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Inspection guide
Domain: Safety
Core standard: C2
	Assessment completed by
	

	Date of assessment
	

	Lead responsible for area of work
	




Instructions for completion of inspection guide for standard C2

· Tables 1a, 2a and 3a – must be completed for all organisations

Column A: details the lines of enquiry that relate to the element and must be considered during the inspection. Evidence sought should relate to these lines of enquiry.

Column B: the document title should be recorded and the document embedded in this column.

Column C: evaluation of the documentary evidence (from column B) should be recorded here.

All lines of enquiry must be followed up. Where there is no evidence provided for a line of enquiry, this should be recorded in column B.

· Tables 1b, 2b and 3b – must only be completed if a primary care trust is the subject of inspection

Column A: details the lines of enquiry that relate to the element and must be considered during the inspection. Evidence sought should relate to these lines of enquiry.

Column B: the document title should be recorded and the document embedded in this column.

Column C: evaluation of the documentary evidence (from column B) should be recorded here

All lines of enquiry must be followed up. Where there is no evidence provided for a line of enquiry, this should be recorded in column B.

· Table 4 – must be completed for all organisations 

Column B1 and B2 must be completed for all trusts.

Column B1 – should record a ‘yes’ or ‘no’, to indicate, for each element, whether the evidence has been assessed as adequate.

Column B2 – should be completed for all trusts, to detail the justification for the positive or negative conclusion recorded in column B1.

Column C1 and C2 should only be completed if the conclusion in B1 is “No”

Column C1 – should record a ‘yes’ or ‘no’, to indicate, for each element, whether the evidence has been assessed as adequate by 31 March 2006.

Column C2 – should be completed for all trusts, to detail the justification for the positive or negative conclusion recorded in column C1.

· Table 5 – must be completed for all organisations
Please refer to accompanying guidance notes provided below the table

· Table 6 – must be completed where the answer in column B1 or C1 is ‘No’
Please refer to accompanying guidance notes provided below the table.

· Table 7 – must be completed where the answer in column B1 or C1 is ‘No’
Please refer to accompanying guidance notes provided below the table
Core standard C2

Healthcare organisations protect children by following national child protection guidelines within their own activities and in their dealings with other organisations 

Element 1 

Table 1a: All organisations

	Element:

The healthcare organisation has defined and implemented effective processes for identifying, reporting and taking action on child protection issues, in accordance with the Protection Of Children Act 1999, the Children Act 2004, Working together to safeguard children (Department of Health 1999) and Safeguarding children in whom illness is induced or fabricated by carers with parenting responsibilities (Department of Health July 2001).


	A: Lines of enquiry
	
	

	The Children Act 2004 requires the healthcare organisation to have procedures and protocols for promoting and safeguarding the welfare of children.  
	
	

	Working together to safeguard children outlines the requirement for “a named doctor and a named nurse or midwife who will take a professional lead within the organisation on child protection matters. The named doctor and nurse should have expertise in children’s health and development, the nature of child maltreatment, and local arrangements for safeguarding children and promoting their welfare.” In addition, for PCTs, the guidance states that they must identify a designated doctor and nurse to ”take a professional lead on all aspects of the health service contribution to safeguarding children.” 
	
	

	Staff should be trained to be alert to potential indications of abuse or neglect in children, and know how to act upon their concerns in line with local area child protection committee (ACPC) procedures.  
	
	

	The healthcare organisation is responsible for ensuring that their staff are competent and confident to carry out their child protection responsibilities. Staff should know who to contact in their organisation to express concerns about a child’s welfare.
	
	

	The healthcare organisation should review these processes to ensure their effectiveness.
	
	

	Staff working in accident and emergency (A&E) departments and minor injury centres should be familiar with local procedures for making enquiries of the child protection register.
	
	


Table 1b: PCTs only

	A: Lines of enquiry
	B: Evidence presented (list document and embed it in this column)
	C: Evaluation of evidence (see Table 5 below for guidance):

· Adequate for full year 

· Adequate by end of year only

· Inadequate for the full year

· Insufficient assurance (lack of evidence to determine whether there have been significant lapses)

· Lapse (not significant)

	Independent contractors: the PCT should have taken reasonable steps to ensure that the services provided by independent contractors (general practitioners, pharmacists, dentists, optometrists) are meeting the relevant aspects of this element.
	
	

	Commissioned services: the PCT should have appropriate mechanisms through which they could identify and, where appropriate, respond to any significant concerns arising from their commissioned services with regard to the element.
	
	


Point of information:

Independent contractors:

The Healthcare Commission recognises that each PCT will have different ways through which it engages and communicates with its independent contractors. Some examples include:

· through the work of the professional executive committee (PEC)

· by reviewing information from the quality outcomes framework (QOF)

· by engaging with local networks (for example the local dental practice board, local prescribing committee, local optometry committees, etc.)

Commissioned services:

In some cases PCTs may have formalised their requirements and monitoring arrangements with regard to the standards, for example through detailing contractual clauses and service level agreements. More commonly, PCTs may be relying on other, more general mechanisms, such as:

· feedback from patients on commissioned services

· review of performance monitoring information

· risk assessments of commissioned services

· routine meetings between the PCT and the providers of their commissioned services, etc.

Element 2

Table 2a: All organisations

	Element:

The healthcare organisation works with all relevant partners and communities to protect children in accordance with Working together to safeguard children (Department of Health 1999).


	A: Lines of enquiry
	B: Evidence presented (list document and embed it in this column)
	C: Evaluation of evidence (see Table 5 below for guidance):



	Chapter 4 of Working together to safeguard children states that the healthcare organisation should have a representative on all area child protection committees (ACPCs) in the area it serves.
	
	

	The organisation, through the ACPC representative, must ensure that arrangements for the protection of children join up with those of other local organisations.
	
	

	Relevant staff should participate in inter-agency training to ensure that services are coordinated. This should complement the training available to staff in single agency or professional settings
	
	


Point of information: 

When exercising social services functions, local authorities should ensure there is an ACPC covering their area. It should bring together representatives of each of the main agencies and professionals responsible for helping to protect children from abuse and neglect. The ACPC is a multi-agency forum for agreeing how the different services and professional groups should cooperate to safeguard children in that area, and for ensuring that arrangements are effective in leading to good outcomes for children. The ACPC should develop and agree local policies and procedures for inter-agency work to protect children.
Table 2b: PCTs only

	A: Lines of enquiry
	B: Evidence presented (list document and embed it in this column)
	C: Evaluation of evidence (see Table 5 below for guidance):

· Adequate for full year 

· Adequate by end of year only

· Inadequate for the full year

· Insufficient assurance (lack of evidence to determine whether there have been significant lapses)

· Lapse (not significant)

	Independent contractors: the PCT should have taken reasonable steps to ensure that the services provided by independent contractors (general practitioners, pharmacists, dentists and optometrists) are meeting the relevant aspects of this element.
	
	

	Commissioned services: the PCT should have appropriate mechanisms through which they could identify and, where appropriate, respond to any significant concerns arising from their commissioned services with regard to the element.
	
	


Point of information:

See above for point of information on independent contractors and commissioned services.

Element 3

Table 3a: All organisations

	Element:

Criminal Records Bureau (CRB) checks are conducted for all staff and students with access in accordance with CRB disclosures in the NHS (NHS Employers 2004).


	A: Lines of enquiry
	B: Evidence presented (list document and embed it in this column)
	C: Evaluation of evidence (see Table 5 below for guidance):



	From February 2005, CRB checks became mandatory for every new recruit with access to patients as part of their normal duties. These checks should include all medical, nursing and other staff who have direct contact with patients, as well as staff whose work provides access to patients in the course of their normal duties, such as cleaners and maintenance staff.
	
	

	It is stated in CRB disclosures in the NHS, that checks should cover the following: “anyone employed by a NHS care provider (directly, or under contract) is concerned with the provision of health service(s)”; that “most NHS staff, but not all, have access to patients in the course of their normal duties” (“porters, or cleaners who spend time on wards would be included, but not staff who merely pass through wards without interacting with patients”), and “in addition to directly-employed staff, employers will need to consider vetting for contract staff such as electricians and plumbers and, if required, the most appropriate level of disclosure”. 
	
	

	Arrangements should be in place for checking students. CRB disclosures may be requested by higher educational institutions as part of their admissions procedure for healthcare students. The level of disclosure should be agreed with the host trust.
	
	

	CRB disclosures in the NHS states that enhanced checks should be carried out for those who regularly care for, train, supervise or are in sole charge of persons aged under 18. There must also be a procedure to identify posts that need enhanced checks.
	
	

	All GPs applying to join a PCTs medical performers list must have an enhanced check.
	
	


Table 3b: PCTs only

	A: Lines of enquiry
	B: Evidence presented (list document and embed it in this column)
	C: Evaluation of evidence (see Table 5 below for guidance):

· Adequate for full year 

· Adequate by end of year only

· Inadequate for the full year

· Insufficient assurance (lack of evidence to determine whether there have been significant lapses)

· Lapse (not significant)

	Independent contractors: the PCT should have taken reasonable steps to ensure that the services provided by independent contractors (general practitioners, pharmacists, dentists and optometrists) are meeting the relevant aspects of this element.
	
	

	Commissioned services: the PCT should have appropriate mechanisms through which they could identify and, where appropriate, respond to any significant concerns arising from their commissioned services with regard to the element.
	
	


Point of information:

See above for point of information on independent contractors and commissioned services.
Conclusions

Table 4: Conclusions by element

	
	B: Full year
	C*: By 31st March 2006

	A: Element
	B1: Adequate evidence for full year? (Yes/No)
	B2: Justification
	C1: Adequate evidence by 31st March 2006? (Yes/ No)
	C2: Justification

	Element 1: Internal arrangements
	
	
	
	

	Element 2: External arrangements
	
	
	
	

	Element 3: CRB checks
	
	
	
	


*NB: Columns C1 and C2 should only be completed where the answer is ‘No’ in column B1

Table 5: Overall compliance

Please select one option (please refer to options provided below)

	Adequate for full year
	

	Adequate by end of year only
	

	Inadequate for year
	


**Options for Table 5

Adequate for the full year = there is adequate evidence to provide reasonable assurance of compliance for the full year (column B1 = Yes for all elements)

Adequate by end of year only = there is inadequate evidence to provide reasonable assurance of compliance for the full year (column B1 = No for one or more elements), but there is adequate evidence to provide reasonable assurance that compliance had been achieved by 31st March (column C1 = Yes for all elements, where appropriate)

Inadequate = there is inadequate evidence to provide reasonable assurance of compliance for the full year (column B1 = No for one or more elements), and there is inadequate evidence to provide reasonable assurance that compliance had been achieved by 31st March (column C1 = No for one or more elements)

Table 6: Identifying a significant lapse

When determining whether a lapse should be declared, boards will wish to consider the extent of the risk presented to patients, staff or the public.  It is not the Healthcare Commission’s intention that the declaration be used to record isolated or trivial breaches of the standards.  It will be for the board to decide whether a given lapse in meeting standards is significant or not.  

The table below will help to determine this and should be completed where the answer in column B1 or C1 is ‘No’.  For consequence and likelihood tables and further guidance on completing a risk assessment, see Appendix A, Brent tPCT Risk Management Strategy & Policy on the Intranet.
	Key Line of Enquiry (LOE) Not Met
	Period in which LOE not met
	Identify the risk (what could happen) to patients, staff or the public 
	Current control measures in place & effectiveness (Red, Amber, Green)
	Likelihood
	Consequence (Impact)
	Risk Rating
	Risk Owner

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Table 7: Actions for Compliance
Where Lines of Enquiry have not been met, and the lapse appears significant the action to achieve compliance by 31 March 2006 must  be listed below.

	Key Line of Enquiry (LOE) Not Met
	Action to achieve compliance
	Person responsible
	Deadline for completion 

must be by 31.03.2007

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


This inspection guide is a resource for the Healthcare Commission’s assessment managers to use when carrying out selective inspections for the assessment of core standards. The guide does not add any additional requirements to those published in ‘Criteria for assessing core standards’.
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