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	LOC HOT BRIEF
Confidential to LOCs & ROCs ( March 2009 ( Issue 1


On behalf of the national negotiating bodies, LOCSU is instituting a new system of “hot briefs” on important issues which LOCs need to be aware of or take action/not take action. We hope you find them useful.
The contents of the brief itself should not normally be shared with NHS staff e.g. optometric advisors as they are intended for private LOC/ROC information only.

The annexes attached to this brief are specifically intended to be used as models for discussions and correspondence with PCTs locally.

Please also consult LOCSU for advice in specific cases.
1.
Warning not to agree to combined GOS Mandatory and Enhanced Services Contracts

Some PCTs - with the best will in the world - have suggested contracting with practices for enhanced services by means of a variation to the mandatory services GOS contract, rather than through a separate contract.  Although legal in strict terms this was never a policy intention and neither the optical representative bodies nor The Department of Health believe this to be a good idea.  The reasons for not agreeing to such combined contracts are set out in Annex A.  

Please do not consider entering into such contracts without seeking advice first from the LOCSU or the optical representative bodies.
2.
OTT Infection Control

Some PCTs have been issuing excessive draft infection control guidelines and reporting requirements which go well beyond the standards for optical practices as established in the guidance from the College of Optometrists and ABDO, authorised by the GOC, and set out in Quality in Optometry. 

In some cases this may have arisen from confusion about the genuine levels of risk in optometric practice, muddled with the decontamination requirements for other kinds of practitioners or establishments e.g. hospitals, GP surgeries/minor surgery units, or the misinterpretation of what the College specifies as requirements for higher risk environments e.g. a care home with D&V outbreaks which are not applicable to ordinary optometric practice.

A sample letter used in response to one PCT is attached as Annex B for local use if necessary.  Again, please contact LOCSU if such requirements are being requested of you.  

3.
Beware Free NHS email addresses 

One PCT has been “offering” two free email NHS email addresses per practice in return for increased monitoring information (without agreement with the LOC) and putting pressure on practices to sign up to this one-off deal within very tight deadlines.  

We have many objections to this not least:
· the fact that NHS email addresses are free to everyone and not limited by number 
(they incur virtually no cost to the PCT)

· only one all-purpose NHS email address and only one additional address for the most senior optometrist is offered per practice

· this is entirely insufficient and would put data security at risk

· every practitioner should have their own secure NHS email address.

We cannot understand why PCTs should be offering such “deals” to practices with very short deadlines in return for signing up for more onerous monitoring requirements.  

A model line-to-take is at Annex C.  Please contact LOCSU if you are approached in this way.  

News Flash

NHS Primary Care Contracting (PCC) – Proposed GOS Contract Monitoring Framework for England

At the request of PCTs, NHS PCC have been working with optometric advisors to develop a GOS contract compliance toolkit for PCTs to use with contractors.  The optical representative bodies are meeting with NHS PCC on Thursday 12 March to discuss a working draft.  We will advise you of the outcome of those discussions as soon as we can.  

In the meantime, LOCs should not sign up to any contract monitoring framework and should respond to any request to do so along the following lines:
 “We understand that our representative bodies are in negotiation with NHS Primary Care Contracting and the Department of Health about finalising a GOS contract compliance framework and toolkit for PCTs and practices.  Until that is finalised and published, we would prefer to wait rather than start down the wrong route and risk wasting resources at both practice and PCT level – which of course would  ultimately impact on patients.” 

Further Information

We do hope you find this communication helpful and would appreciate any feedback you have.  

For further information, please contact: 

Georgina Gordon
Patricia O’Sullivan

Head of Unit
Deputy Head of Unit


Tel: 020 7202 2195
Tel: 020 7202 8151


georginagordon@locsu.co.uk
patriciaosullivan@locsu.co.uk
61 Southwark Street ( London ( SE1 0HL ( www.locsu.co.uk
Annex A: Warning not to agree to combined GOS Mandatory and Enhanced Services Contracts
Contracts for GOS and enhanced services should be treated as entirely separate entities. This might seem like a statement of the obvious but recently, the LOCSU was assisting an LOC that was negotiating a referral refinement scheme with their PCT, based on the national PEARS scheme in Wales. The PCT wanted to attach the scheme to the GOS contract i.e. to amend a mandatory services contract, via a ‘deed of variation’ rather than to negotiate a separate contract for the enhanced service. We issued the LOC with the following advice, agreed with the national representative bodies, which you may find useful, should you encounter a similar situation with your PCT: 

“We would strongly advise you against signing an amended mandatory services contract to include a clause which covers an enhanced service. Indeed we would specifically ask you not to do so. 

Enhanced services are 

· quite separate services (albeit delivered by the same staff from the same premises) 

· local services rather than national services 

· separately commissioned under local arrangements  (for which no national model template has yet been agreed)

· subject to quite separate governance and monitoring arrangements. 

Instead, we would recommend that a separate contract for enhanced services be drawn up.  This need not be complicated and we would be willing to help you and the PCT with this if necessary. Having spoken to the Department of Health, our opposition to an amended mandatory services contract at this stage is based on the arguments above and the following considerations. 

Firstly, when we negotiated the current GOS contract, the Department of Health insisted that the contracts for mandatory services and for additional (domiciliary) services be kept separate for very similar reasons. (It is also easier to start, vary, suspend or terminate one contract without affecting the other.)

Secondly, by amending the mandatory services contract to include enhanced services, there is a great danger that additional burdens on GOS will be introduced in error, in other words that the elements of clinical governance, audit, reporting and monitoring that are part of an enhanced service would be interpreted subsequently as pertaining also to mandatory services – compulsory clinical governance and other requirements brought in by the back door. 

The NHS Primary Care Contracting Team (PCC) is considering producing a model template for enhanced services contracts – most likely to emphasise the separate nature of GOS and enhanced services. We will issue advice on this in due course.

Annex B: OTT Infection Control
“Dear 

Thank you for your letter and enclosure on a Control of Infection Policy and invitation for feedback. As you will be aware the document you have produced goes some significant way beyond the Guidance issued recently by the College of Optometrists and the ABDO on the subject of infection control and considered to be appropriate to optometric practice by our professional and representative bodies.  Please be assured that we entirely support the principles of good infection control and our contractual duties in that regard in relation to the provision of mandatory services but we feel this must be proportionate to the genuine levels of risk in optometric practice when providing such services.

The following are initial thoughts or suggestions on the document.

In our view the proposals appear to be for a practice that has a greater risk of bodily fluid and other contamination than would occur in any optometric practice providing mandatory services.  We also suspect you may be drawing on the College’s higher risk environments guidance rather than the guidance for high street practices.  Has anyone from the public health department visited an optometric practice to observe what takes place and to provide a realistic risk assessment? 

As you will know most practices currently have carpeting and other soft furnishings in the form of curtains and chairs that have a fabric surface – this is what patients like and expect and, considering the level and type of contamination they might be subjected to, these surfaces can be cleaned effectively. Moreover many consulting rooms will not have a washbasin in the room itself although hand hygiene could still be scrupulously observed. The cost of changing this to meet the proposed policy requirements and the timescales and disruption to patient services would be substantial and impractical unless proven to be essential to patient safety and wellbeing. 

Few practices will carry out processes such as foreign body removal using sharps.  We also very much doubt that the risk of cross infection when performing mandatory services is so high as to merit practitioners seeing patients with arms bare below the elbow and no hand or wrist jewellery.  Hand hygiene and chin rest wipes etc should be more than sufficient.

The document also suggests practitioner time will be required annually during an Infection Control Team visit and that all staff will require time regularly to undergo training or supervised practice – is this time to be paid for by the PCT?

We cannot see any reason for including a minimum room size of 12m2.  This is impractical, unnecessary and most optometric practices would not be able to comply.

In summary the LOC feels the document in its current form is inappropriate to optometric practice and unworkable.  We would strongly suggest the PCT consider using the College of Optometrists and ABDO documents as the basis for an agreed local policy rather than developing a document that appears to be more appropriate for a practice setting where there is high risk of bodily fluid or other contamination than to one providing mandatory services. Any policy should be consistent with the level of risk.

As an LOC we would be very happy to work with you on this and perhaps develop a model that other PCTs/LOCs could adopt

With best wishes

[LOC]”

Annex C: Beware Free NHS email addresses
Things are moving in some areas on the IT connectivity front for optometrists – but be careful. Do not jump at the first offer you receive to get connected to an NHS.net email account, without fully considering what you are being offered. A London PCT has written to all local practitioners, offering NHS.net email accounts. The letter reported that the PCT had discussed the implementation of this service with the LOC and that an agreement had been ratified at an Optometry Steering Group, where the LOC was represented. The LOCSU had a number of concerns:

· the letter did not say that the LOC had actually agreed the offer

· the practice would have to pay for any upgrade necessary to run NHS.net even though connection would be of particular benefit to the PCT

· practices would have to pay if more than one optometrist per practice was connected

· the PCT included a requirement that the practice would verify information from the National Patient Safety Alert (NPSA) network; details of this was meant to be included in the SLA covering the NHS.net connection, but it was not.

· there was no implication of the workload involved – casual references to “providing information” and “to be available for audits”

· the timescale for signing the SLA was tight – less than 3 weeks
The LOCSU recommended that after consulting the national, representative bodies and the LOCSU, the PCT and LOC should write to local practitioners with fresh proposals that address these concerns. So, should individual practitioners be approached by PCTs in this manner, they should reply to the PCT, expressing their keen interest and acknowledging the benefits it would bring for patient care and the PCT, while notifying the PCT that they are waiting on advice from the LOC and local colleagues i.e. other practices, before they can sign any agreement.
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