clinical area/ward

Date

Name of person(s) undertaking assessment

Colour Score indicator Score interpretation

Red More than 5 “No” responses Not compliant 

Amber 2 to 5 “No” responses Development work required – identify any
immediate action required.

Green 2 or less “No” responses Compliant but triangulation with other metrics
required to ensure patients are safe and there is
no requirement for immediate action.



33

1.
   

St
af

fi
n

g
 -

‘G
et

 S
ta

ff
in

g
 R

ig
h

t’
“S

ta
ff

in
g

 L
ev

el
s 

ar
e 

at
 a

 le
ve

l t
h

at
 e

n
ab

le
s 

th
e 

cl
in

ic
al

 t
ea

m
 t

o
 d

el
iv

er
 s

af
e 

an
d

 e
ff

ec
ti

ve
 p

at
ie

n
t 

ca
re

”

N
o.

Cr
it

er
ia

 t
o 

be
 a

ss
es

se
d

Ev
id

en
ce

d 
by

Co
m

m
en

ts
 O

bs
er

va
ti

on

O
bs

er
va

ti
on

  D
oc

um
en

ta
ti

on
   

  S
ta

ff
   

   
 P

at
ie

nt
/c

ar
er

vi
ew

s 
   

/r
el

at
iv

e 
vi

ew
s

1
Re

vi
ew

 a
t l

ea
st

 6
 d

ut
y 

ro
ta

s 
(p

ro
sp

ec
tiv

e 
an

d
re

tr
os

pe
ct

iv
e)

 - 
If 

av
ai

la
bl

e 
sc

ru
tin

ise
 th

e
el

ec
tr

on
ic

 ro
st

er
in

g 
sy

st
em

 fo
r s

ta
nd

ar
d 

re
po

rt
s.

W
he

re
 a

va
ila

bl
e 

re
vi

ew
 a

ny
 m

at
er

ia
l o

n 
pa

tie
nt

de
pe

nd
an

cy
/c

lin
ic

al
 s

ta
ff

in
g 

N
/A

N
/A

N
/A

2
G

ui
de

lin
es

 fo
r d

ut
y 

ro
ta

s 
– 

in
cl

ud
in

g 
an

nu
al

le
av

e,
 s

tu
dy

 le
av

e 
ar

e 
in

 p
la

ce
 a

nd
 b

ei
ng

fo
llo

w
ed

. T
he

 g
ui

de
lin

e 
sh

ou
ld

 in
cl

ud
e 

up
lif

t t
o

m
ee

t a
ge

nd
a 

fo
r c

ha
ng

e 
cr

ite
ria

N
/A

N
/A

3
Te

m
po

ra
ry

 s
ta

ff
in

g 
pr

oc
es

se
s 

in
 p

la
ce

 w
hi

ch
fa

ci
lit

at
e 

th
e 

ab
ili

ty
 to

 m
ee

t m
in

im
um

 s
ta

ff
in

g
le

ve
ls 

A
re

 p
ro

ce
ss

es
 c

le
ar

 to
 s

ta
ff

?

A
re

 th
ey

 b
ei

ng
 a

pp
lie

d 
in

 th
e 

in
te

re
st

 o
f p

at
ie

nt
sa

fe
ty

?

N
/A

N
/A

4
A

re
 n

on
-r

eg
ist

er
ed

 s
ta

ff
 s

up
er

vi
se

d?

D
o 

th
ey

 h
av

e 
th

ei
r c

om
pe

te
nc

ie
s 

sig
ne

d 
of

f a
nd

ar
e 

re
gu

la
r u

pd
at

es
/tr

ai
ni

ng
 a

rr
an

ge
m

en
ts

 in
pl

ac
e?

N
ew

 s
ta

rt
er

s 
– 

w
ha

t p
ro

ce
ss

 is
 th

er
e 

an
d 

is 
it

ac
ce

pt
ab

le
?

C
lin

ic
al

 s
up

er
vi

sio
n/

pr
ec

ep
to

rs
hi

p 
in

 p
la

ce
?

A
re

 s
tu

de
nt

 n
ur

se
s 

an
d 

ot
he

r t
ra

in
ee

s
su

pe
rn

um
er

ar
y 

an
d 

su
pp

or
te

d 
in

 th
ei

r t
ra

in
in

g?

N
/A

N
/A



34

N
o.

Cr
it

er
ia

 t
o 

be
 a

ss
es

se
d

Ev
id

en
ce

d 
by

Co
m

m
en

ts
 O

bs
er

va
ti

on

O
bs

er
va

ti
on

  D
oc

um
en

ta
ti

on
   

  S
ta

ff
   

   
 P

at
ie

nt
/c

ar
er

vi
ew

s 
   

/r
el

at
iv

e 
vi

ew
s

5
Tu

rn
ov

er
 / 

sic
kn

es
s 

le
ve

ls 
– 

w
ha

t i
s 

th
e 

ra
te

?

Is 
it 

ex
ce

ss
iv

e?
 

Is 
st

af
f a

bs
en

ce
 h

av
in

g 
an

 a
dv

er
se

 a
ff

ec
t o

n
pa

tie
nt

s 
or

 s
ta

ff
 a

t w
or

k?

Is 
sic

kn
es

s/
ab

se
nc

e 
be

in
g 

m
an

ag
ed

 a
cc

or
di

ng
 to

po
lic

y?

N
/A

N
/A

6
W

ha
t t

yp
e 

of
 n

ur
sin

g 
m

od
el

 is
 im

pl
em

en
te

d?

H
ow

 is
 n

ur
sin

g 
ca

re
 o

rg
an

ise
d/

st
ru

ct
ur

ed
? 

e.
g.

te
am

 n
ur

sin
g,

 n
ur

se
 in

 c
ha

rg
e

Is 
th

er
e 

an
 e

as
ily

 id
en

tif
ia

bl
e 

nu
rs

e 
in

 c
ha

rg
e?

N
/A

7
Is 

th
er

e 
a 

sa
tis

fa
ct

or
y 

pr
oc

es
s 

in
 p

la
ce

 to
 in

du
ct

ba
nk

/a
ge

nc
y 

St
af

f?

8
Is 

th
e 

nu
m

be
r o

f s
ta

ff
 o

n 
du

ty
 to

da
y 

su
ff

ic
ie

nt
?

If 
N

o:
 W

ha
t h

as
 b

ee
n/

is 
be

in
g 

do
ne

 a
bo

ut
 th

is?

9
A

re
 th

er
e 

re
gu

la
r v

isi
ts

 b
y 

th
e 

m
at

ro
n 

to
 th

e
w

ar
d/

ar
ea

 –
 h

ou
rly

, d
ai

ly,
 w

ee
kl

y 
et

c?

W
ha

t d
oe

s 
th

e 
m

at
ro

n 
do

 w
he

n 
he

/s
he

 v
isi

ts
?

N
/A

10
Is 

th
er

e 
a 

sit
e 

m
an

ag
em

en
t s

ys
te

m
 in

 p
la

ce
 a

nd
do

 s
ta

ff
 u

nd
er

st
an

d 
it 

an
d 

us
e 

it 
to

 g
et

 s
up

po
rt

?

Is 
th

er
e 

a 
cl

ea
r m

ec
ha

ni
sm

 fo
r e

sc
al

at
io

n 
of

 a
ny

co
nc

er
ns

 o
ve

r a
 2

4 
ho

ur
 p

er
io

d?

D
o 

st
af

f f
ee

l s
up

po
rt

ed
?

N
/A

11
W

hi
st

le
 b

lo
w

in
g 

po
lic

y 
in

 p
la

ce
 a

nd
 s

ta
ff

 a
w

ar
e

of
 h

ow
 to

 ra
ise

 c
on

ce
rn

s?
N

/A



35

N
o.

Cr
it

er
ia

 t
o 

be
 a

ss
es

se
d

Ev
id

en
ce

d 
by

Co
m

m
en

ts
 O

bs
er

va
ti

on

O
bs

er
va

ti
on

  D
oc

um
en

ta
ti

on
   

  S
ta

ff
   

   
 P

at
ie

nt
/c

ar
er

vi
ew

s 
   

/r
el

at
iv

e 
vi

ew
s

12
St

af
f a

re
 a

w
ar

e 
of

 p
ol

ic
ie

s 
an

d 
pr

oc
ed

ur
es

re
ga

rd
in

g 
th

e 
sa

fe
gu

ar
di

ng
 o

f v
ul

ne
ra

bl
e 

ad
ul

ts
an

d 
ch

ild
re

n 
an

d 
kn

ow
 h

ow
 to

 a
cc

es
s 

th
em

?

N
/A

N
/A

13
St

af
f h

av
e 

at
te

nd
ed

 m
an

da
to

ry
 tr

ai
ni

ng
 fo

r t
he

pr
ot

ec
tio

n 
of

 v
ul

ne
ra

bl
e 

ad
ul

ts
 a

nd
 c

hi
ld

re
n?

N
/A

N
/A

14
St

af
f a

re
 tr

ai
ne

d/
 p

ar
tic

ip
at

e 
in

 ro
ot

 c
au

se
an

al
ys

is 
po

st
 s

er
io

us
 in

ci
de

nt
s?

N
/A

N
/A

15
Is 

th
er

e 
a 

cl
ea

r r
ec

or
d 

of
 a

ll 
st

af
f w

ho
 h

av
e

at
te

nd
ed

 a
nn

ua
l m

an
da

to
ry

 tr
ai

ni
ng

 (s
uc

h 
as

m
an

ua
l h

an
dl

in
g,

 re
su

sc
ita

tio
n 

an
d 

fir
e)

?

N
/A

N
/A

N
/A

16
St

af
f a

re
 a

w
ar

e 
of

 tr
us

t s
af

et
y 

po
lic

ie
s 

su
ch

 a
s

he
al

th
 &

 s
af

et
y,

 v
io

le
nc

e 
&

 a
gg

re
ss

io
n,

 a
nd

 lo
ne

w
or

ki
ng

N
/A

N
/A

17
A

ge
nc

y 
&

 b
an

k 
st

af
f a

re
 s

ub
je

ct
 to

au
th

en
tic

at
io

n 
an

d 
ha

ve
 th

ei
r I

D
 c

he
ck

ed
 &

va
lid

at
ed

N
/A

N
/A

18
D

o 
st

af
f k

no
w

 w
ho

 th
e 

m
ed

ic
al

 a
nd

 n
ur

se
di

re
ct

or
s 

ar
e?

 D
o 

th
ey

 s
ee

 th
em

 re
gu

la
rly

, e
.g

. o
n

w
al

k 
ab

ou
ts

?

Ra
ise

 s
im

ila
r q

ue
st

io
ns

 a
bo

ut
 s

en
io

r n
ur

se
 a

nd
cl

in
ic

al
 d

ire
ct

or
 fo

r t
he

 a
re

a.
 

N
/A

N
/A



36

2.
   

Pa
ti

en
t 

Sa
fe

ty
“S

ta
ff

 a
re

 r
es

p
o

n
si

b
le

 f
o

r 
en

su
ri

n
g

 p
at

ie
n

ts
 s

af
et

y 
is

 m
ai

n
ta

in
ed

”

N
o.

Cr
it

er
ia

 
Ev

id
en

ce
d 

by
Co

m
m

en
ts

 O
bs

er
va

ti
on

O
bs

er
va

ti
on

  D
oc

um
en

ta
ti

on
   

  S
ta

ff
   

   
 P

at
ie

nt
/c

ar
er

vi
ew

s 
   

/r
el

at
iv

e 
vi

ew
s

1
A

re
 th

e 
m

ed
ic

in
e 

tr
ol

le
y(

s)
 a

nd
 in

di
vi

du
al

 p
at

ie
nt

dr
ug

 lo
ck

er
s/

dr
ug

 c
up

bo
ar

d 
 lo

ck
ed

 a
nd

at
ta

ch
ed

 s
ec

ur
el

y 
to

 a
 w

al
l w

he
n 

no
t i

n 
us

e?

N
/A

N
/A

N
/A

2
A

ll 
re

su
sc

ita
tio

n 
eq

ui
pm

en
t i

s 
cl

ea
n,

 in
 d

at
e,

ea
sil

y 
ac

ce
ss

ib
le

 a
nd

 a
 d

ai
ly

 s
ig

ne
d 

ch
ec

ki
ng

sc
he

du
le

 is
 u

p 
to

 d
at

e?

N
/A

N
/A

N
/A

3
Eq

ui
pm

en
t u

se
d 

fo
r m

ov
in

g 
an

d 
ha

nd
lin

g
pa

tie
nt

s 
is 

ad
eq

ua
te

, a
cc

es
sib

le
, c

le
an

 a
nd

m
ai

nt
ai

ne
d 

in
 g

oo
d 

w
or

ki
ng

 o
rd

er
?

N
/A

N
/A

N
/A

4
A

ll 
pa

tie
nt

s 
w

ea
r a

 c
le

ar
 a

nd
 a

cc
ur

at
e 

id
en

tit
y

ba
nd

 w
hi

ch
 c

om
pl

ie
s 

w
ith

 th
e 

tr
us

t’s
 p

at
ie

nt
 ID

po
lic

y?

N
/A

N
/A

N
/A

5
Th

er
e 

is 
a 

re
gi

st
er

 o
f a

ll 
eq

ui
pm

en
t t

ha
t i

s 
us

ed
 in

th
e 

cl
in

ic
al

 a
re

a/
w

ar
d,

 w
hi

ch
 in

cl
ud

ed
 s

er
ia

l
nu

m
be

rs
?

N
/A

N
/A

N
/A

6
Th

er
e 

is 
a 

m
ai

nt
en

an
ce

 re
co

rd
 in

 th
e 

cl
in

ic
al

ar
ea

/w
ar

d 
of

 w
he

n 
al

l e
qu

ip
m

en
t w

as
 la

st
ch

ec
ke

d 
or

 s
er

vi
ce

d?

N
/A

N
/A

N
/A

7
Fo

r a
ll 

eq
ui

pm
en

t u
se

d 
in

 th
e 

cl
in

ic
al

 a
re

a/
w

ar
d

th
er

e 
is 

a 
m

ai
nt

ai
ne

d 
lis

t o
f a

ll 
st

af
f t

ra
in

ed
 in

 it
s

us
e?

N
/A

N
/A

N
/A

8
If 

st
af

f f
ee

l t
he

y 
ne

ed
 m

or
e 

eq
ui

pm
en

t t
he

re
 is

 a
pr

oc
es

s 
to

 a
cc

es
s 

it?
N

/A
N

/A



37

N
o.

Cr
it

er
ia

 
Ev

id
en

ce
d 

by
Co

m
m

en
ts

 O
bs

er
va

ti
on

O
bs

er
va

ti
on

  D
oc

um
en

ta
ti

on
   

  S
ta

ff
   

   
 P

at
ie

nt
/c

ar
er

vi
ew

s 
   

/r
el

at
iv

e 
vi

ew
s

9
St

af
f k

no
w

 h
ow

 to
 re

po
rt

 a
n 

in
ci

de
nt

 a
nd

 h
av

e
kn

ow
le

dg
e 

of
 th

e 
tr

us
t p

ro
ce

du
re

 o
n 

in
ci

de
nt

re
po

rt
in

g?

N
/A

N
/A

10
St

af
f r

ec
ei

ve
 fe

ed
ba

ck
 o

n 
in

ci
de

nt
s 

an
d 

ac
tio

ns
th

at
 a

re
 re

qu
ire

d 
to

 p
re

ve
nt

 re
pe

tit
io

n?
N

/A

11
St

af
f u

nd
er

st
an

d 
w

ha
t i

s 
m

ea
nt

 b
y 

th
e 

te
rm

“s
er

io
us

 in
ci

de
nt

” 
an

d 
ar

e 
ab

le
 to

 d
iff

er
en

tia
te

 it
fr

om
 th

e 
ge

ne
ra

l t
er

m
 “

in
ci

de
nt

”?

N
/A

N
/A

N
/A

12
St

af
f k

no
w

 h
ow

 to
 a

cc
es

s 
“o

n-
ca

ll”
 s

ys
te

m
 fo

r
an

y 
w

or
k 

iss
ue

s 
ou

t o
f h

ou
rs

 a
nd

 e
sc

al
at

io
n 

pl
an

?
N

/A
N

/A

13
W

he
re

 a
pp

ro
pr

ia
te

, a
cc

es
s 

to
 th

e 
cl

in
ic

al
ar

ea
/w

ar
d 

is 
st

ric
tly

 c
on

tr
ol

le
d?

N
/A

N
/A

14
Pa

tie
nt

s 
ar

e 
as

se
ss

ed
 o

n 
ad

m
iss

io
n 

fo
r t

he
ir 

ris
k 

of
ha

rm
, i

.e
. f

al
lin

g,
 u

sin
g 

a 
va

lid
at

ed
 a

ss
es

sm
en

t
to

ol
, p

re
ss

ur
e 

ul
ce

rs
, V

TE
, i

nf
ec

tio
n?

 

N
/A

N
/A

15
Ri

sk
 a

ss
es

sm
en

ts
 a

re
 re

pe
at

ed
 a

nd
 a

ct
io

ne
d 

as
ap

pr
op

ria
te

 d
ur

in
g 

th
e 

ca
re

 e
pi

so
de

 a
s 

re
qu

ire
d?

N
/A

N
/A

16
St

af
f k

no
w

 w
ha

t &
 h

ow
 to

 re
co

rd
 a

s 
pa

rt
 o

f t
he

in
ci

de
nt

 re
po

rt
in

g 
pr

oc
es

s?
N

/A
N

/A



38

3.
 C

lin
ic

al
 –

 ‘d
el

iv
er

 c
ar

e’
“P

at
ie

n
ts

 a
n

d
 C

ar
er

s 
ex

p
er

ie
n

ce
 s

af
e 

an
d

 e
ff

ec
ti

ve
 c

lin
ic

al
 c

ar
e,

 s
en

si
ti

ve
 t

o
 t

h
ei

r 
in

d
iv

id
u

al
 n

ee
d

s 
an

d
p

re
fe

re
n

ce
s,

 t
h

at
 p

ro
m

o
te

s 
h

ig
h

 q
u

al
it

y 
ca

re
 f

o
r 

th
e 

p
at

ie
n

t”
 

N
o.

Cr
it

er
ia

 
Ev

id
en

ce
d 

by
Co

m
m

en
ts

 O
bs

er
va

ti
on

O
bs

er
va

ti
on

  D
oc

um
en

ta
ti

on
   

  S
ta

ff
   

   
 P

at
ie

nt
/c

ar
er

vi
ew

s 
   

/r
el

at
iv

e 
vi

ew
s

1
Th

er
e 

is 
ev

id
en

ce
 o

f e
ss

en
ce

 o
f c

ar
e/

 o
r

al
te

rn
at

iv
e 

au
di

ts
 a

nd
 a

ct
io

n 
pl

an
s 

to
 im

pl
em

en
t

ch
an

ge
 a

s 
ap

pr
op

ria
te

?

N
/A

N
/A

2
Th

er
e 

is 
ev

id
en

ce
 o

f h
ig

h 
im

pa
ct

 in
te

rv
en

tio
ns

fo
r:-

   
H

C
A

I b
ei

ng
 im

pl
em

en
te

d 
- A

sk
 p

at
ie

nt
s 

if 
st

af
f

w
as

h 
ha

nd
s

H
ig

h 
im

pa
ct

 a
ct

io
ns

, c
ar

e 
bu

nd
le

s,
 s

af
et

y
th

er
m

om
et

er
, i

nt
en

tio
na

l r
ou

nd
in

g,
 p

ro
te

ct
ed

m
ea

l t
im

es
 –

 a
re

 th
ey

 in
 e

vi
de

nc
e?

3
W

ha
t n

ur
sin

g 
ca

re
 in

di
ca

to
rs

 a
re

 u
til

ise
d 

an
d 

ho
w

ar
e 

th
es

e 
sh

ar
ed

 a
nd

 d
iss

em
in

at
ed

 w
ith

 s
ta

ff
,

pa
tie

nt
s 

an
d 

re
la

tiv
es

?

4
Th

e 
w

ar
d/

 d
ep

ar
tm

en
t h

as
 im

pl
em

en
te

d 
th

e
pr

in
ci

pl
es

 o
f r

el
ea

sin
g 

tim
e 

to
 c

ar
e 

(p
ro

du
ct

iv
e

w
ar

d)
 a

nd
 d

isp
la

ys
 a

 d
as

hb
oa

rd
 o

f i
nf

or
m

at
io

n?

5
Th

er
e 

is 
ev

id
en

ce
 to

 d
em

on
st

ra
te

 th
at

 a
ll 

ca
re

pr
oc

es
se

s 
ar

e 
ac

tu
al

ly
 d

oc
um

en
te

d,
 i.

e.
 fl

ui
d

ba
la

nc
e 

ch
ar

ts
, c

ar
e 

pl
an

s,
 in

fu
sio

n 
pu

m
p 

ch
ar

ts
an

d 
M

EW
s 

sc
or

in
g 

sy
st

em
 in

 p
la

ce
?

N
/A

6
A

ny
 in

fo
rm

at
io

n 
gi

ve
n 

to
 th

e 
pa

tie
nt

 is
 fu

lly
ex

pl
ai

ne
d 

an
d 

un
de

rs
to

od
?

N
/A

N
/A



39

N
o.

Cr
it

er
ia

 
Ev

id
en

ce
d 

by
Co

m
m

en
ts

 O
bs

er
va

ti
on

O
bs

er
va

ti
on

  D
oc

um
en

ta
ti

on
   

  S
ta

ff
   

   
 P

at
ie

nt
/c

ar
er

vi
ew

s 
   

/r
el

at
iv

e 
vi

ew
s

7
Pl

an
ne

d 
ca

re
 is

 a
gr

ee
d 

an
d 

de
ci

sio
ns

 re
co

rd
ed

w
ith

 p
at

ie
nt

s 
(a

nd
 o

r r
el

at
iv

es
/c

ar
er

s)
 p

rio
r t

o
tr

ea
tm

en
t o

r c
ar

e?

N
/A

8
Th

e 
en

tr
an

ce
 to

 th
e 

ca
re

 e
nv

iro
nm

en
t i

s 
ob

vi
ou

s,
sig

n 
po

st
ed

 c
le

ar
ly,

 s
af

e,
 w

el
co

m
in

g,
 e

as
ily

re
ac

he
d 

an
d 

en
te

re
d?

N
/A

N
/A

N
/A

9
“H

ow
 it

 fe
el

s”
 –

 th
e 

en
vi

ro
nm

en
t f

ee
ls 

pl
ea

sa
nt

,
ca

lm
, s

ec
ur

e,
 s

af
e 

an
d 

re
as

su
rin

g?
N

/A
N

/A

10
Fu

rn
ish

in
gs

 (c
ha

irs
, w

al
l c

ov
er

in
gs

, f
lo

or
s,

ca
rp

et
s,

 d
oo

rs
 e

tc
) a

re
 a

ll 
in

 g
oo

d 
re

pa
ir 

an
d

ha
ve

 n
o 

st
ai

ns
 o

r m
ar

ks
?

N
/A

N
/A

N
/A

11
Th

e 
ar

ea
 is

 th
e 

ap
pr

op
ria

te
 te

m
pe

ra
tu

re
 a

nd
w

he
re

 p
os

sib
le

, h
as

 n
at

ur
al

 d
ay

lig
ht

 a
nd

 w
he

re
ap

pr
op

ria
te

 li
gh

tin
g 

ca
n 

be
 c

on
tr

ol
le

d 
by

 th
e

pa
tie

nt
?

N
/A

N
/A

12
Th

e 
ar

ea
 is

 fr
ee

 fr
om

 in
ap

pr
op

ria
te

 c
lu

tt
er

 (s
uc

h 
as

in
 e

xi
ts

, c
or

rid
or

s,
 b

at
hr

oo
m

s,
 s

ho
w

er
 a

re
as

 e
tc

)?
N

/A
N

/A
N

/A

13
Li

ne
n 

an
d 

la
un

dr
y 

se
gr

eg
at

io
n,

 s
to

ra
ge

 a
nd

di
sp

os
al

 a
re

 w
el

l m
an

ag
ed

 a
nd

 a
pp

ro
pr

ia
te

?
N

/A
N

/A
N

/A

14
Re

gu
la

r r
ou

tin
es

 fo
r c

le
an

in
g 

an
d 

m
an

ag
in

g
w

as
te

 a
re

 in
 p

la
ce

 th
at

 m
ee

t n
at

io
na

l s
ta

nd
ar

ds
?

N
/A

N
/A

N
/A

15
Te

le
ph

on
es

, c
al

ls,
 te

le
vi

sio
ns

, m
us

ic
, v

isi
to

rs
 a

nd
ad

m
iss

io
ns

 a
re

 m
an

ag
ed

 e
ff

ec
tiv

el
y 

to
 m

in
im

ise
di

sr
up

tio
n?

N
/A

N
/A

16
Th

er
e 

is 
sig

na
ge

 o
n 

th
e 

cl
in

ic
al

 a
re

a/
w

ar
d 

to
 n

ot
ify

pa
tie

nt
s,

 re
la

tiv
es

 a
nd

 c
ar

er
s 

of
 fa

ci
lit

ie
s 

su
ch

 a
s

to
ile

ts
, b

at
hr

oo
m

s,
 fi

re
 e

xi
ts

 a
nd

 d
ire

ct
io

ns
 to

ot
he

r s
er

vi
ce

s?

N
/A

N
/A



40

N
o.

Cr
it

er
ia

 
Ev

id
en

ce
d 

by
Co

m
m

en
ts

 O
bs

er
va

ti
on

O
bs

er
va

ti
on

  D
oc

um
en

ta
ti

on
   

  S
ta

ff
   

   
 P

at
ie

nt
/c

ar
er

vi
ew

s 
   

/r
el

at
iv

e 
vi

ew
s

17
Th

er
e 

is 
an

 e
nv

iro
nm

en
ta

l r
isk

 a
ss

es
sm

en
t (

sa
fe

ty
ch

ec
k)

 o
f t

he
 p

at
ie

nt
’s

 p
er

so
na

l s
pa

ce
 th

at
in

cl
ud

es
, s

uc
h 

as
, r

em
ov

al
 o

f o
bs

tr
uc

tio
ns

 to
ob

se
rv

at
io

ns
, s

ig
ht

in
g 

of
 h

an
d 

ge
ls,

 o
bs

tr
uc

tio
ns

an
d 

cl
ut

te
r a

ro
un

d 
th

e 
be

d,
 a

nd
 o

bs
tr

uc
tio

ns
 to

pr
ev

en
t a

cc
es

s 
to

 m
ea

ns
 o

f s
ui

ci
de

 e
tc

?

N
/A

N
/A

18
Th

e 
pa

tie
nt

’s
 p

la
n 

of
 c

ar
e 

re
fle

ct
s 

th
ei

r s
af

et
y

ne
ed

s 
an

d 
do

cu
m

en
ts

 th
at

 th
ey

 h
av

e 
be

en
 g

iv
en

th
e 

op
po

rt
un

ity
 to

 a
sk

 q
ue

st
io

ns
?

N
/A

N
/A

19
C

le
an

in
g 

sc
he

du
le

s 
ar

e 
av

ai
la

bl
e 

an
d 

vi
sib

le
?

N
/A



41

4.
  P

at
ie

n
t 

Ex
p

er
ie

n
ce

“T
h

e 
cl

in
ic

al
 a

re
a/

 w
ar

d
 c

o
lle

ct
s 

an
d

 a
ct

s 
u

p
o

n
 f

ee
d

b
ac

k 
fr

o
m

 P
at

ie
n

ts
 a

n
d

 C
ar

er
s/

Fa
m

ili
es

” 
– 

ta
ke

 a
cc

o
u

n
t 

o
f

N
IC

E 
q

u
al

it
y 

st
an

d
ar

d
 o

n
 p

at
ie

n
t 

ex
p

er
ie

n
ce

N
o.

Cr
it

er
ia

 
Ev

id
en

ce
d 

by
Co

m
m

en
ts

 O
bs

er
va

ti
on

O
bs

er
va

ti
on

  D
oc

um
en

ta
ti

on
   

  S
ta

ff
   

   
 P

at
ie

nt
/c

ar
er

vi
ew

s 
   

/r
el

at
iv

e 
vi

ew
s

1
Th

er
e 

is 
ad

eq
ua

te
 s

ig
na

ge
/m

ap
s/

di
re

ct
io

ns
 in

 th
e

cl
in

ic
al

 a
re

a/
w

ar
d 

to
 s

up
po

rt
 e

ff
ec

tiv
e

co
m

m
un

ic
at

io
n 

to
 p

at
ie

nt
s,

 re
la

tiv
es

 a
nd

 c
ar

er
s?

N
/A

N
/A

2
St

af
f i

nt
ro

du
ce

 th
em

se
lv

es
 to

 p
at

ie
nt

s’
 re

la
tiv

es
an

d 
ca

re
rs

?
N

/A
N

/A

3
A

ll 
st

af
f w

ea
r a

n 
ID

 b
ad

ge
 w

he
n 

on
 d

ut
y?

N
/A

N
/A

N
/A

N
/A

4
N

ex
t o

f k
in

 o
r p

rin
ci

pa
l c

ar
er

 is
 id

en
tif

ie
d,

 a
gr

ee
d

w
ith

 th
e 

pa
tie

nt
 a

nd
 th

e 
im

pa
ct

 o
f c

ar
e 

is
as

se
ss

ed
?

5
Pa

tie
nt

s,
 re

la
tiv

es
 a

nd
 c

ar
er

s 
kn

ow
 w

ho
 to

co
nt

ac
t f

irs
t i

f t
he

y 
ha

ve
 a

ny
 q

ue
st

io
ns

 re
ga

rd
in

g
ca

re
?

N
/A

6
D

oe
s 

th
e 

w
ar

d 
ge

t f
ee

db
ac

k 
in

 re
la

tio
n 

th
e

an
nu

al
 p

at
ie

nt
s’

 s
ur

ve
y 

an
d 

is 
th

er
e 

a 
lo

ca
l a

ct
io

n
pl

an
 th

at
 is

 re
po

rt
ed

 o
n?

 

O
r

H
ow

 d
oe

s 
th

e 
w

ar
d 

ge
t f

ee
db

ac
k 

an
d 

ac
t o

n 
a

va
rie

ty
 o

f p
at

ie
nt

 in
fo

rm
at

io
n 

to
 in

cl
ud

e 
an

nu
al

su
rv

ey
s 

an
d 

re
al

 ti
m

e 
fe

ed
ba

ck
? 

N
/A



42

N
o.

Cr
it

er
ia

 
Ev

id
en

ce
d 

by
Co

m
m

en
ts

 O
bs

er
va

ti
on

O
bs

er
va

ti
on

  D
oc

um
en

ta
ti

on
   

  S
ta

ff
   

   
 P

at
ie

nt
/c

ar
er

vi
ew

s 
   

/r
el

at
iv

e 
vi

ew
s

7
Pa

tie
nt

s 
an

d 
or

 re
la

tiv
es

/c
ar

er
s 

vi
ew

s 
ar

e 
so

ug
ht

,
lis

te
ne

d 
to

 a
nd

 a
ct

ed
 u

po
n 

 fr
om

:

e.
g.

 D
r F

os
te

r p
at

ie
nt

 tr
ac

ke
r, 

lo
ca

l s
ur

ve
ys

,
di

sc
us

sio
ns

 a
nd

 in
te

rv
ie

w
s,

 s
af

et
y 

w
al

ka
bo

ut
s,

vi
a 

re
le

as
in

g 
tim

e 
to

 c
ar

e 
pr

og
ra

m
m

e?

8
Is 

th
er

e 
ev

id
en

ce
 o

f t
ha

nk
 y

ou
 c

ar
ds

 o
n 

th
e

w
ar

ds
?

H
ow

 is
 fe

ed
ba

ck
 fr

om
 p

at
ie

nt
s 

co
lle

ct
ed

?

N
/A

N
/A

N
/A

9
D

o 
th

e 
w

ar
d 

st
af

f m
an

ag
e 

pa
tie

nt
 c

om
pl

ai
nt

s 
at

a 
lo

ca
l l

ev
el

?
N

/A
N

/A
N

/A

10
Is 

in
fo

rm
at

io
n 

re
ga

rd
in

g 
th

e 
PA

LS
 s

er
vi

ce
 g

iv
en

to
 p

at
ie

nt
s,

 re
la

tiv
es

 a
nd

 o
r c

ar
er

s?
N

/A
N

/A

11
Th

er
e 

is 
in

fo
rm

at
io

n 
re

ad
ily

 a
va

ila
bl

e 
fo

r p
at

ie
nt

s,
re

la
tiv

es
 a

nd
 o

r c
ar

er
s 

on
 h

ow
 to

 m
ak

e 
a

co
m

pl
ai

nt
 a

bo
ut

 th
e 

qu
al

ity
 o

f c
ar

e 
th

at
 is

pr
ov

id
ed

 if
 n

ee
de

d?

12
D

o 
an

y 
of

 th
e 

w
ar

d 
st

af
f p

ar
tic

ip
at

e 
in

 a
 p

at
ie

nt
ex

pe
rie

nc
e 

gr
ou

p?
  e

.g
. s

up
po

rt
 g

ro
up

s 
fo

r t
he

sp
ec

ia
lty

 o
r t

ru
st

 w
id

e 
gr

ou
ps

?

N
/A

N
/A

N
/A

13
Pa

tie
nt

 p
riv

ac
y 

is 
m

ai
nt

ai
ne

d 
by

 th
e 

us
e 

of
cu

rt
ai

ns
 a

nd
 s

cr
ee

ns
?

N
/A

N
/A

14
Pe

rm
iss

io
n 

is 
ob

ta
in

ed
 b

ef
or

e 
en

te
rin

g 
an

y
pr

iv
at

e 
ar

ea
, s

uc
h 

as
 b

eh
in

d 
sc

re
en

 c
ur

ta
in

s,
ba

th
ro

om
s 

an
d 

cu
bi

cl
es

?

N
/A



43

N
o.

Cr
it

er
ia

 
Ev

id
en

ce
d 

by
Co

m
m

en
ts

 O
bs

er
va

ti
on

O
bs

er
va

ti
on

  D
oc

um
en

ta
ti

on
   

  S
ta

ff
   

   
 P

at
ie

nt
/c

ar
er

vi
ew

s 
   

/r
el

at
iv

e 
vi

ew
s

15
Pa

tie
nt

s 
w

ea
r c

lo
th

in
g 

th
at

 m
ai

nt
ai

ns
 m

od
es

ty
 &

di
gn

ity
 (s

uc
h 

as
 th

ei
r o

w
n 

cl
ot

he
s 

or
 h

os
pi

ta
l

cl
ot

hi
ng

)?

N
/A

N
/A

16
D

ig
ni

ty
 &

 m
od

es
ty

 is
 m

ai
nt

ai
ne

d 
fo

r t
ho

se
pa

tie
nt

s 
m

ov
in

g 
be

tw
ee

n 
di

ff
er

en
t c

ar
e

en
vi

ro
nm

en
ts

?

N
/A

N
/A

17
Pa

tie
nt

s 
ar

e 
pr

ot
ec

te
d 

fr
om

 u
nw

an
te

d 
pu

bl
ic

 v
ie

w
fo

r e
xa

m
pl

e 
us

in
g 

cu
rt

ai
ns

, s
cr

ee
ns

, w
al

ls,
 c

lo
th

es
an

d 
co

ve
rs

?

N
/A

N
/A

18
Pa

tie
nt

s 
ar

e 
ca

lle
d 

by
 th

ei
r p

re
fe

rr
ed

 n
am

e,
 a

nd
th

is 
is 

do
cu

m
en

te
d?

N
/A

N
/A

19
Pa

tie
nt

 c
al

l s
ys

te
m

s 
ar

e 
an

sw
er

ed
 in

 a
 ti

m
el

y
m

an
ne

r?
N

/A

20
Th

er
e 

is 
a 

“q
ui

et
” 

or
 p

riv
at

e 
sp

ac
e 

av
ai

la
bl

e 
fo

r
pa

tie
nt

s 
to

 u
se

, a
nd

 p
at

ie
nt

s 
ar

e 
m

ad
e 

aw
ar

e 
of

its
 a

va
ila

bi
lit

y?

N
/A

N
/A

21
Pr

ec
au

tio
ns

 a
re

 ta
ke

n 
to

 p
re

ve
nt

 in
fo

rm
at

io
n

be
in

g 
sh

ar
ed

 in
ap

pr
op

ria
te

ly
 fo

r e
xa

m
pl

e
te

le
ph

on
e 

co
nv

er
sa

tio
ns

 b
ei

ng
 o

ve
rh

ea
rd

,
co

m
pu

te
r s

cr
ee

ns
 b

ei
ng

 v
ie

w
ed

 a
nd

 w
hi

te
 b

oa
rd

s
be

in
g 

re
ad

?

N
/A

N
/A

22
Pr

oc
ed

ur
es

 a
re

 in
 p

la
ce

 fo
r s

en
di

ng
 o

r r
ec

ei
vi

ng
pa

tie
nt

 in
fo

rm
at

io
n 

fo
r e

xa
m

pl
e 

ha
nd

-o
ve

r
pr

oc
ed

ur
es

, c
on

su
lta

nt
 o

r t
ea

ch
in

g 
ro

un
ds

,
ad

m
iss

io
n 

pr
oc

ed
ur

es
, t

el
ep

ho
ne

 c
al

ls,
 o

r
br

ea
ki

ng
 b

ad
 n

ew
s?

N
/A

N
/A



44

N
o.

Cr
it

er
ia

 
Ev

id
en

ce
d 

by
Co

m
m

en
ts

 O
bs

er
va

ti
on

O
bs

er
va

ti
on

  D
oc

um
en

ta
ti

on
   

  S
ta

ff
   

   
 P

at
ie

nt
/c

ar
er

vi
ew

s 
   

/r
el

at
iv

e 
vi

ew
s

23
Sa

m
e 

se
x 

fa
ci

lit
ie

s 
ar

e 
pr

ov
id

ed
, a

nd
 th

er
e 

is
ac

ce
ss

 to
 s

eg
re

ga
te

d 
or

 a
ge

 s
pe

ci
fic

 to
ile

t a
nd

w
as

hi
ng

 fa
ci

lit
ie

s?

N
/A

N
/A

N
/A

24
St

af
f a

re
 a

w
ar

e 
of

 th
ei

r r
ol

e 
in

 p
ro

te
ct

in
g 

pa
tie

nt
s’

pr
iv

ac
y 

&
 d

ig
ni

ty
?

N
/A

N
/A

25
St

af
f a

re
 a

w
ar

e 
of

 in
di

vi
du

al
 p

at
ie

nt
 c

ul
tu

ra
l &

re
lig

io
us

 b
el

ie
fs

 a
nd

 h
ow

 it
 m

ay
 c

ha
ng

e 
de

liv
er

y
of

 c
ar

e?

N
/A

26
Pa

tie
nt

s 
lo

ok
 c

le
an

 a
nd

 c
ar

ed
 fo

r a
nd

 a
re

 d
re

ss
ed

in
 a

pp
ro

pr
ia

te
 a

tt
ire

?
N

/A
N

/A

27
Be

d 
sp

ac
es

 a
re

 c
le

an
 a

nd
 ti

dy
 w

ith
 it

em
s 

w
ith

in
ea

sy
 re

ac
h 

of
 p

at
ie

nt
s 

e.
g.

 d
rin

ks
/m

ea
ls 

et
c?

N
/A

N
/A

28
Ba

th
ro

om
s 

an
d 

to
ile

ts
, i

nc
lu

di
ng

 c
om

m
od

es
 a

re
cl

ea
n 

an
d 

tid
y?

N
/A

N
/A

29
In

fo
rm

at
io

n 
re

ga
rd

in
g 

th
e 

PA
LS

 s
er

vi
ce

 is
 g

iv
en

 to
pa

tie
nt

s,
 re

la
tiv

es
 a

nd
 o

r c
ar

er
s?

N
/A

N
/A



45

Appendix eight: Feedback Form for Observational and
Clinical Visits

Feedback by: Date: 

Area Visited:

General Comments:

Good Practice:

Immediate Risks (hot issues for urgent action now):

Issues / Concerns (to be addressed in the next 3 months):

Issues for Further Consideration:
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Appendix nine: Immediate Feedback on Site Visit with
Provider Chief Executive at end of day

Feedback by: Date: 

Trust Wide Overall Impression         Key/Headline Points 

General Comments:

Good Practice:

Immediate Risks (hot issues for urgent action):

Issues / Concerns (to be addressed in the next month):

Further Consideration (2-way Feedback /expectations when report ready/next steps
/timescales):

Comments to Note (including deadline dates agreed when report will be sent to Trust):






