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1
EXECUTIVE SUMMARY
The Trust aims to continuously improve the quality of its services to patients, using outcomes and recommendations from external agency visits, inspections and accreditations to provide assurance of service quality. 
This policy aims to ensure that the Trust has a consistent approach in place for preparing and responding to the recommendations and requirements arising from external agency visits, inspections and accreditations specific to the organisation, including:

i)
Nominating a suitable individual(s) to coordinate and report on any reviews carried out by external agencies

ii) Reviewing the assurance received from external agencies as a result of an external agency visit, inspection or accreditation and ensuring any recommendations are responded to and managed appropriately.
iii) Maintaining a central Register of Assurers, recording review dates, levels of compliance and whether subsequent action is required.

All staff should notify their Directorate Manager/Head of Department if they are aware of any external agency visits/inspections/accreditations affecting their clinical area/department.

A Lead Co-ordinator will be nominated for all visits/inspections/accreditations to ensure appropriate arrangements are put in place, and other staff who need to know are notified.

All visits should be recorded on the Trust’s central Register of Assurers, within 1 week of notification. All directors and lead managers will have access to the register which is located on the G Drive.

Any resulting reports and recommendations will be assessed to determine what actions need to be put in place, and proposed action plans will be presented to either the Trust Clinical Governance Steering Group or one of its supporting groups for endorsement.

Feedback reports on progress in implementing recommendations will be presented to the group that endorsed the action plan (as above).
Quarterly reports from the central Register of Assurers, will be produced by the Quality Improvement Team for directorate and divisional management, and for the Trust Clinical Governance Steering Group.

2 PURPOSE
This policy aims to ensure that the Trust has a consistent approach in place for preparing and responding to the recommendations and requirements arising from external agency visits, inspections and accreditations specific to the organisation, including:

i)
Nominating a suitable individual(s) to coordinate and report on any reviews carried out by external agencies

ii) Reviewing the assurance received from external agencies as a result of an external agency visit, inspection or accreditation and ensuring any recommendations are responded to and managed appropriately.
iii) Maintaining a central Register of Assurers, recording review dates, levels of compliance and whether subsequent action is required.

Failure to follow this policy could result in the instigation of disciplinary procedures.
3 BACKGROUND

The NHS Litigation Authority’s Risk Management Standards for Acute Trusts require the Trust to have approved documentation which describes the process for preparing and responding to the recommendations and requirements arising from external agency visits, inspections and accreditations (standard 1.1.7).  The Key Lines of Enquiry (KLoE) standard 5.3.2 requires that the Trust “has systems in place to ensure that it learns from internal experience and national reports or enquiries. It has a system in place for responding to, acting upon and monitoring progress against recommendations from external bodies.”

4 DEFINITIONS
For the purposes of this policy, the following definitions will apply:

External Agency  - An organisation external to the Trust which may visit by invitation or by statutory entitlement for the purpose of inspection, investigation or accreditation. 
Accreditation - A Quality Assurance process by which services and operations are examined by a third party accreditation agency.
Inspection - An organised examination or evaluation comparing results to explicit requirements or standards.
5
 POLICY EFFECT

The Trust shall have a systematic and consistent approach in place to record visits, inspections and accreditations from external agencies and bodies: any resulting reports and recommendations will be responded to appropriately, reviewed by the appropriate clinical governance forum, and actions implemented and monitored as part of the Trust’s routine business planning and performance management processes.   
5.1
Recording
All forthcoming and/or retrospective visits must be recorded on a central Register of Assurers held on the G Drive. The Register is accessible to all Directors, Directorate Managers, and Heads of corporate departments. It holds details of all external agency visits, inspections and accreditations, together with any reports/recommendations subsequently received, and action plans put in place.
5.2
 Nomination of Lead Director
A Lead Director will be nominated by the Chief Executive for each external agency that carries out routine visits, inspections and accreditations, as set out in Appendix A.   
5.3
Co-Ordination of Visits/Accreditation
The Lead Director will nominate a Trust Co-ordinator ( an appropriate manager or senior healthcare professional) for each visit/accreditation/inspection, to act as a point of contact for the external agency, and ensure appropriate arrangements are put in place for the visit. There may also need to be individual directorate/departmental co-ordinators depending on the nature of the visit/accreditation/inspection.   

5.4 
Review of Recommendations and Development of Action Plan
On receipt of any report/recommendations following an external agency visit, inspection/accreditation, the Lead Director will nominate a Lead Manager/Clinician to review the report and develop a Trust action plan to ensure that lessons learnt are acted upon throughout the Trust.  (This may be the same person as the initial visit co-ordinator)
In some circumstances a review will not be required as Trust specific actions will have been prescribed by the external agency. However, in most cases these may still need to be translated into practical action plans with clearly allocated lead responsibilities and timescales.

The Lead Director will update the Trust’s central Register of Assurers when an external agency report has been received, and confirm the anticipated timescales for completion of the review and action plan development.

On receipt of any external report/recommendations following an external agency visit/inspection/accreditation, the Lead Director will identify those members of Trust staff who may be directly affected by the document in question and will ensure either that those members of staff are provided promptly with a copy of the document or that they are promptly made aware of the existence of the document and provided with a means of easily accessing it.
5.5
Endorsement of Action Plans
Proposed action plans will be presented by the Lead Director to the Clinical Governance Steering Group (CGSG) or one of its subsidiary groups, for endorsement.  
5.6
Implementation and Performance Management of Action Plans
Once action plans have been endorsed, detailed actions will be included in directorate/departmental business plans and performance managed through directorate/department performance management arrangements. 
5.7
Assurance Feedback
The Trust  Board will need assurance that action plans are being progressed  and any risks managed as appropriate, in order to ensure that patient care is meeting best practice and that practice is systematically improved. This assurance will need to be demonstrated to:-

· The Clinical Governance Committee as part of the annual Declaration against the Standards for Better Health, and registration with the Care Quality Commission. 
· The Audit Commission as part of the annual KLoE review

· The external agency that produced the report/ recommendations.
· Divisional and directorate management teams 

· The Clinical Governance Steering Group 

This assurance loop (progress reporting) will vary depending on the nature of the report received and how wide reaching the recommendations are.  Where recommendations relate solely to one directorate, the directorate management team need to receive routine progress reports. High profile recommendations with more widespread implications, require regular updates to the Clinical Governance Steering Group.
The nature and frequency of the assurance will be agreed by the Clinical Governance Steering Group, or subsidiary group, at the same time as the endorsement of the action plan. 
5.8 
Management of Risks
The risks identified from reviews carried out by external agencies and any instances where the Trust is unable to work towards the resulting recommendations, within timescales recommended by those external agencies, should be recorded on the directorate/department or corporate risk register by the Lead Manager/Clinician, and action taken as appropriate.
The Clinical Governance Steering Group (or the nominated subsidiary group) will review the risks arising from inability to meet the recommendations from external agencies.
6.
DUTIES WITHIN THE ORGANISATION
6.1
The Trust Chief Executive
The Chief Executive is responsible for ensuring that the Trust has a systematic and consistent approach in place for recording and coordinating visits/accreditations/audits from external agencies and bodies, and responding to their findings.
The Chief Executive will nominate a Lead Director for each visit/inspection/accreditation - see Appendix A
6.2
Clinical Governance Steering Group
The Clinical Governance Steering Group is responsible for:-
· Reviewing the findings from external agency visits, inspections and accreditations
· Reviewing and endorsing proposed action plans in response to reports and recommendations from external agencies,
· agreeing the Leads responsible for implementing the action plans, and appropriate timescales,
· agreeing the processes for providing appropriate assurance on progress towards meeting the recommendations, within the Trust, and 
· reviewing any instances where the Trust is unable to work towards the recommendations of external agencies, within the timescales recommended by those external agencies, and assessing the associated risks.
· Endorsing non-compliance with recommendations where considered inappropriate or inapplicable.

· Reviewing quarterly reports from QIT on external agency visits including those notified, those where the report is awaited anticipated dates fro action plans to be reviewed and anticipated date of compliance with all recommendations. 

6.3
Lead Directors
Lead Directors will have responsibility for taking the lead on behalf of the Trust for individual external agency visits/inspections/accreditations.  They will have overall responsibility for:-

· Nominating a Trust Co-ordinator for each external agency visit/inspection/accreditation.
· Ensuring any external visits are recorded on the Register of Assurers, held on the G Drive, within 1 week of notification of the visit.
· Ensuring details of resulting reports/recommendations received are entered on the Register of Assurers. 
· Ensuring action plans are available within 3 months of receipt of the report.
· Presenting the proposed action plans for meeting the recommendations from external agencies, and appropriate risk assessments, to the Clinical Governance Steering Group for endorsement.
· Putting in place mechanisms to gain assurance on the implementation of those action plans.
· Providing feedback reports as appropriate to the Clinical Governance Steering Group or a nominated subsidiary group, and to the appropriate external agency.  
· Ensuring any risks are registered on the risk register, as appropriate.

6.4
Coordinators and Lead Managers within Directorates and Corporate Departments
Co-ordinators and Leads will be responsible for ensuring:-

· Any visits/accreditations/audits relating to their Directorate/department are recorded on the Trust central Register of Assurers, within 1 week of notification.
· Arrangements are put in place for the visit 
· Identifying those members of Trust staff who may be directly affected by any report/guidance received and ensuring either that those members of staff are provided promptly with a copy of the document in question or that they are promptly made aware of the existence of the document and provided with a means of easily accessing it.

· For any resulting reports and recommendations, a baseline assessment is carried out within 1 month, and a proposed action plan developed within 3 months, ensuring lessons learnt are acted upon throughout the organisation. 
· Arranging for the Lead Director to seek endorsement of the proposed action plan, or any reason for non implementation, and risk assessment, by Clinical Governance Steering group.
· Feedback reports on progress in implementing recommendations.
· Ensuring any risks are reported to the appropriate risk register.

6.5
Directorates Managers and Heads of Corporate Departments
Directorate Managers and Heads of Corporate Departments will be responsible for ensuring:-

· Action plans for implementation are included within their business plans. 
· The monitoring and review of implementation of action plans as part of routine performance management processes.
· Ensure any risks associated with the action plan are reported onto their risk register.

6.6
All Trust Staff
Individual members of staff will be responsible for notifying their Directorate Manager/Head of Department if they are aware of any external agency visits/inspections/accreditations affecting their clinical area/department, and enacting resulting recommendations.
6.7
Quality Improvement Team

The Quality Improvement team will be responsible for:

· Maintenance of the central Register of Assurers, on the G Drive.
· Providing quarterly reports to Divisions, Directorates and the Clinical Governance Steering Group, from the register. 
7.
 RESPONSIBILLITY FOR POLICY DEVELOPMENT

This document was developed by the Quality Improvement Manager.
8
EQUALITY IMPACT ASSESSMENT

The Leeds Teaching Hospitals Trust is committed to ensuring that the way that we provide services and the way we recruit and treat staff reflect individual needs, promote equality and does not discriminate unfairly against any particular individual or group. The equality Impact assessment for this policy can be seen in appendix B.
9
IDENTIFICATION OF STAKEHOLDERS
The stakeholders are the Trust Board, Senior Management, Divisional and Directorate Management Teams, Deputy Medical Directors, Corporate Nursing Team, and Corporate Departments. 
10
CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS
The earlier version of this policy was consulted on in detail with relevant corporate department representatives. This policy has been reviewed by the Clinical Governance Steering Group.

11
POLICY APPROVAL AND RATIFICATION 
This policy will be approved by the Senior Management Team.

12
PROCESS FOR REVIEW / REVISION
This policy will be reviewed in 2010 by the Quality Improvement Manager and submitted to the Clinical Governance Steering Group and Senior Management Team for endorsement.
13 
COMMUNICATION AND DISSEMINATION
This policy will be emailed directly to the Stakeholders, and posted on the Trust Intranet site under Policies. Key messages will be briefed through the e bulletin.  
14
IMPLEMENTATION
This policy will be implemented immediately.
15
MONITORING COMPLIANCE AND EFFECTIVENESS 

This policy will be monitored through Directorate and Divisional performance management processes and the Trust and directorate clinical governance forums.

Quarterly reports on compliance with the policy will be prepared by the Quality Improvement Team for Divisions, Directorates and the Clinical Governance Committee, from the Register of Assurers.

Through inclusion on the Internal Audit timetable and scheduled for monitoring every 2 years.
16
STANDARDS/KEY PERFORMANCE INDICATORS
All visits, inspections, and accreditations are recorded on the central Register of Assurers.
All subsequent reports are logged on the Register within 1 week of receipt
Reports/recommendations are reviewed within 1 month of receipt and action plans (where appropriate) approved by the Clinical Governance Steering Group within 3 months of receipt of the report.

17 REFERENCES
NHS Litigation Authority Risk Management Standards for Acute Trusts
Key Lines of Enquiry Standards (KLoE)

Building the Assurance Framework, DoH 2003










Appendix A
POLICY ON RESPONDING TO EXTERNAL AGENCY VISITS INSPECTIONS AND ACCREDITATIONS

NOMINATED GROUP AND LEAD DIRECTORS
	External Agency 
	Lead Group
	Lead Director 

	NHSLA
	Clinical Governance Steering Group 
	Director of Quality (Risk Manager) 

	Audit Commission 
	Clinical Governance Steering Group
	Director of Finance 

	PEAT
	Clinical Governance Steering Group
	Director of Estates & Facilities 

	HSE
	Clinical Governance Steering Group
	Director of Quality (Head of Health & Safety) 

	Care Quality Commission 
	Clinical Governance Steering Group
	Director of Quality 

	Royal Colleges 
	Clinical Governance Steering Group
	Medical Director 

	Institute of IT Training
	Information Governance Group
	Director of Informatics

	Connecting for Health
	Information Governance Group
	Director of Informatics

	British Computer Society
	Information Governance Group
	Director of Informatics

	Royal Pharmaceutical Society of Great Britain
	Drugs and Therapeutics Committee
	Medical Director (Clinical Director, Medicines Management and Pharmacy Services

	West Yorkshire Police
	Clinical Governance Steering Group
	Director of Quality/Director of Estates & Facilities

	Medicines and Healthcare Products Regulatory Agency (MHRA)
	Clinical Governance Steering Group
	Medical Director

	Human Fertilisation and Embryology Authority (HFE)
	Divisional Clinical Governance Forum
	Medical Director

	British Standards Institute (BSI)
	Oncology and Surgery Divisional Clinical Governance Forum
	Divisional General Manager,

Oncology and Surgery

 

	Joint accreditation Committee of ISCT (America) and European Bone Marrow Transplant Registry (Europe)
	Oncology and Surgery Divisional Clinical Governance Forum
	Divisional General Manager,

Oncology and Surgery



	Institute of Physics & Engineering in Medicine
	Oncology and Surgery Divisional Clinical Governance Forum
	Divisional General Manager, Oncology and Surgery

	National Chemotherapy Advisory Group
	Oncology and Surgery Divisional Clinical Governance Forum
	Divisional General Manager, Oncology and Surgery

	Cancer Peer Review
	Oncology and Surgery Divisional Clinical Governance Forum
	Divisional General manager, Oncology and Surgery Division

	Department of Health
	Clinical Governance Steering Group
	Chief Executive

	Human Tissue Authority
	Clinical Governance Steering Group
	Medical Director 

	National Patient Safety Agency
	Risk Assessment Group
	Director of Quality

	
	
	


APPENDIX B

EQUALITY AND DIVERSITY CHECKLIST



	1. Screening

	How relevant is this policy and its associated procedures to promoting equality and human rights and to eliminating discrimination? (indicate in boxes below)

	
	Not relevant
	 Partly relevant (say which parts)
	Very relevant

	Race/ethnic group:
	   √
	
	

	Disability
:
	   √
	
	

	Gender including transsexuals:
	   √
	
	

	Age:
	   √
	
	

	Sexual Orientation:
	   √
	
	

	Religion:
	   √
	
	

	Human Rights

	   √
	
	

	Carers or other group  (please state)
	   √
	
	

	

	2. Assessing Impact ( To be completed where the policy and associated procedures has been determined as relevant in the screening process)   Not applicable

	Please specify, in the rows below, anything that you have included in this policy and its associated procedures to ensure that  equality is promoted and that  no one will be unlawfully disadvantaged (discriminated against) as a result of this policy

	

	Race/ethnic group:
	

	Disability:
	

	Gender:
	

	Age:
	

	Sexual Orientation:
	

	Religion:
	

	Human Rights
	

	Carers or other group (please state):
	


APPENDIX C  - CHECKLIST FOR THE REVIEW AND APPROVAL OF POLICY
To be completed and attached to the policy when submitted to the appropriate committee for consideration and approval.

	
	Title of document being reviewed:
	Yes/No/
Unsure
	Comments

	1.
	Title
	
	

	
	Is the title clear and unambiguous? Is it positively named in respect of the behaviour, actions, established position it seeks to achieve?
	Yes
	

	
	Is it clear whether the document is a policy, guideline, protocol or standard?
	Yes
	

	2.
	Rationale
	
	

	
	Are reasons for development of the document stated?
	Yes
	

	3.
	Development Process
	
	

	
	Is the method described in brief?
	Yes
	

	
	Are people involved in the development identified?
	Yes
	

	
	Do you feel a reasonable attempt has been made to ensure relevant expertise has been used?
	Yes
	

	
	Is there evidence of consultation with stakeholders and users?
	Yes
	

	4.
	Content
	
	

	
	Is the objective of the document clear?
	Yes
	

	
	Is the target population clear and unambiguous?
	Yes
	

	
	Are the intended outcomes described? 
	Yes
	

	
	Are the statements clear and unambiguous?
	Yes
	

	
	Is the content sufficiently concise and straightforward to be clear?
	Yes
	

	
	Can any detail or complex material be transferred to an appendix?
	No
	

	5.
	Evidence Base
	
	

	
	Is the type of evidence to support the document identified explicitly?
	Yes
	

	
	Are key references or supporting documents cited?
	Yes
	

	6.
	Approval
	
	

	
	Does the document identify which committee/group will approve it? 
	Yes
	

	
	If appropriate have the joint Human Resources/staff side committee (or equivalent) approved the document?
	N/a
	

	7.
	Dissemination and Implementation
	
	

	
	Is there a communications plan to identify how this will be done?
	Yes
	

	
	Does the implementation plan include the necessary training/support to ensure compliance?
	N/a
	

	8.
	Document Control
	
	

	
	Does the document identify where it will be held?
	Yes
	

	
	Have archiving arrangements for superseded documents been addressed?
	Yes
	

	9.
	Process to Monitor Compliance and Effectiveness
	
	

	
	Are there measurable standards or KPIs to support the monitoring of compliance with and effectiveness of the document?
	Yes
	

	
	Is there a plan to review or audit compliance with the document?
	Yes
	

	10
	Review Date
	
	

	
	Is the review date identified?
	Yes
	

	
	Is the frequency of review identified?  If so is it acceptable?
	Yes
	

	11
	Overall Responsibility for the Document
	
	

	
	Is it clear who will be responsible for co-ordinating the dissemination, implementation and review of the document?
	Yes
	


	Individual Approval

	If you are happy to approve this document, please sign and date it and forward to the chair of the committee/group where it will receive final approval.

	Name
	
	Date
	

	Signature
	

	Committee Approval

	If the committee is happy to approve this document, please sign and date it and forward copies to the person with responsibility for disseminating and implementing the document and the person who is responsible for maintaining the organisation’s database of approved documents.

	Name
	
	Date
	

	Signature
	


APPENDIX D - PLANS FOR DISSEMINATION AND COMMUNICATION OF POLICY
To be completed and attached to any policy before being submitted to the appropriate committee for consideration and approval.
	Title of document:
	Policy On Responding To External Agency Visits Inspections And Accreditations

	Date finalised:
	
	Dissemination lead:
Print name and contact details
	Angela Legge
Deputy Quality Improvement Manager

Ext 65450

	Previous document already being used?
	Yes  
Policy on Co-ordination of External Agency Visits/Accreditations and Responding to External Reports/ Recommendations/Best Practice Guidance
	
	

	If yes, in what format and where?
	Policy is on the policy’s webpage of the Intranet. 

	Proposed action to retrieve out-of-date copies of the document:
	Email to Executive Directors, Divisional and Directorate Management teams, and Heads of Corporate Departments 

	To be disseminated to:
	How will it be disseminated, who will do it and when?
	Paper
or
Electronic
	Comments

	Accountable Directors, Divisional and Directorate Management Teams, Heads of Corporate Departments, CDs and Matrons
	Notified via email with link to policy webpage
E bulletin


	Electronic
	

	
	
	
	


Dissemination Record - to be used once document is approved.

	Date put on register / library of policies
	
	Date due to be reviewed
	


	Disseminated to: (either directly or via meetings, etc)
	Format (i.e. paper or electronic)
	Date Disseminated
	No. of Copies Sent
	Contact Details / Comments


COMMUNICATION OF POLICY 
	Objectives of communications plan
The stakeholders will be notified of the updated policy, and of key changes

	Key messages

This policy aims to ensure that: 

· The Trust has a systematic and consistent approach in place for recording and coordinating visits, inspections and accreditations from external agencies and bodies.
· A central register of external agency visits, inspections and accreditations, called The Register of Assurers, is maintained on the G Drive and kept updated.
· The assurance received from external agencies as a result of an external agency visit, inspection or accreditation is reviewed and any recommendations are responded to and managed appropriately.

What does this policy mean for staff?
All staff should notify their Directorate Manager/Head of Department if they are aware of any external agency visits/inspections/accreditations affecting their clinical area/department.
A Lead Co-ordinator will be nominated for all visits/inspections/accreditations to ensure appropriate arrangements are put in place, and other staff who need to know are notified.

All visits should be recorded on the Trust’s central Register of Assurers, within 1 week of notification. All directors and lead managers will have access to the register which is located on the G Drive.

Any resulting reports and recommendations will be assessed to determine what actions need to be put in place, and proposed action plans will be presented to either the Trust Clinical Governance Steering Group or one of its supporting groups for endorsement.

Feedback reports on progress in implementing recommendations will be presented to the group that endorsed the action plan (as above).
Quarterly reports from the central Register of Assurers, will be produced by the Quality Improvement Team for directorate and divisional management, and for the Trust Clinical Governance Steering Group.

	Target Audience

Accountable directors, divisional management, directorate management, Heads of Corporate departments, CDs and Matrons

	Stakeholders 

The stakeholders are the Accountable directors, divisional management, directorate management, Heads of Corporate departments, Cd’s and Matrons. They will be informed through email, the ebulletin, and the QIT will be available to deliver briefings as required.

	Timing

The email and ebulletin communication will be within 1 month of approval at SMT. The briefings will be available as required by management teams.

	Channels/mechanisms

Email, intranet, ebulletin, ad hoc briefings as required



	Table of activity

Action

Identifiable Person

Date

Completed

Put on Intranet Policies Page

Trevor Reed

Email to 


















































































� Disability covers physical, sensory and mental impairments which include mental illness and learning disability. Long term conditions such as cancer, HIV and Multiple Sclerosis are included and any other condition at the point at which it begins to have an impact on a person’s capacity to carry out normal day to day activities.


� How relevant is this policy and its associated procedures to promoting equality and human rights and to eliminating discrimination? (indicate in boxes below)
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