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Introduction 

 

The Primary Eyecare Services (“the Organisation”) Policy Suite contains the policies used by the 

Organisation to meet the clinical and contractual requirements for the delivery of eye care services.  This 

provides the basis of the Organisation’s governance and compliance programme and fulfils the policy 

requirements of the NHS Standard Contract 2020-21. All policies contained within the Primary Eyecare 

Services Policy Suite are also applicable to the services delivered under Primary Eyecare (East Midlands). 

 

Organisation Structure 

 

The board of directors are responsible for setting the Organisation’s vision and direction, implementing 

its governance structure, and overseeing the extended primary eyecare service contracts that it enters 

in to with commissioners. Service delivery is managed by the Organisation’s CGPLs, who report directly 

to the executive team. The Organisation’s board of directors is ultimately responsible for the 

implementation of the policies within this Policy Suite. 

 

Optical practice subcontractors and practitioners 

 

The Organisation subcontracts clinical service delivery from optical practices already providing NHS 

GOS. Subcontractor practices must complete the Quality in optometry toolkit before they can 

participate in the delivery of enhanced services. Practitioners are accredited to deliver eye care services 

when they have evidenced all necessary training requirements.  

In addition to the Organisation’s Policy Suite, subcontractor practices also hold their own policies which 

are in turn authorised at practice level.  

 

Compliance with this Policy Suite 

 

It is a requirement of the subcontract that the subcontractor holds with the Organisation that the 

subcontractor abides by the Organisation’s policies. The Organisation are responsible for ensuring that 

subcontractors comply with this Policy Suite and hold their own policies as required. More information 

on compliance is within the Managing Subcontractor Policy. 

 

Review 

 

This Policy Suite is reviewed annually. Certain policies within it may be reviewed and amended more 

frequently as required.  
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Glossary of Acronyms 

 

CET: Continuing Education and Training 

CGPL: Clinical Governance and Performance Lead 

CQI: Continuous Quality and Improvement 

DBS: Disclosure Barring Services 

DNA: Did Not Attend 

DSPT: Data Security and Protection Toolkit 

GOC: General Optical Council 

GOS: General Ophthalmic Services 

HCAI: Health Care Associated Infections 

HR: Human Resources 

ICO: Information Commissioner’s Office 

IG: Information Governance 

IT: Information Technology 

KPI: Key Performance Indicators 

LOC: Local Optical Committee 

LOCSU: Local Optical Committee Support Unit 

MECC: Making Every Contact Count 

MHRA: Medicines and Healthcare Products Regulatory Agency 

NHSCFA: NHS Counter Fraud Authority 

NICE: National Institute for Health and Care Excellence 

POM: Prescription Only Medicines 

QIO: Quality in Optometry 

QIPP: Quality, Innovation, Productivity and Prevention    

RCA: Root Cause Analysis 

SABS: Safety Alert Broadcast System 

SIRO: Serious Information Risk Officer 

SLA: Service Level Agreement 

STEIS: Strategic Executive Information System  

WOPEC: Wales Optometry Post Graduate Centre 
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Access controls and password management procedures 

 

Technical access controls are built into the IT platform. To ensure data is safeguarded, this functionality 

must be complemented by operational and managerial controls put in place in the organisation. This 

document outlines the procedures for managing access to systems.  

 

Intended audience 

 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• Hospital staff using the IT system. 

 

Access to the System 

 

The organisation operates a role-based access for different groups of users. 

 

Optical Practice / Subcontractor - Access will be provided following submission of key evidence 

documents as detailed in the organisations Subcontractor & Practitioner Accreditation Standard 

Operating Procedures 

• Clinical 

• Admin  

 

Optical Practice / Referral module only - Subcontractors are required to submit evidence of DSPT 

and sign data sharing agreement before staff can be authorised. 

• Clinical – users will be required to upload evidence of identity 

• Admin 

 

Hospital User – Hospital to confirm staff that require access to the IT system 

• Clinical 

• Admin  

 

In all cases clinical users, optical practices and Hospital eye departments must notify Primary 

Eyecare Services if a user account needs to be removed. This can be done by emailing 

IT@primaryeyecare.co.uk  

 

Password Rules 

Password must contain a minimum 12 characters, this must be a combination of letters, numbers and 

at least one special character 

 

Locked Account 

Accounts will be locked after a 3 month period of inactivity. To restore a locked account email 

info@primaryeyecare.co.uk 

 

 

 

mailto:IT@primaryeyecare.co.uk
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Local Audit 

The management of access rights will be subject to internal audit to ensure that this procedure is being 

followed. An audit will be undertaken every 12 months by the organisation. Optical Practises and 

Hospital users are required to complete an annual audit. 

 

Optical Practice Staff 

 

Procedures for account registration 

 

Optical Practice owner / practice manager sign contract 

Admin user name and password issued to optical practice   

Admin user to invite GOC registered clinical user(s) 

GOC registered clinical user uploads evidence 

GOC registered clinical user approved and can access system 

GOC registered clinical user can add practice administrator(s) 

Practice administrator receive log in and password 

 

Optical practice staff working across multiple sites 

 

Clinical User 

A GOC registered user can be added to multiple practices following the process above. Clinical users 

that have previously uploaded evidence will not be required to upload the information again. The GOC 

registered user must be removed when they cease to provide clinical services at the practice.  

 

Practice administrator 

Practice administrator users can be added to additional practices as detailed in the table below 

 

Practice administrator enter ODS Code for additional practice(s) 

Practice administrator enter GOC registration number for clinical user at  additional 

practice(s) 

GOC registered user to review and authorise access 

 

The practice administrator must be removed when they cease to work at additional practices. 

 

Clinical Users and / or practice administrative users can be removed from an account by emailing 

IT@primaryeyecare.co.uk with ODS code (and GOC registration number for clinical users) for the 

practice. 

 

 

 

mailto:IT@primaryeyecare.co.uk
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Managing Changes to Access Rights – Optical Practice 

 

It is the responsibility of the optical practice to review and maintain access rights for staff working within 

the practice / business. 

 

Joiners 

As part of normal induction processes new staff required to use the computer system can be issued with 

a user name, password and access rights appropriate to their role.  

 

Profile Changes 

Whenever there is a temporary or permanent significant change in the way a person works, a review of 

their access rights must be carried out.   

 

Leavers 

When staff members leave, the practice admin user and / or the clinical user must notify Primary Eyecare 

so their profile should be removed, this can be done by emailing IT@primaryeyecare.co.uk  

 

Locums 

Locum staff can be invited by the optical practice. If the locum is not registered with Primary Eyecare, 

they will have to compete this before receiving log on and password. When a locum ceases to provide 

services at the optical practice, the practice must inform Primary Eyecare Services to remove the GOC 

registered clinician from practice account, this can be done by emailing IT@primaryeyecare.co.uk 

 

Annual Audit 

An annual audit should be undertaken to ensure only staff that require access to the Opera IT system 

maintain access. Any changes must be sent to IT@primaryeyecare.co.uk  

 

Forgotten Passwords 

Any staff member who has forgotten their password should use the reset password function on the log 

in page. User receives a one-time PIN to their email address, this will allow the user to log in and set a 

new password. 

 

Misuse 

If any user suspects misuse, this must be reported to the Primary Eyecare by emailing 

info@primaryeyecare.co.uk  and reset their password using the reset password function. 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:IT@primaryeyecare.co.uk
mailto:IT@primaryeyecare.co.uk
mailto:IT@primaryeyecare.co.uk
mailto:info@primaryeyecare.co.uk


 
 

9 
 

Hospital Staff 

 

Procedures for account registration 

 

Hospital receives user registration form at the start of the service  

Hospital completes user registration form and returns to info@primaryeyecare.co.uk    

Hospital Users receive log in and password – advised to reset password on first use 

Hospital Users to reset password on first use using the reset password function 

 

Managing Changes to Access Rights – Hospital User 

 

It is the responsibility of the hospital eye service manager to review and maintain access rights for 

staff. 

 

Joiners 

As part of normal induction processes new staff required to use the computer system can be issued 

with a user name, password and access rights appropriate to their role.  

 

Profile Changes 

Whenever there is a temporary or permanent significant change in the way a person works, a review of 

their access rights must be carried out.   

Leavers 

When staff members leave, the hospital manager must notify Primary Eyecare so their profile should be 

removed, this can be done by emailing info@primaryeyecare.co.uk  

Locums 

Locum clinical staff can be added as a clinical user to the hospital portal, hospital to complete user 

registration form and return to info@primaryeyecare.co.uk  

Forgotten Passwords 

Any staff member who has forgotten their password should use the reset password function on the log 

in page. User receives a one time PIN to their email address, this will allow the user to log in and set a 

new password. 

Misuse 

If any user suspects misuse, this must be reported to the Primary Eyecare by emailing 

info@primaryeyecare.co.uk  They will receive a new login and password. Depending on the severity 

of the allegation an investigation maybe required and appropriate disciplinary measures taken.   

 

 

 

 

 

 

 

mailto:info@primaryeyecare.co.uk
mailto:info@primaryeyecare.co.uk
mailto:info@primaryeyecare.co.uk
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Primary Eyecare Personnel 

 

Procedures for account registration 

 

The organisation operates a role-based access for different groups of users and will issue access to the 

Opera IT system based on staff members roles 

 

Managing Changes to Access Rights – Primary Eyecare User 

 

It is the responsibility of the organisation to review and maintain access rights for staff working within 

the practice / business. 

 

Joiners 

As part of normal induction processes new staff required to use the computer system can be issued 

with a user name, password and access rights appropriate to their role.  

 

Profile Changes 

Whenever there is a temporary or permanent significant change in the way a person works, a review of 

their access rights must be carried out.   

Leavers 

When staff members leave, the practice admin user and / or the clinical user must notify Primary Eyecare 

so their profile should be removed, this can be done by emailing info@primaryeyecare.co.uk  

 

Clinical Users / Locums 

Clinical users / Locums will be invited to use the platform by Primary Eyecare Services. If the clinician / 

locum is not registered with the organisation, they will have to compete the registration step and upload 

relevant evidence before receiving log on and password. 

Forgotten Passwords 

Any staff member who has forgotten their password should use the reset password function on the log 

in page. User receives a one time PIN to their email address, this will allow the user to log in and set a 

new password. 

 

Misuse 

If any user suspects misuse, this must be reported to the Primary Eyecare by contacting their line 

manager and reset their password using the reset password function. 

 

The procedure will be reviewed annually taking into consideration changes in national guidance and 

changes made to the technical access controls in the IT system. 

Technical access controls are built into the IT platform. To ensure data is safeguarded, this functionality 

must be complemented by operational and managerial controls put in place in the Organisation. This 

document outlines the procedures for managing access to systems.  

 

  

mailto:info@primaryeyecare.co.uk
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Audit Plan 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community.  

 

The Organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the Organisation. 

 

The Organisation recognises that that clinical governance is a framework, which is integral to, and 

underpins, all aspects of our service.  The Organisation is a rigorous upholder of best practice and has 

developed a suite of clinical governance policies; procedures and processes to underpin the delivery of 

a high quality and safe community eye care service.  

 

As part of this clinical governance process, the organisation is committed to a regular audit plan, the 

below sets a minimum requirement and additional detailed analysis will take place at the discretion of 

the Clinical Governance and Performance Lead/s. To ensure performance is embedded into the routine 

practice of the sub-contractors (and their practitioners) the results from audit will be shared following 

the end of Q2 and Q4 of each contract year. This information will be shared anonymously but will contain 

all subcontractor (and practitioner) results to enable benchmarking of individual performance. Where 

there are concerns about performance the sub-contractor and practitioner will be informed as per 

managing sub-contractor performance policy. 

 

Minor Eye Conditions Service Audit: 

• Source of referral by sub-contractor 

• Assessment outcome by sub-contractor 

• Assessment outcome by practitioner 

• Prescribing rate by sub-contractor 

• Prescribing rate by practitioner 

• Analysis of prescribing rate of higher cost lubricants  

• Completion rate of PROMS / E&D by sub-contractor 

• Conditions urgently referred (appropriateness) 

• Presenting symptoms by sub-contractor 

• Outcome from GP / GP staff referrals (at service level) 

• Outcome from self-referral (at service level) 

• Primary condition from GP / GP staff referrals (at service level) 

• Primary condition from self-referral (at service level) 

• Activity by practice 

 

Repeat Readings: 

• Activity by sub-contractor (for each pathway 1a, 1b & 1c – where appropriate) 

• Referral rate by sub-contractor (following each pathway 1a, 1b & 1c – where appropriate) 

• Referral rate by practitioner (following each pathway 1a, 1b & 1c – where appropriate) 

 

Glaucoma Enhanced Referral Service: 

• Reason for presentation  
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• Outcome from assessment 

• Outcome by reason for referral 

• IOP repeat carried out prior to GERS 

• Percentage of ‘own’ patients seen by GERS sub-contractors  

 

Enhanced Cataract Referral Service / Post-operative assessment service: 

• Compliance with EUR by sub-contractor 

• Compliance with EUR by practitioner 

• Outcome of pre-operative assessment 

• Post-operative assessment outcome 

• Analysis of reasons of urgent referral by sub-contractor 

• Post-operative outcome (split in to with and without co-morbidities) by provider 

• Post-operative patient satisfaction by provider 

 

The organisation’s Audit Plan will be reviewed annually. 
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Business Continuity and Disaster Recovery Plan 
 

1. Introduction 

 

While a disaster affecting business continuity is highly unlikely, the organisation has established this 

Business Continuity (BC) and Disaster Recovery Plan (DRP) to: 

• Ensure that the services are provided in accordance with the specification and contract with 

the commissioners, at all times, during and after the invocation of the BC plan. 

• Minimise, as far as is reasonably possible, the adverse impact of any disaster, service failure 

or disruption on the operations of the services provided on behalf of commissioners. 

 

The scope of BC and DRP plan includes: 

• Setting out the business continuity risks upon which the plan is based. 

• Setting out the procedures managing the business risk and for reverting to “normal service”. 

• Contact details. 

• Outlining the method(s) of recovering or updating data collected (or which ought to have 

been collected) during a failure of disruption to preserve data integrity. 

• Key personnel (including sub-contractors with a major role) including their role and 

responsibility and contact details. 

 

The Organisation’s accountable emergency officer is Dharmesh Patel. The accountable emergency 

officer will conduct the organisation’s response in the event of a business continuity issue and liaise 

with the board of directors throughout. 

 

The Organisation shall review part or all of this Plan (and the risk analysis on which it is based) on a 

regular basis and as a minimum annually. 

 

The Organisation’s clinical governance and performance lead will be the coordinating 

commissioner’s main point of contact within the Organisation. 

 

2. Subcontractor Optical Practices – To be followed if a disaster or incident arises which affects 

your ability to provide the services 

 

Serious Disaster 

 

If a disaster or Incident occurs which affects your ability to provide the services e.g. building damage, 

fire, flood, then you must notify Primary Eyecare Services Clinical Governance & Performance Lead 

(CGPL) and email info@primaryeyecare.co.uk within 24 hours of you first becoming aware. This is 

to ensure the organisation can continue to provide services to any affected patients across its 

network of optical practices. 

 

If services are affected, it is critical to ensure patients are notified of changes using a number of 

means. These may include a notice on the practice door, calling patients who have appointments 

during the incident, changing voicemail message, providing information on the practice website, 

etc  
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The organisation will work with you to assess the impact and likelihood of this disrupting the 

delivery of clinical services in order to effectively mitigate the impact of these. This may include 

identifying patients who may be affected and to arrange for them to receive care at an alternative 

service location. 

 

IT Outage  

 

If you are experiencing problems accessing the organisation IT system, contact the organisation on 

0330 1281544 info@primaryeyecare.co.uk The organisation will notify all practices of planned 

outages.  

 

IT outage should not affect patient care and services should continue to be delivered using paper 

based clinical records until system access is restored and electronic clinical records can be updated. 

 

Optical Practice withdrawal from service 

 

The clinical governance and performance lead will review the subcontractor list after any optical 

practice subcontractor withdraws and contact other practices in the locality to ensure there is 

sufficient capacity.  In the event that a gap is identified, the Organisation will inform the 

commissioner and discuss approaches to improve patient choice e.g. recruiting additional practices.  

A service gap may arise if an optical practice leaves the subcontractor list (this includes voluntary 

withdrawal, as well as contract suspension or termination).  Whilst this will not have a critical impact 

on the ability of the Organisation to deliver the service, it will impact on patient choice. 

 

3. Primary Eyecare Services - Business continuity risks  

 

Clinical services are provided across a network of optical practices ensuring the delivery of clinical 

services remain unaffected. A Business Impact Analysis has been undertaken and an internal 

Business Continuity Plan (BCP) is in place to enable core operations to continue in a timely manner 

in the event of a range of disruptions. In the instance a singular event should occur, e.g. power 

outage then that event will become the highest priority for resolution; however, the singular event 

may cause a chain reaction leading to further events which need to be prioritised accordingly. 

 

The plan has been established to ensure that in the event of a disaster, crisis or pandemic, personnel 

will have a clear understanding on who to contact and procedures to follow.  

 

Planning Scenarios  

Critical function Setting 

Building damage e.g. fire, flood Operations at Primary Eyecare Services Office 

Loss of Power Operations at Primary Eyecare Services Office 

Loss of Connectivity Operations at Primary Eyecare Services Office 

Telephone Systems failure Operations at Primary Eyecare Services Office 

Incapacity of Staff Operations at Primary Eyecare Services Office 

Pandemic Operations across the organisation 

Email Service Microsoft managed exchange hosting 

mailto:info@primaryeyecare.co.uk
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4. Incident Management Checklist  

 

Incident Management Checklist  

 If life and safety are at immediate risk – all employees should act first to ensure their own 

survival as well as the survival of all staff, and then communicate when feasible 

 

First person to observe incident to follow local emergency procedures and notify the 

responsible officer(s)  

 

The responsible officer(s), investigates the incident, and determines If it is necessary for 

public authorities should be notified and/or dials 999  

 

The office manager, to account for all staff and visitors  

The responsible officer(s), to notify the property management firm  

The responsible officer(s), to conduct initial assessment and determine if other 

organisations need to be notified e.g. commissioners, providers, etc 

 

If relocation is required, The responsible officer will enable home working while this is 

arranged 

 

If external suppliers / providers are used to restore services, the responsible officer should 

seek resolution timeframes from suppliers where relevant 

 

All incidents should be recorded.   

 

5. Referral Management Services (Opera IT) - Business continuity risks  

 

Referral Management Services have in place an Emergency and Business Continuity Plan that will 

enable the provider to resume services. A Business Impact Assessment is conducted at least 

annually by the organisation 

Planning Scenarios 

Critical function 

Loss of Computer System / Essential Data 

Loss of Telephony System / Broadband 

Loss of Electricity Supply 

Loss of Water Supply 

Incapacity of Staff 

Postcode Look up System 

One Time Pass Code Service 

Email Service 

NHS Numbers and Summary Care Record Access 

NHS Smartcards 

PACS & IEP 

N3 Access to SCR 

Printing Services 

Pandemic 

 

This Business Continuity and Disaster Recovery Plan will be reviewed and updated annually or when 

there is a change in supplier, contact number or process. 
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Chaperone Policy 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead (“prime 

contractor”) for a network of local optical practices (“subcontractors”) dedicated to delivering excellent 

eyecare in the local community. 

 

The organisation is committed to providing a safe, comfortable environment where patients and staff 

can be confident that best practice is being followed at all times and the safety of everyone is of 

paramount importance. 

 

This chaperone policy adheres to local and to national guidance and policy as laid out in the Guidance 

and advice published by the College of Optometrists and the Association of British Dispensing Opticians. 

Patients are welcome to bring a chaperone to accompany them into the consulting room. 

 

All our subcontractors and practitioners are aware of, and have received appropriate information in 

relation to, this policy. 

 

Subcontractor Optical Practices Checklist 

Practitioners are required to: 

1. Explain procedures to the patient as necessary and respond to their questions. 

2. Comply with any request from a patient not to carry out any procedure, although this may require 

the examination to be terminated. 

3. When examining a child or vulnerable adult, allow any request for a parent or carer to accompany 

the patient in the consulting room unless it is contrary to the declared wishes of a “Gillick competent” 

child. 

4. Maintain an open-access policy – i.e. a policy which means that colleagues are able to simply knock 

and enter the consulting room at any time without having to wait to be invited in after knocking; 

5. Where it is thought appropriate, keep the consulting room door ajar to enable the parent or carer to 

hear the consultation if they are not in the consulting room. 

6. Explain what they are doing during the examination, the outcome when it is complete and what they 

propose to do next. Keep discussion relevant and avoid personal comments. 

7. Record any other relevant issues or concerns immediately following the consultation. 

 

Patient Notification 

The organisation is committed to providing a safe, comfortable environment where patients and staff 

can be confident that best practice is being followed at all times and the safety of everyone is of 

paramount importance. 

All patients are entitled to have a chaperone present in the consulting room where they feel one is 

required. This chaperone may be a family member or friend. 

Your practitioner may also require a chaperone to be present for certain consultations in accordance 

with our chaperone policy. 

If you would like to see a copy of our Chaperone Policy or have any questions or comments regarding 

this please contact info@primaryeyecare.co.uk 

 

 

mailto:info@primaryeyecare.co.uk
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Clinical Governance Policy 

 
1. Policy Overview 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for 

a network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in 

the local community.  

 

The Organisation recognises that that clinical governance is a framework, which is integral to, and 

underpins, all aspects of our service.  The Organisation is a rigorous upholder of best practice and 

has developed a suite of clinical governance policies; procedures and processes to underpin the 

delivery of a high quality and safe community eye care service. 

 

2. Policy Scope 

The Clinical Governance Policy is an overarching policy, which has a broad scope and is comprised 

of the following areas [and/or sub-policies]: 

 

• Professional & Regulatory Requirements  

• Education, training and continuing professional development  

• Premises and Equipment 

• Evidence-Based Practice 

• Clinical Audit 

• Infection Control and HCAI Reduction 

• Medicines Management  

• Data and Records 

• Risk & Issues Management  

• Complaints 

• Serious Incident Management 

• Safeguarding 

• Health and Safety. 

 

The clinical governance policy, and its associated sub-policies, applies to the Organisation and its 

sub-contractors. 

 

3. Clinical Governance Structure and Oversight 

The Organisation’s Board of Directors has overall responsibility for the clinical governance 

programme.   

 

The Exec team will lead on clinical governance and report back to the board quarterly.   

 

The meetings will be minuted and the Board is responsible for ensuring that all agree actions, to 

address actual issues or to drive improvements in the quality of services, are implemented. 

 

The clinical director, appointed by the organisation, provides clinical leadership and is responsible 

for the overseeing the service delivery including day to day monitoring of all clinical governance 

and quality assurance arrangements.  
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The clinical director is responsible for producing a quarterly Board report on overall service 

performance and will attend Board meetings. 

 

The organisation will identify clinical governance and performance leads, who will oversee local 

service delivery in line with organisation policies, protocols and pathways. The organisation recruits 

a number of clinical governance and performance leads across England and will appoint a local 

deputy in the event that the lead is unavailable for any reason. 

 

All subcontractors are required to appoint a named lead for clinical governance and to put into 

place procedures and processes, which reflect the requirements of this policy [and sub-policies]. 

  

4. Professional & Regulatory Requirements  

 

4.1 Subcontractor Practices 

QiO is a web based self-assessment toolkit designed to ensure that practices meet robust 

information and clinical governance criteria. It is accompanied by a framework of audit and 

information to support achieving full compliance. NHS England uses QiO nationally for GOS 

compliance monitoring. 

 
The Organisation requires all subcontractor practices to complete Quality in Optometry (QiO) NHS 

Standard contract checklist, which is designed for community services.  All subcontractor practices 

must also have completed GOS Contract (checklist) as a requirement for the General Ophthalmic 

Services (GOS) Contract.  

 
The Quality in Optometry Toolkit (www.qualityinoptometry.co.uk) is a web based self-assessment 

toolkit to ensure practices meet robust information and clinical governance criteria.  It is 

accompanied by a framework of audit and information to support achieving full compliance. 

 
Subcontractor practices will be required to ensure that all practitioners participating in community 

services are registered annually with the General Optical Council. 

 
Subcontractor practices will be required to ensure that all practitioners participating in community 

services are aware of all clinical governance requirements, policies and local and national protocol 

within the practice and service.  

 
Further information is contained in the ‘Subcontractor & Practitioner Accreditation’ detailed in 

Appendix 1 

 
4.2 Duty of Candour 

 

All healthcare professionals have a duty of candour – this is the professional responsibility to be 

open, honest and transparent with patients when things go wrong. Subcontractor practices are 

required to follow the standards as defined 

 

4.3 Ophthalmology Subcontractors 

N/A 

 

http://www.qualityinoptometry.co.uk/


 
 

19 
 

4.4 CPD Requirements 

 
See the organisation’s dedicated Policy on Meeting the CPD Requirements of the Professional and 

Regulatory Bodies. 

 
5. Personalised Care Plan 

Personalised Care Plans are relevant to specific services. All practitioners are required to consider a 

personalised care plan for patients. This will be patient specific and will be tailored to the patient’s 

individual needs and include advice given, see example below 

 

Example 1 – Patient attending a MECS assessment found to have blepharitis and dry eye syndrome 

Personalised Care Plan – Lid hygiene, hot compress and artificial tears, practices may also share 

written information / leaflets. This should also include information on when to return. 

 

Example 2 – Patient attending MECS assessment with new onset flashes and floaters and clinical 

exam reveals PVD but no retinal tear / detachment. 

Personalised care Plan - Patient to be given advice on PVD , changes in symptoms to look out for 

and what to do and where to go if the symptoms changes, practices should also share written 

information with patients. 

 

Patients seen face to face will receive copies of their personalised care plan in person, patients seen 

virtually will need to have their personalised care plan shared with them using alternative methods.  

Email – Practices providing CUES have access to an nhs.net email address. Practice’s that have an 

nhs.net email address may send the personalised care plan to the patient by email. In this scenario, 

please ensure that the patient has confirmed they are happy to receive this information via email 

and document this on their patient record. 

Post – Practice staff may share the personalised care plan by post, please document this on the 

patients record. 

 
6. Training and Accreditation 

All practitioners are required to maintain registration with the General Optical Council and to have 

completed the training and accreditation the particular service requires. This will be verified through 

uploading of certification where appropriate.   

 
7. Premises and Equipment 

 

• All premises of subcontractor practices must comply with QIO requirements GOS Checklist, NHS 

Std Contract checklist and DPST checklist. 

• Consulting room equipment must be safe to use, properly maintained and fit for purpose. 

• A log is kept detailing all maintenance checks. 

• All members of staff who use equipment must be appropriately trained and have access to 

instruction and other manuals. 

• Equipment needing maintenance or repair must be decontaminated beforehand. 
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8. Evidence Based Guidelines and Protocols 

 

• The Organisation’s clinical governance and performance lead is responsible for implementing 

evidence-based guidelines and protocols for the community services. 

 

• These guidelines and protocols, will be informed by national guidelines including those published 

by National Institute for Health and Care Excellence (NICE), Royal College of Practitioners and the 

Royal College of Ophthalmologist guidelines as applicable, and will relate to all aspects of patient 

care including: 

 

o Patient Assessment 

o Referral  

o Patient management (including the use of medicines) 

o Patient follow-up 

o Discharge. 

 

• Preferred medicine choices can be found in organisation’s formulary.  

 

• All practitioners engaged by subcontractors to deliver the community services will be expected to 

work to the Organisation guidelines.  

 

• Subcontractors will be required to undertake a clinical audit as required by the Organisation to 

demonstrate adherence with the local guidelines and protocols. 

 

9. Clinical audit 

 

• The Organisation’s clinical governance and performance lead is responsible for establishing a 

programme of regular clinical audit which will include: 

 

o Adherence with locally determined guidelines and protocols 

o Adherence with the medicines formulary 

o Adherence with medicines management arrangements 

o Other audits which will be determined based on feedback from patients, clinicians, 

complaints and learning arising from the assessment and root cause analysis of issues 

and serious incidents.  

 

• Subcontractors will be required to submit their QIO checklist via the IT platform. 

 

• The organisation is responsible submitted checklists and for reviewing the results of clinical audit. 

 

• Where a clinical audit identifies a significant outlier, the Organisation’s clinical governance and 

performance lead will: 

 

o Undertake an independent review, based on a random selection of patient records in 

order to determine the appropriateness of the clinical decision-making. 

o Where there is evidence of inappropriate referral this will be followed up with the 

referrer(s). 
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o Where poor performance, is identified this will be addressed in accordance with the 

Organisation’s Managing Subcontractor Performance document. 

 
10. Infection Control and Health Care Associated Infections (HCAI) 

See the Organisation’s Infection Control and Health Care Associated Infections (HCAI) reduction 

plan. 

 

11. Medicines Management  

See the organisation’s Medicines Management Policy. 

 

12. Data and records 

See the organisation’s Information Governance and Data Management Policy. 

 

13. Risk and Issue Management  

See the organisation’s Serious Incident & Never Events – Incident Management Policy. 

 

14. Complaints 

See the organisation’s Complaints Policy and Procedures.   

 

The Policy and Procedures reflect the requirements of the standard NHS complaints procedure. 

 

15. Serious Incidents 

See the organisation’s Serious Incident & Never Events – Incident Management Policy. 

 

The Policy and Procedures reflect the requirements of the standard NHS complaints procedure. 

 

16. Safeguarding 

See the organisation’s Safeguarding Adults and Safeguarding Childrens Policy. 

 

17. Health and Safety 

See the organisation’s Health and Safety Policy. 

 

The Organisation’s Clinical Governance policy will be reviewed annually. 
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Appendix 1 

Subcontractor & Practitioner Accreditation 
 
Subcontractor requirements  

These submissions will be uploaded by subcontractor optical practices to provide assurance to Primary 

Eyecare Services. These will continue to be refreshed every 3 years: 

• Complete QiO GOS Contract Checklist 

• Complete the QiO NHS Standard Contract subcontractor checklists (general conditions, service 

conditions, information governance.  

• Complete the Data Security and Protection Toolkit for optical practices and upload at initial 

registration. 
 

The following evidence will be confirmed annually with the practice confirming via a declaration: 

• Completed DSPT optical toolkit 

• Completed the infection control audit within QiO  

• The practice has and maintains up to date Employers and Public Liability Insurance 

• The subcontractor and all of their staff have reviewed the updated Primary Eyecare Services 

Policies (with link to policies on website) 

 
 

Practitioner Requirements  

Performers working for subcontractors also have requirements they need to meet in order to become 

accredited for a service. They must: 

• Collect performer details; name, address, date of birth, contact email, GOC number and NPL 

number (where relevant).  

• Upload of Disclosure and Barring Service (DBS) Certificate – this needs to be enhanced DBS with 

check of DBS barred lists for adults and children. 

• Performer has signed up for the DBS update service. 

• DBS Certificate number and permission to check for updates on the DBS update service. 

• Upload certificate confirming Level 2 Safeguarding Training for Adults and Children within the 

last 3 years. This needs to be maintained, the IT system will prompt users when this is close to 

expiry. 

 

The following evidence will be confirmed annually with the clinician confirming via declaration: 

• CPD – MECS 3 CET points and 1 CET point for cataract in every 3 year CET cycle. 

• The clinician has reviewed the updated Primary Eyecare Services Policies (with link to policies) 

 

Service specific 

• Upload relevant Wales Optometry Postgraduate Education Centre (WOPEC) accreditation 

certificates or accepted equivalent to IT platform. 

• Upload relevant higher qualifications onto IT platform 

 

The Organisation will maintain a register of accredited performers to include the information above and 

the primary region they work in.  
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Complaints Policy 
 
Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community. 

 

The Organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the Organisation. 

 

The Organisation will endeavour to deliver a service whereby the likelihood of complaints being made 

is very low.  However, if complaints do occur, the Organisation is well placed to address these and 

implement lessons learned (lessons learned meaning experience derived from service provision leading 

to an improvement in quality of our service provision) in the interests of patients.  This review/analysis 

mechanism allows the Organisation to identify areas for improvement. 

 

The Organisation will hold overall responsibility for complaints handling management and compliance.  

The Organisation adheres to the Local Authority Social Services and National Health Service Complaints 

(England) Regulations 2009 and all local requirements on complaints management.  The Chief 

Governance Officer is responsible for the Organisation’s compliance with the regulations and is the 

designated complaints manager. The Clinical Governance & Performance Lead will be the complaints 

investigator and lead the investigation. 

 

Central to the Organisation’s complaints policy is an emphasis on transparency for all parties.   

 

For the purpose of this policy, a complaint is not a complaint, if it is made orally and is resolved to the 

complainant’s satisfaction within 24 hours.  A complaint may not refer to a failure to comply with the 

Freedom of Information Act (dealt with by a separate procedure).  Nor may a complaint relate to a 

subject which has already been dealt with as a complaint and been resolved. 

 

A complaint may be made in writing or electronically. If made orally and 24 hours have elapsed since 

the complaint was made and if the complaint has not been resolved, a written record will be made of 

the complaint.  A copy of the written record will be provided to the complainant. 

 

The Organisation and its subcontractors will make information available to the general public about 

their arrangements for dealing with complaints about NHS services. 

 

The complaints manager will ensure: 

 

• Complaints are dealt with efficiently and are properly investigated. 

• Complainants are treated courteously, fairly, expeditiously, appropriately and are informed of 

the outcome of the investigation of their complaint. 

• Action is taken in the light of the outcome of the investigation if any is necessary. 

• Complaints are reported to the Board quarterly, and to the commissioner as required by the 

contract. 
 

A service improvement plan is produced and implemented where appropriate, in accordance with the 

Organisation’s quality and continuous improvement policy.  
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Subcontractor Optical Practices 

 

The Organisation requires subcontractor practices to: 

• Report any complaints relating to the community services immediately to the Organisation via 

the online reporting system (or telephone the Clinical Governance and Performance Lead in an 

emergency). 

 

•  

•  

•  

•  

 

 

• Provide information as the complaints manager deems appropriate to manage the complaint 

or to report to the board for learning points to be gained. 

• Seek input from the complaint manager before responding to any complaint (except for 

attending to any urgent clinical care needs of the individual affected). 

 

The Organisation’s Procedure for Managing Complaints 

 

1. All complaints will be acknowledged by the complaints manager within 3 working days. 

2. When acknowledging receipt of a complaint, the complaints manager will offer to discuss with 

the complainant how and when he/she intends to investigate and resolve the complaint.  If the 

complainant refuses this offer, the complaints manager will advise the complainant in writing 

how long it is likely to take him to respond concerning the substance of the complaint (the 

‘response period’). 

3. The complaints manager will endeavour to keep the complainant informed of the progress of 

the investigation.  As soon as possible after completing the investigation, the complaints 

manager will advise the complainant in writing how he has considered the complaint and what 

he proposes to do to resolve the complaint and any consequent action.  This will be done within 

10 working days where possible. He will also inform the complainant of their right to pursue 

the complaint with the Health Service Commissioner (the ‘health ombudsman’). 

4. The Organisation will endeavour to resolve the complaint within six months after receiving the 

complaint or, if it cannot be resolved, the complaints manager will tell the complainant why 

they have not managed to do so. 

5. The Organisation and its subcontractors will make information available to the general public 

about their arrangements for dealing with complaints about NHS services. 

6. The Organisation will keep a record of each complaint received, the subject matter and outcome 

of each complaint, each response period where applicable, and, in the cases of a response 

period being applicable, whether the complainant was informed of the outcome of the 

investigation. 

 

The Organisation will report complaints to the commissioner as per the terms of the contract for this 

service. This information will also be used within annual reports from the board.  

In situations where a complaint develops into a serious incident - particularly when a patient becomes 

harmed or otherwise deemed at risk - the Organisation’s serious incident policy will be activated.  

  

The Organisation’s Complaints Policy will be reviewed annually 

Optical Practice Staff Online reporting tool  
Primary Eyecare Clinical 

Governance & 

Performance Lead 
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Confidentiality code of conduct 
  

1. Purpose of Code 

This code sets out the standards expected of all personnel delivering services through the organisation, 

this includes but is not limited to the list below 

 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

 

2. Legal Framework Governing Confidentiality and Staff Responsibility 

All staff, consultants, directors and subcontractors have a personal duty of confidence to patients and 

to the Organisation. 

 

The duty of confidence is conferred by common law, statute, for example the Data Protection Act 2018, 

and where applicable, professional registration.  

3. What is Considered Confidential Information? 

Personal information is data from which a living individual could be identified; this may include 

information such as name, age, address, and personal circumstances, as well as sensitive personal 

information regarding race, health, sexuality, etc.  

Information is confidential when it is personal information given to someone who has a duty of 

confidence (the organisation staff) in the expectation that it will not be disclosed without the consent 

of the provider of the information.  

Personal information may be known or stored on any medium. Photographs, videos, etc are subject to 

the same requirements as information stored in health records, on a computer, or given verbally. 

4. Keeping it Confidential: Following Organisation Procedures 

The following procedures have been put in place to support the confidential handling of information 

and should be followed by all directors and subcontractors: 

• Confidentiality Code of Conduct (sets out the standards expected of directors, staff and 

subcontractors in maintaining the confidentiality of patient information) 

• Mobile computing guidelines and encryption of mobile devices storing personal data 

(provides guidance on the use of portable devices) 

• Access control and password management procedures (sets out procedures for the 

management of access to computer-based information systems)  

• Data transfer procedure (sets out procedures around the secure transfer of data, collecting 

consent and maintaining confidentiality within the Organisation including the use of safe 

havens) 
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• Business continuity procedures (sets out the procedures in the event of system failure) 

• Serious Incident Policy (sets out the procedures for responding to a security breach) 

All directors and subcontractors need to ensure they are aware of the procedures that are relevant to 

their role and comply with them.  

5. Passwords and security 

All users will be assigned a level of access to the IT platform that is appropriate to their role. Personal 

passwords should be regarded as confidential and those passwords must not be communicated to 

anyone or written down.  

 

No one should attempt to bypass the security systems or attempt to obtain or use passwords or 

privileges issued to others. Any attempts to breach security should be immediately reported to the 

Clinical Governance and Performance Lead.  

 

6. Use of Email and Web-based Services  

Emails from a organisation email address should be restricted to organisation related issues. 

 

7. Circumstances where Confidential Information can be disclosed  

The organisation and its subcontractors will inform service users why, how and for what purpose 

personal information is collected, recorded and processed. This will be achieved by leaflets and 

information provided face to face in the course of a consultation. 

7a. Patient Consent  

Personal information may be disclosed with patient consent where the disclosure is necessary for 

healthcare purposes and is undertaken by a health professional or a person owing an equivalent duty 

of confidentiality. Consent may be implied or explicit.  

 

Explicit consent of the data subject is required where a disclosure of personal information is not directly 

concerned with the healthcare / treatment of a service user e.g. medical research, health service 

management, financial audit, personnel data or where disclosure is to a non-health care professional.  

Explicit consent may be given in writing or verbally. A basic explanation of what information is to be 

disclosed and why / what further uses may be made of it, must be provided to the data subject together 

with a description of the benefits that may result from the proposed sharing of information and any 

risks if consent is withheld. 

Personal information may be disclosed without consent in certain circumstances, for example: 

• Where permitted by law, for example where public interest overrides the need to keep 

the information confidential.  

 

All requests for disclosure without the consent of the data subject, including requests from the police, 

should be referred to the organisation Information Governance lead.  
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8. Dealing with Access to Health Records Requests issues  

Access to Health records requests should be dealt with by the Information Governance Lead. Patients 

are not charged a fee for Access to Health Records Requests. The requested information must be 

provided within 1 month. The patient should be asked to provide their name, address, postcode and 

date of birth to ensure correct identification of the patient’s records. The patient request should be in 

writing. The patient should be asked to provide identification before the records are shared, for example 

their passport, full driving license. The patient should be asked to either collect the information in 

person from the organisation or consent to the record being posted to them. Further information is 

available in the organisation’s Data Protection and Privacy Policy  

9. Support  

For assistance with disclosure issues, please contact the Information Governance lead.   

 

10. Abuse of Privilege and Breach of confidentiality 

It is strictly forbidden for directors or subcontractors to look at information about any patient including 

any information relating to their own family, friends and acquaintances unless they are directly involved 

in the patient’s care or with administration on behalf of the organisation. Action of this kind will be 

viewed as a breach of confidentiality and may result in disciplinary action. 

 

11. Possible Sanctions for breach of confidentiality 

Breach of this code could lead to disciplinary action. Depending on the circumstances this could range 

from remedial training to dismissal/removal from the Board.  Prosecution or an action for civil damages 

may also be taken under the Data Protection Act 2018. 

 

This policy will be reviewed annually 
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Counter-Fraud and Security Management Policy 
 
Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to deliver excellent eye care in the local 

community.  

The Organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the Organisation. 

 

Overview 

 

The organisation is committed to ensuring that public funds are used appropriately, and that fraud, 

bribery and corruption do not take place.1 We will meet our requirements to counter-fraud issues having 

regard to NHS Protect Standards. In addition, the organisation recognises and supports the aim of NHS 

Protect to establish a safe and secure environment that has systems and policies in place to protect NHS 

staff from violence, harassment and abuse and to safeguard NHS property and assets from theft or 

criminal damage.  

 

Awareness of and involvement in counter-fraud work is the responsibility of all professionals engaging 

in the provision of NHS services. It is important that our directors and consultants/leads and staff 

working for our subcontractors feel that they can highlight genuine concerns over fraud without 

reproach. The organisation holds a separate Whistleblowing Policy.  

 

The organisation will, and will expect its subcontractors to, act with accountability, probity and openness 

at all times.  

 

Countering fraud and managing security 

 

It is the responsibility of the Organisation’s board to ensure measures against counter-fraud and security 

management are met as outlined in this document. It is the Organisation’s responsibility to manage the 

subcontractors involved in undertaking community services.   

 

Countering fraud and managing security through accredited subcontractors 

 

All optical practice subcontractors must hold a contract to provide NHS General Ophthalmic Services 

and meet the requirements for staffing procedures therein. The organisation requires subcontractors to 

ensure that all optometrists and opticians engaged to deliver community services are registered 

annually with the General Optical Council (GOC). The GOC is the regulator for the optical professions in 

the UK and maintains a register of individuals who are qualified and fit to practise, train or carry on 

business as optometrists and dispensing opticians. 

 

Where the organisation uses the services of an individual and/or organisation on a self-employed basis, 

this will be governed by a service level agreement and the individual and/or organisation will report to 

and be accountable to the board of directors. To the extent appropriate, the service level agreement 

 
1 Fraud being a type of criminal activity, defined by the Serious Fraud Office as: 'abuse of position, or false representation, 
or prejudicing someone's rights for personal gain'. Put simply, fraud is an act of deception intended for personal gain or to 
cause a loss to another party.’ http://www.sfo.gov.uk/fraud/what-is-fraud.aspx  

http://www.sfo.gov.uk/fraud/what-is-fraud.aspx


 
 

29 
 

will commit the subcontractor to observing the NHS Standard Contract General Conditions and the 

Principles of Good Employment Practice contained in the NHS Constitution, as well as NHS Employment 

Check Standards. 

 

Counter-fraud reporting 

 

We recognise and support NHS Protect’s strategic aim to lead investigations into serious, complex 

and/or organised cases of fraud, bribery and corruption. 

The organisation will run a transparent service in which the risk of fraud by any of our directors, 

leads/consultants or subcontractor practices will be extremely low. In the event of the organisation 

becoming aware of any suspected or actual bribery, corruption or fraud involving a service user or public 

funds, this will be promptly reported to the Local Counter Fraud Specialist of the relevant NHS Body 

and to NHS Protect. 

 

Any incidences of the following (but not limited to these) will be reported: 

 

• Any deliberate intent to deprive the NHS of money or goods through the falsification of 

any records or documents (e.g. submission of false invoices, inflated time records or travel 

claims, the use of orders to obtain goods for personal use) 

• Deception whereby someone knowingly makes false representation 

• Failure to disclose information or abuse of a position for gain or to another’s detriment. 

 

Security management reporting 

 

In the event of any or suspected incident contrary to the aim of establishing a safe and secure 

environment involving the organisation’s directors, leads/consultants or staff at its subcontractor 

practices who deliver NHS funded services or involving NHS resources, we will promptly launch an 

investigation and where necessary we will report the matter to the Local Security Management Specialist 

of the relevant NHS Body and to NHS Protect. 

 

Organisation cooperation to counter-fraud and security management 

 

The organisation is opposed to any misuse of public funds and will fully cooperate with all relevant 

bodies as required.  

 

If requested by the commissioner or NHS Protect, we will allow a commissioner/Protect representative 

duly authorised to review security management and counter-fraud arrangements put in place by the 

organisation. We will implement any reasonable modifications required by a representative above in 

order to meet the appropriate standards. 

 

Invoicing 

 

The organisation will use an electronic IT Platform which utilises robust invoicing and payment 

disbursement facilities. Subcontractors can only submit a valid claim once a patient has completed all 

steps in the pathway and all the required data has been entered. 
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In turn, the organisation will only be able to invoice the Commissioner for activity where the full set of 

data required has been recorded. 

 

The Commissioner will receive a single invoice from the organisation, for all activity by subcontractors.   

 

Subcontractor responsibilities 

 

Subcontractors will be required by the organisation to ensure they have adequate counter-fraud and 

security management arrangements in place. It is the responsibility of subcontractors to report any 

reasonable suspicions of fraud to the organisation. This can be reported using the organisation’s online 

reporting tool. 

 

 

 

 

 

 

 

 

The organisation’s Managing Subcontractor Performance Policy will be deployed in the event of concerns 

with a subcontractor. The organisation reserves the right to issue breach notices and ultimately issue a 

contract termination to any subcontractor. 

 

Board of directors’ responsibilities 

It is the responsibility of the organisation’s board to ensure measures against counter-fraud and security 

management are met as outlined in this document. It is the organisation’s responsibility to manage the 

subcontractors involved in undertaking community services.   

 

In addition, all directors, members of the executive team and clinical governance and performance leads 

must complete a mandatory Declaration of Conflict of Interests Form in accordance with the 

organisation’s Conflict of Interest Declaration and Register Policy as part of our commitment to 

transparent activities.  

 

This policy will be renewed annually. 
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Data Breach Protocol 

 
Primary Eyecare Services (“the organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community. 

 

The Organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the Organisation. 

 

Intended audience 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

 

Summary 

This is a guide on how to manage a personal data breach under General Data Protection Regulation 

(GDPR) within Primary Eyecare Services. These standards apply to permanent staff, staff on fixed-term 

contracts, temporary staff, volunteers, students, trainees, contractors and all staff groups working within 

optical practices. 

 

Introduction 

A personal data breach means a breach of security leading to the accidental or unlawful destruction, 

loss, alteration, unauthorised disclosure of, or access to, personal data. This includes breaches that are 

the result of both accidental and deliberate causes. It also means that a breach is more than just about 

losing personal data. There will be a personal data breach whenever any personal data is lost, destroyed, 

corrupted or disclosed; if someone accesses the data or passes it on without proper authorisation; or if 

the data is made unavailable, for example, when it has been encrypted by ransomware, or accidentally 

lost or destroyed. 

Personal data breaches can include: 

• access by an unauthorised third party; 

• deliberate or accidental action (or inaction) by a controller or processor; 

• sending personal data to an incorrect recipient; 

• computing devices containing personal data being lost or stolen;  

• alteration of personal data without permission; and 

• loss of availability of personal data. 

 

All staff groups are responsible for reporting any personal data breach to the Data Protection lead. 
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Role of processors 

If a data processor is used and this processor suffers a breach, then under Article 33(2) they must inform 

the organisation without undue delay as soon as they become aware. This requirement allows the 

organisation to take steps to address the breach and meet breach-reporting obligations under the 

GDPR. Staff working in optical practices can report this using the online reporting tool or by contacting 

the clinical governance and performance lead. 

 

 

 

 

 

 

 

 

The clinical governance and performance lead will contact you for further information. 

 

When to notify the ICO 

When a personal data breach has occurred, the Data Protection lead will establish the likelihood and 

severity of the resulting risk to people’s rights and freedoms. If it’s likely that there will be a risk then 

the organisation will notify the ICO; if it’s unlikely then it does not need to be reported. The organisation 

will hold records to justify why it does not require reporting to the ICO. 

In assessing risk to rights and freedoms, it’s important to focus on the potential negative consequences 

for individuals. A breach can have a range of adverse effects on individuals, which include emotional 

distress, and physical and material damage. Some personal data breaches will not lead to risks beyond 

possible inconvenience to those who need the data to do their job. Other breaches can significantly 

affect individuals whose personal data has been compromised. This will be assessed by a case by case 

basis, looking at all relevant factors. 

So, on becoming aware of a breach, you should try to contain it and assess the potential adverse 

consequences for individuals, based on how serious or substantial these are, and how likely they are to 

happen.  

Procedure – Breach notification data controller to the ICO 

 

Primary Eyecare Services determines if the ICO needs to be notified in the event of a breach. 

If a risk to data subject(s) is likely, Primary Eyecare Services will report the personal data breach to the 

ICO without undue delay and not later than 72 hours. 

If it is not possible to provide all of the necessary information at the same time, Primary Eyecare Services 

will provide the information in phases without undue further delay. The following information needs to 

be provided: 

• a description of the nature of the personal data breach including, where possible:  

o the categories and approximate number of individuals concerned; and 

o the categories and approximate number of personal data records concerned; 

• the name and contact details of the data protection officer or other contact point where more 

information can be obtained; 

• a description of the likely consequences of the personal data breach; and 

Optical Practice Staff 
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Performance Lead 
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Protection Lead 
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• a description of the measures taken, or proposed to be taken, to deal with the personal data 

breach, including, where appropriate, the measures taken to mitigate any possible adverse 

effects. 

The data protection lead will review any personal data breach with the chief operating officer first and 

then notifies the ICO. Contact details are here: https://ico.org.uk/for-organisations/report-a-

breach/personal-data-breach/ 

 

Procedure – Breach notification data controller to Individuals 

If the personal data breach is likely to result in a high risk to the rights and freedoms of the data subject, 

Primary Eyecare Services will notify those concerned directly and without delay. 

The notification to individuals should describe the breach in clear and plain language and contain: 

• the name and contact details of your data protection officer (if your organisation has one) or 

other contact point where more information can be obtained; 

• a description of the likely consequences of the personal data breach; and 

• a description of the measures taken, or proposed to be taken, to deal with the personal data 

breach and including, where appropriate, of the measures taken to mitigate any possible 

adverse effects. 

If the breach affects a high volume of data subjects and personal data records, Primary Eyecare Services 

will make a decision based on assessment of the amount of effort involved in notifying each data subject 

individually and whether it will hinder Primary Eyecare Services ability to appropriately provide the 

information within the specified time frame. In such a scenario, a public communication or similar 

measure informs those affected in an equally effective manner. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://ico.org.uk/for-organisations/report-a-breach/personal-data-breach/
https://ico.org.uk/for-organisations/report-a-breach/personal-data-breach/
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Data Flow and Transfer 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead 

(“prime contractor”) for a network of local optical practices (“subcontractors”) dedicated to 

delivering excellent eyecare in the local community. 

Intended audience 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

This document outlines the procedures that should be followed where sensitive or person 

identifiable information is being transferred to or from the organisation. These procedures are in 

place to help prevent unauthorised access to information, loss of information, unauthorised 

disclosure of information or breach of legislation.  
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Nature of the information 

flow  

Identify the type and risk 

level of breaches of 

confidentiality 

Method of Data Flow 

 

Patient or Guardian 

Referral letter copies 

Personalised Care Plan 

Low Information given to patient by 

hand 

Email – consent required  

Patient recall letters Low Email 

DocMail 

Patient Feedback / Equality 

& Diversity Questionaire 

Low Mobile Phone – text, consent is 

obtained at patient interaction 

CCG  

Activity reports as per  

the Service Specification for  

community services 

Low Email as no PID  

Activity report sent to NHS 

Digital as per CCG 

contractual requirements 

Low Data Landing Portal (DLP) 

HES  

Referral letters to HES Low eRS 

NHS Mail 

Patient referred from 

Hospital for Primary Care 

Service 

Low Via Opera IT system, notification to 

receiving practice by email 

eRS 

Integration with hospital IT system 

Outcome – Primary Care 

Services e.g. post cataract 

Low Via Opera IT system, notification to 

receiving practice by email 

NHS mail 

Integration with hospital IT system 

GP  

Referral letters (where 

appropriate) for patients 

seen within services 

Low DocMan / Docmail 

Outcome reports for 

patients seen within 

services 

Low DocMan 

Referral to SPoA Low Opera Referral Module 

NHS.net 
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Measures taken to mitigate the risk of breaches in confidentiality of information 

Paper Switch Off Programme (PSO) 

The Paper Switch Off programme (PSO) was been launched by NHS Digital to remove paper referrals 

from the NHS by March 2020. Certain reduce the risk of breaches while improving the ability to audit 

and track referrals thus improving patient safety. The organisation has therefore removed paper and 

fax referrals. Paper copies of referral letters / outcome reports and FP10 prescriptions will continue 

to be made available to patients 

Maintaining Confidentiality of Data Received  

Computers should not be located where their usage can be observed to avoid unauthorised access. 

i. Passwords are kept confidential and not written down or shared.  

ii. Password protected screensavers will be used where possible. 

iii. Laptop computers will be locked up when not in use. 

 

Confidential conversations will be held where they cannot be overhead by members of the public.  

 

Only Transferring Data where Appropriate 

The personal information contained in transfers will be limited to those details necessary in order for 

the recipient to carry out their role. Before transferring data, it will be considered whether there are 

any patient consent requirements that must be met before the transfer is made: 

A. A record of consent should be maintained where required, this is held on the 

organisations IT system 

eRS 

Pharmacy   

FP10 or written orders Low Prescription given to patient 

Optical practice  

Referral to SPoA Low Opera IT system 

NHS.net 

eRS 

Inter practice referral Low Via Opera IT system, notification to 

receiving practice by email 

Referral to Primary Care 

provider following SPoA 

Low Via Opera IT system, notification to 

receiving practice by email 

Community Ophthalmology Service (if applicable) 

Referral letters  

 

Low eRS 

NHS Mail 
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B. Patients will be given the right to choose whether or not to agree to the use or 

disclosure of their personal information and the patient has the right to change their 

decision about a disclosure before it is made.  

C. Only persons authorised by the organisation will have responsibility for obtaining 

consent for non-healthcare purposes e.g patient feedback questionaire 

D. If the patient has detailed questions about consent, they will be referred to the 

organisations privacy policy and patient information leaflet 

   https://primaryeyecare.co.uk/privacy-policy/   

E. If circumstances change, relevant to the sharing of consent, for example if there is a 

change of recipient, consent will be reaffirmed.  

 

Securely Transferring Data 

Consideration needs to be given to the mode of transfer and whether any specific controls are 

required to maintain the confidentiality of the data e.g. encryption on electronic transfers. 

NHS e-Referral Service (e-RS) 

The NHS e-referral service provides an easy and secure way for patients to choose their first hospital 

appointment, bookings can be made at point of referral. The organisation will proactively work with 

all referral endpoints to move to e-RS. Where e-RS is not available, nhs.net will be used 

Communication by email 

• Transfer of personal information by email between providers will be avoided other than 

where both sender and recipient are using an NHSmail account (nhs.net to nhs.net accounts) 

or the information is sent as an encrypted attachment   

• If identifiable information must be sent other than via NHSmail, it MUST be encrypted to 

NHS standards  

• The email header will make it clear that the information contains confidential information 

• Patients are unlikely to have a secure email account, consent will be obtained and recorded 

on the IT system before sending email communications to patients 

 

Verbal Communication 

• Confidential messages will not be left on answer-phones (e.g. information about the 

patient’s eye health). It might not be heard only by the intended recipient. 

• Care will be taken when taking messages off answer-phones to ensure that the messages 

cannot be overheard inappropriately when being played back. 

• When receiving calls requesting personal information the caller’s identity will be verified and 

the reason for the request will be considered to establish whether the information can be 

disclosed. 

• Where information is transferred by phone, or face to face, care will be taken to ensure that 

personal details are not overheard by other people.  

 

Post – Patient communications only 

• Patient demographic information is obtained via NHS minispine and details validated with 

the patient at first clinical episode.  

https://primaryeyecare.co.uk/privacy-policy/
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• Postal communications to patients will be sent to their home address via DocMail. 

 

The method for sending confidential information will be considered carefully based on risk of loss.  

The Organisation’s Data Flow and Transfer procedures will be reviewed annually. 
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Data Protection and Privacy Policy 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community.  

 

1. Data Protection  

1.1 The principles of data processing 

The Organisation processes personal information and complies with the principles of data processing 

under the Data Protection Act 2018 (DPA 2018). DPA 2018 reflects the EU Directive General Data 

Protection Regulation (GDPR). The Organisation complies with GDPR that states personal data shall 

be: 

• processed lawfully, fairly and in a transparent manner in relation to individuals 

• collected for specified, explicit and legitimate purposes and not further processed in a manner 

that is incompatible with those purposes; further processing for archiving purposes in the public 

interest, scientific or historical research purposes or statistical purposes shall not be considered 

to be incompatible with the initial purposes 

• adequate, relevant and limited to what is necessary in relation to the purposes for which they 

are processed 

• accurate and, where necessary, kept up to date; every reasonable step must be taken to ensure 

that personal data that are inaccurate, having regard to the purposes for which they are 

processed, are erased or rectified without delay 

• kept in a form which permits identification of data subjects for no longer than is necessary for 

the purposes for which the personal data are processed; personal data may be stored for longer 

periods insofar as the personal data will be processed solely for archiving purposes in the public 

interest, scientific or historical research purposes or statistical purposes subject to 

implementation of the appropriate technical and organisational measures required by the GDPR 

in order to safeguard the rights and freedoms of individuals. 

• processed in a manner that ensures appropriate security of the personal data, including 

protection against unauthorised or unlawful processing and against accidental loss, destruction 

or damage, using appropriate technical or organisational measures. 

1.2 Meaning of personal data 

The definition of personal data has been substantially expanded under the GDPR. Personal data 

means any information about a living individual which: 

• Identifies that individual (for example, by name, address, qualifications, credit card number, 

national insurance number); 

• together with other information, which is held by, or is likely to come into the possession of the 

data controller that will identify that individual; or 

• includes any expression of opinion about the individual or indication of the intentions of the 

data controller or any other person in respect of the individual. 

It also includes sensitive personal data such as cultural records, sexuality information and health records.  
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1.3 Data Protection – controlling your personal information  

The Organisation is registered as a Data Controller with the Information Commissioner's Office. 

Register Entry: Z3576057.  

You may choose to restrict the collection or use of your personal information in ways detailed below. 

You should make requests in writing to Primary Eyecare Services Waulk Mill (unit 2.3) 51 Bengal Street 

Manchester M4 6LN or email to info@primaryeyecare.co.uk . We will require verification of the 

individual making the request. 

 

Under GDPR you have several rights as below: 

• Right to be informed: You have the right to be informed about the collection and use of your 

personal data. If you make a request of this nature, we will provide: 

 

o our purposes for processing your personal data 

o our retention periods for your personal data 

o whom it will be shared with. 

 

• Right of access: Individuals have the right to access their personal data and supplementary 

information and be aware of and verify the processing of their personal data. 

Individuals have the right to obtain: 

o confirmation that their data is being processed 

o access to their personal data 

o other supplementary information as per our privacy notice. 

 

We will respond to Subject Access Requests (SARs) within one month of receipt of the written 

request. We will extend the period of compliance by a further two months where requests are 

complex or numerous. There is no cost to you making an SAR unless the request is ‘manifestly 

unfounded or excessive.’ In this case we will charge a reasonable fee for multiple or complex 

requests or refuse the request. The Organisation can withhold disclosing personal data if doing 

so would adversely affect the rights and freedoms of others. If we refuse a request, we will 

explain to you within a month why we have refused it. You can appeal this to the ICO. 

 

• Right to rectification: you can request that your inaccurate personal data is corrected or 

completed if it is incomplete. You can make this request verbally or in writing.  

 

Upon such a request we will take reasonable steps to satisfy whether the data is accurate or 

inaccurate. If it is inaccurate, we will take reasonable steps to rectify this data within one month. 

We will also contact other organisations that we have disclosed the data to unless this proves 

impossible or involves disproportionate effort. 

 

If we are satisfied that the data is accurate, we will inform you within one month that we will 

not be amending the data explaining our decision. If the data is an opinion it may be difficult 

to say that the data is inaccurate and requires rectification. We can refuse a request for 

mailto:info@primaryeyecare.co.uk
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rectification within one month if the request is manifestly unfounded or excessive charging a 

reasonable fee as necessary. You can raise this to the ICO if necessary. 

 

We can extend the time to respond to a request by a further two months having explained 

within one month this is what we will be doing. 

 

• Right to erasure: you have the right to have your personal data erased by the Organisation 

where: 

o the personal data is no longer necessary for the purpose which we originally collected 

or processed it for 

o we are relying on consent as our lawful basis for holding the data, and the individual 

withdraws their consent 

o we are relying on legitimate interests as our basis for processing, the individual objects 

to the processing of their data, and there is no overriding legitimate interest to continue 

this processing 

o we are processing the personal data for direct marketing purposes and the individual 

objects to that processing 

o we have processed the personal data unlawfully  

o we have to do it to comply with a legal obligation 

o we have processed the personal data to offer information society services to a child 

 

Where we have disclosed the personal data to others, we will contact each recipient and inform 

them of the erasure, unless this proves impossible or involves disproportionate effort. If asked 

to, we will also inform the individuals about these recipients. 

Where personal data has been made public in an online environment reasonable steps should 

be taken to inform other controllers who are processing the personal data to erase links to, 

copies or replication of that data, taking into account available technology and the cost of 

implementation. 

The right to erasure does not apply if processing is necessary for one of the following reasons: 

o to exercise the right of freedom of expression and information 

o to comply with a legal obligation; 

o for the performance of a task carried out in the public interest or in the exercise of 

official authority; 

o for archiving purposes in the public interest, scientific research historical research or 

statistical purposes where erasure is likely to render impossible or seriously impair the 

achievement of that processing; or 

o for the establishment, exercise or defence of legal claims. 

 

• Right to restrict processing: Individuals have the right to request the restriction or suppression 

of their personal data. This is not an absolute right and only applies in certain circumstances. 

When processing is restricted, we are permitted to store the personal data, but not use it. An 

individual can make a request for restriction verbally or in writing. 
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We have the right to restrict the processing of their personal data in certain circumstances. This 

means that an individual can limit the way that an organisation uses their data. This is an 

alternative to requesting the erasure of their data. 

 

Individuals have the right to restrict the processing of their personal data where they have a 

particular reason for wanting the restriction. This may be because they have issues with the 

content of the information we hold or how we have processed their data. In most cases we will 

not be required to restrict an individual’s personal data indefinitely but will need to have the 

restriction in place for a certain period of time. 

 

Individuals have the right to request we restrict the processing of their personal data in the 

following circumstances: 

 

o you contest the accuracy of their personal data and we are verifying the accuracy of the 

data 

o the data has been unlawfully processed and the individual opposes erasure and 

requests restriction instead 

o we no longer need the personal data but the individual needs us to keep it in order to 

establish, exercise or defend a legal claim 

o the individual has objected to us processing their data, and we are considering whether 

our legitimate grounds override those of the individual. 

 

If an individual has challenged the accuracy of their data and asked for us to rectify it, they also 

have a right to request we restrict processing while we consider their rectification request. If an 

individual exercise their right to object under Article 21(1), they also have a right to request we 

restrict processing while we consider their objection request. 

 

Therefore, as a matter of good practice we will automatically restrict the processing whilst we 

are considering its accuracy or the legitimate grounds for processing the personal data in 

question. 

 

We will not process the restricted data in any way except to store it unless: 

o we have the individual’s consent 

o it is for the establishment, exercise or defence of legal claims 

o it is for the protection of the rights of another person (natural or legal) or 

o it is for reasons of important public interest. 

 

If we have disclosed the personal data in question to others, we will contact each recipient and 

inform them of the restriction of the personal data - unless this proves impossible or involves 

disproportionate effort. If asked to, we will also inform the individual about these recipients. 

In many cases the restriction of processing is only temporary. Once we have made a decision 

on the accuracy of the data, or whether our legitimate grounds override those of the individual, 

we may decide to lift the restriction. If we do this, we will inform the individual before we lift 

the restriction. 
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You can make a complaint to the ICO or another supervisory authority or you can seek a judicial 

remedy. 

 

We can refuse to comply with a request for restriction if the request is manifestly unfounded or 

excessive, taking into account whether the request is repetitive in nature. If we consider that a 

request is manifestly unfounded or excessive, we can: 

o request a "reasonable fee" to deal with the request 

o refuse to deal with the request. 

 

In either case we will explain our decision. 

If we decide to charge a fee, we will contact the individual promptly and inform them. We do 

not need to comply with the request until we have received the fee. 

 

You can make a request for restriction verbally or in writing.  

We will act upon the request without undue delay and at the latest within one month of receipt. 

We can extend the time to respond by a further two months if the request is complex or you 

have received a number of requests from the individual. We must let the individual know within 

one month of receiving their request and explain why the extension is necessary. 

• Right to object: Individuals have the right to object to: 

 

o processing based on legitimate interests or the performance of a task in the public 

interest/exercise of official authority (including profiling) 

o direct marketing (The Organisation does not engage in this) 

o processing for purposes of scientific/historical research and statistics. 

 

You must have an objection on “grounds relating to your particular situation”. 

 

We will stop processing the personal data unless: 

 

o we can demonstrate compelling legitimate grounds for the processing, which override 

the interests, rights and freedoms of the individual; or 

o the processing is for the establishment, exercise or defence of legal claims. 

 

We will inform individuals of their right to object at the point of first communication. We will 

stop processing personal data for direct marketing purposes as soon as we receive an objection.  

 

We will deal with an objection to processing for direct marketing at any time and free of charge. 

 

We will inform individuals of their right to object “at the point of first communication” and in 

our privacy notice. This must be “explicitly brought to the attention of the data subject and shall 

be presented clearly and separately from any other information”. 
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If we process personal data for research purposes individuals have “grounds relating to your 

particular situation” in order to exercise your right to object to processing for research purposes. 

If we are conducting research where the processing of personal data is necessary for the 

performance of a public interest task, we are not required to comply with an objection to the 

processing. 

 

1.4 What we collect 

We may collect and process the following information: 

• Personal identifiers - name, address, NHS number, date of birth. 

• Contact information – postal address, email address, telephone number(s) 

• Medical information – general health conditions, medications, previous and current ocular and 

medical records 

• Clinical information – details of any examinations undertaken and test results, these may 

include images and radiographs. 

• Management plan – advice given, copies of referrals and reports. 

• Other information – any other information you have voluntarily given to us. This may include: 

o Information about medical or health conditions of your family 

o Information on disabilities where the organisation needs to make reasonable 

adjustments 

o Information shared for complaints / incident investigation 

o Information in response to surveys patient satisfaction and protected characteristics 

(age, disability, gender reassignment, race, religion or belief, sex, sexual orientation, 

marriage and civil partnership and pregnancy and maternity) 

If you are or work for a provider of our services, we may collect and process the following information: 

• Personal identifiers - name, address, date of birth, professional registration numbers 

• Contact Information - postal address, email address, telephone number(s) 

• Other information – any other information you have voluntarily given to us. This may include: 

o Disclosure & Barring Service (DBS) certificates and updates 

o Qualifications 

o Information in response to workforce surveys this may include information on 

protected characteristics (age, disability, gender reassignment, race, religion or belief, 

sex, sexual orientation, marriage and civil partnership and pregnancy and maternity) 

If you are a stakeholder representative, we may collect and process the following information: 

• Personal identifiers - name, address 

• Contact Information - postal address, email address, telephone number(s) 

• Other information – any other information you have voluntarily given to us. 

1.5 Why we collect and process your personal data   

Personal data is collected and processed so that we can provide our patients with the best possible 

care and experience. We will only collect and process your information where we have a lawful basis 

to do this. 
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The lawful basis we rely on when collecting and processing your data to provide healthcare or for the 

treatment or management of a healthcare condition is legitimate interest. This may include the 

following: 

• Booking your appointment 

• To communicate with you 

o confirm your appointment and to send a reminder 

o contact you for any changes to our service that may cause inconvenience e.g. changes 

and cancelations 

• To perform and review clinical and diagnostic examinations 

• To review clinical and diagnostic examinations 

• To make onward referrals and notifications to other healthcare professionals 

• To investigate complaints / incidents 

The lawful basis we rely on when collecting and processing data from individuals involved in the 

provision of healthcare services is to comply with our obligations under the contract. This may include: 

• Review information provided by sub-contractors 

• Review evidence provided by clinicians 

• To process payments and associated queries from sub-contractors  

• To ensure all sub-contractors and staff involved in the provision of services are kept up to 

date.  

• To communicate with stakeholders in the development and provision of eyecare services 

We rely on legal obligations where we have a statutory or legal obligation to process the data. This 

may include: 

• When you exercise your rights under data protection law and make requests e.g. subject 

access requests 

• For compliance with legal and regulatory requirements and related disclosures 

• For establishment and defence of legal rights 

• For activities relating to the prevention, detection and investigation of crime 

We rely on consent and ask for explicit permission to process your data for surveys and patient 

feedback questionaires. 

1.6. Security of personal data 

Personal data is stored electronically and within the UK.  It is not stored in paper format.  

The Organisation shall continue to take appropriate technical and organisational measures to limit the 

opportunity for unauthorised or unlawful processing of personal data and to guard against accidental 

loss or destruction of or damage to personal data. Appropriate contractual obligations shall be 

incorporated into contracts which the Organisation enters into with third parties. 

The Organisation will continue to ensure that appropriate staff are employed to undertake data 

processing and that they are aware of their responsibilities in relation to the processing of personal data 

as it applies to their area of work. Where appropriate, training will be given. 
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1.7 Sharing of personal data 

We may share your information with third parties such as other optical and health organisations and 

other professional bodies. We would do this for the effective performance of our work on behalf of 

the optical sector. 

 

We may also share your information with third parties where we outsource certain functions, including 

but not limited to, our finance and logistics functions and other service products that we use. We 

would do this, for our legitimate interests, such as the effective financial and business management of 

the Organisation 

1.8 Email privacy 

We have created this email privacy policy to demonstrate our firm commitment to your privacy and the 

protection of your information.  

1.8.1 Why did you receive an email from us? 

If you received a mailing from us, (a) your email address is either listed with us as someone who has 

expressly shared this address for the purpose of receiving information in the future ("opt-in"), or (b) 

you have an existing relationship with us. We respect your time and attention by controlling the 

frequency of our mailings.  

1.8.2 How can you stop receiving email from us? 

Each email sent contains an easy, automated way for you to cease receiving email from us, or to 

change your expressed interests. If you wish to do this, simply follow the instructions at the end of any 

email. 

If you have received unwanted, unsolicited email sent via this system or purporting to be sent via this 

system, please forward a copy of that email with your comments to info@primaryeyecare.co.uk for 

review.  

2. Website privacy 

The Organisation is committed to ensuring that your privacy is protected. Should we ask you to provide 

certain information by which you can be identified when using this website, you can be assured that it 

will only be used in accordance with this privacy statement.  

2.1 Security 

We are committed to ensuring that your information is secure. In order to prevent unauthorised 

access or disclosure, we have put in place suitable physical, electronic and managerial procedures to 

safeguard and secure the information we collect online. 

2.2 Cookies 

A cookie is a small file which asks permission to be placed on your computer's hard drive. Once you 

agree the file is added and the cookie helps analyse web traffic or lets you know when you visit a 

particular site. Cookies allow web applications to respond to you as an individual. The web application 

can tailor its operations to your needs, likes and dislikes by gathering and remembering information 

about your preferences. 

mailto:info@primaryeyecare.co.uk
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2.3 Links to other websites 

Our website may contain links to other websites of interest. However, once you have used these links 

to leave our site, you should note that we do not have any control over that other website. Therefore, 

we cannot be responsible for the protection and privacy of any information which you provide whilst 

visiting such sites and such sites are not governed by this privacy statement. You should exercise 

caution and look at the privacy statement applicable to the website in question.  

2.4 How we protect your privacy 

We use security measures to protect against the loss, misuse and alteration of data used by our 

system. 

3. Changes to this Data Protection and Privacy policy 

If we change our privacy policy, we will post the changes on our website. Where changes are significant, 

we may also choose to email registered users with the new information. Where required by law, will we 

obtain your consent to make these changes.  
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Data Quality and Staff Guidance on Data Quality 

 
Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to deliver excellent eye care in the local 

community.  

 

The Organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the Organisation. 

 

Intended audience 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

 

Introduction 

Data quality is vitally important for the organisation to successfully delivering optical services to our 

patients. Poor data quality can lead to errors, wasted time, frustration and mitigate our clinical expertise. 

Excellent data quality, conversely, allows us to deploy our clinical expertise in a timely and efficient 

manner and deliver positive patient outcomes. Data quality is also essential for information governance 

management and continuous quality improvement. We pursue a policy of no data errors and any errors 

must be immediately rectified.  

 

The Organisation adheres to the Data Protection Act 2018 incorporating GDPR requirements. We also 

adhere to the National Data Standards for Health and Social Care. 

 

Purpose 

The purpose of this policy/guidance is to ensure that our staff implement quality data controls in the 

course of the Organisation’s service delivery. 

 

Distribution Plan 

This policy/guidance must be read and understood prior to any contract of employment or other 

confidentiality agreement being signed. All staff are also required to be fully familiar with this guidance. 

 

Training Plan and Support 

Organisation management conduct the training and support programme. Familiarity with this 

policy/guidance forms part of training and support. In the event of new modules or technologies 

developed staff will be fully trained in usage and monitored as required by management. Training will 

constitute both individual and whole organisation.  
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Roles and Responsibilities 

The Organisation’s management is responsible for overseeing data quality and ensuring that staff 

understand their responsibilities. However, all staff have a role in ensuring that these are carried out 

promptly and effectively. The DPO will advise and monitor on GDPR issues as required 

 

Process 

All members of the Organisation’s staff and staff working within subcontractor practices will ensure that 

they correctly take down patients’ details at the time of gathering. New members of staff will be initially 

scrutinised when data gathering to ensure accuracy. Where errors occur or are identified they should 

be identified to management and corrective action begin. Any data breach that constitutes a serious 

incident will trigger the Organisation’s ‘Incident Management Policy – Serious Incidents and Never 

Events’.  

 

The Organisation uses specialist clinical management software to minimise the requirement for free 

text entry. Our clinical management software incorporates specific modules for individual services in 

order to minimise the chances of errors and allow for accurate first-time data gathering.  

 

Staff will respect the privacy and confidentiality of data subjects in accordance with our data and 

confidentiality policies. Staff will only ask patients the questions necessary for their treatment and as 

part of our commitment to equal opportunities. The Organisation holds a separate Safeguarding Adults 

and Safeguarding Children Policy. We ensure the continuous quality of our data through clinical audits. 

Clinical audits help us to ensure that the data we hold is accurate. The Organisation will work with 

commissioners to implement reasonable data requirements as necessary.  

 

Monitoring of compliance and effectiveness of implementation 

Maintaining excellent data quality is a task that requires continual monitoring. Organisation 

management will conduct spot checks of data to ensure that it is being correctly gathered as required. 

Following initial training of new staff, staff recognise that they will be subject to monitoring throughout 

their tenure at the organisation. 

 

 

This policy will be reviewed annually. 
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Data Security and Protection Policy 

 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to deliver excellent eye care in the local 

community.  

 

The Organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the Organisation. 

 

1. Introduction 

The organisation recognises that Data Security and Protection is essential for the delivery of NHS 

services. We take the security and protection of our patients’ data extremely seriously. All data will be 

processed in full accordance with the Data Protection Act 2018 incorporating GDPR. This Policy includes 

the requirements of the national Data Security Standards applicable to the organisation. 

 

The Senior Information Risk Officer (SIRO) is responsible for implementing this policy. The SIRO will also 

work alongside the Practice’s Data Protection Officer (DPO) and the Caldicott Guardian. 

• The Practice’s SIRO is Dharmesh Patel  

• The Practice’s DPO is Rupesh Bagdai  

• The Practice’s Caldicott Guardian is Rupesh Bagdai 

The organisation is registered with the Information Commissioner. Our registration number is Z3576057. 

The organisation has an up to date Freedom of Information Act statement which is available to patients. 

The organisation has a separate Data Protection and Privacy Policy, which explains individuals’ rights 

under GDPR, this is available on the organisation’s website. 

This Data Security and Protection policy, including the list of all systems/information holding personal 

information, is reviewed annually or more frequently as required. 

 

2. Purpose 

The purpose of this policy is to demonstrate the measures we take to ensure data security and 

protection. It describes the data that we hold about patients, how we hold it, how we protect it, how we 

use and process it (including what patients need to be provided with) and how we transfer it (Data 

Security Standard 1.2). 

 

3. Audience 

The audience of this policy is: 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

• Commissioners 

• Patients 

• Other stakeholders 
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3.1.  Distribution plan 

The policy is provided to all staff. It is used to demonstrate contract compliance to Commissioners. It 

is available to view on request to any other interested party. 

 

3.2.  Training plan and support 

The organisation’s SIRO will conduct a data security and protection Learning Needs Analysis (LNA) (Data 

Security Standard 3.1.1) for current and new staff. This will identify overall data security and protection 

skills and knowledge gaps for both the whole team and specific individuals to help the organisation 

meet its future needs and developments. LNAs will be developed with a role-based approach to ensure 

that all staff receive the required training. LNAs may use a combination of online training, 

questionnaires, staff discussion groups, job analysis and evaluation and desktop reviews. LNAs will be 

reviewed at least annually and more frequently where training needs are identified.  

 

Findings from the LNA will be used by the SIRO to develop group and individual training programmes 

suitable to role, with learning priorities. A data protection and security induction is in place for new 

members of staff.  

 

All staff will pass the data security level 1 test:  

https://www.dsptoolkit.nhs.uk/Help/30. 2 

 

Training will be held at regular intervals to ensure all staff are familiar with this policy’s contents and 

practical applications. Staff with specialist roles will receive suitable training to those roles. The SIRO 

will also be responsible for ensuring management is suitably trained.  

 

Training outcomes will ensure that users know what constitutes a breach incident, how to spot these 

and where to report them to. 

 

4. Roles and responsibilities 

The organisation maintains a current record of staff and their roles. We understand which members of 

staff have access to particular systems by implementing role-based access. We also audit account users 

regularly. In the event of a mismatch between user role and system access granted we will make a list 

of incidents and rectify each situation. 

 

All staff understand their responsibilities to handle information responsibility and their personal 

accountability for deliberate or avoidable data breaches. Staff are aware that IT systems are logged and 

their duty to use IT responsibly. Staff recognise that if they have acted inappropriately, they may have 

action taken against them. We will display an acceptable usage banner on our systems including a 

personal accountability reminder for staff (Data Security Standard 4.3.5), liaising with our service 

providers as necessary. 

 

All systems administrators have signed an agreement which holds them accountable to the highest 

standards of use (Data Security Standard 4.3.1). Systems administrator activities are logged, and these 

logs are only accessible to appropriate personnel (Data Security Standard 4.3.2). Our systems support 

individual login. 

 
2 As commercial third parties, the Practice accesses the training by submitting its ODS code and filling out the form through this 

link: https://millennium.kayako.com/nhsdigital/Tickets/Submit 

https://www.dsptoolkit.nhs.uk/Help/30
https://millennium.kayako.com/nhsdigital/Tickets/Submit
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The organisation issues role-based access to ensure that information is used only by those with a need 

to use it. Staff have role based access which ensures that staff can only access information relevant to 

their role. We will implement physical controls to areas of our systems where full access is not 

appropriate. 

 

5. Process/Procedure 

The organisation has a number of processes in place to ensure patient data security and protection. 

 

The organisation holds patient records in a variety of formats 

• Patient records are held electronically by IT systems approved by Primary Eyecare Services. 

• All optical practices will be required to hold information in line with current legislation, and 

information held at optical practices may include;  

o Photographic information (retinal and anterior segment) held in the imaging software. 

o Visual Field records held either as paper, as data in the VF software or as images within 

the imaging software. 

• Appendices to this policy sets out minimum retention periods for types of records and the 

action to be taken when records are securely destroyed or archived. We hold a separate records 

retention schedule. 

 

This information is protected in the following ways 

• All organisation staff have a confidentiality clause within their contracts. 

• There is a clear understanding of what personal confidential/sensitive personal data is held.  

• All personal information contained on organisation records, whether paper or electronic, is 

considered confidential. 

• We will not discuss personal information with anyone other than the patient or, if under 16 and 

not Gillick competent, patients’ parent or guardian without their permission. 

• Care is taken that records are not seen by other people in the organisation. 

• All staff are aware of the importance of ensuring and maintaining the confidentiality of patients’ 

personal data and that such data must be processed and stored in a secure manner. There is 

approved staff guidance on confidentiality and data protection issues. 

• Wherever possible, personal identifiable information must not be used unless necessary and 

pseudonymisation should be considered. 

• All electronic data provided by our IT providers is also protected by our IT providers and they 

have in place suitable back-up procedures.  

• When computers are replaced, old hard drives are securely erased or physically destroyed. 

• Records are retained for periods as per national guidance. 

• Confidential paper information requiring destruction is shredded. 

• Records due for destruction are shredded. 

• If the need arises to transfer information, we have procedures that include consent and secure 

transfer. 

• Any suspected breaches of security or loss of information are reported immediately and are 

dealt with appropriately by the SIRO / IG Lead. 

• Paper records are kept secure and away from access by the public. 

• Patient identifiable information must not be removed from the organisation.  

• Patient identifiable information may only be used for the purpose of patient care, this includes 

complaints, CGPL reports, service issues and incidents. 
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Subcontractor practices 

• In addition to the Data Protection Act 2018/GDPR, subcontractor practices must comply with 

the Accessible Information Standard (AIS). Staff are required to implement the Optical 

Confederation’s AIS guidance:  

www.qualityinoptometry.co.uk/policy/?policy=164 

 

Patient data (information flows) is always securely transferred 

• We will normally ask patients’ permission if we want to transfer personal information about them 

to someone else. 

• We may not ask permission if we transfer the information to another healthcare professional who 

is responsible for patients care and who needs that information to help to care for patients.   

• We may also not ask patients permission if we are ordered by law to transfer the information.  

This may be if a court asks us for the information. 

• We hold a record that details each use of sharing of personal information including the legal 

basis for the processing. These information flows have been approved by the SIRO and the 

organisation’s management. We also hold a list of all systems/information assets holding or 

sharing personal information (Data Security Standard 1.4.4).  

 

National Data Opt-out 

Confidential patient information is only used for the purpose of providing individual health care 

 

Breach Reporting 

In the event of a data breach occurring, an internal data security and protection breach reporting system 

is in place. Staff working within subcontractor practices are required to report any breaches to the 

organisation via the online reporting tool. Staff will report data breaches to the Data Protection Officer 

who will in turn report it to the SIRO.  

 

 

 

 

 

 

 

Breaches will be logged, and root cause analysis undertaken to investigate the incident. Training will be 

conducted as necessary to mitigate against future occurrences.  

 

Incident reporting 

We hold a Business Continuity Plan which includes provision for data security incidents and staff 

understand how to implement this, this has been approved by the SIRO. We test and review this plan 

annually. We have planned for all risks potentially impacting on the organisation’s business continuity. 

We will document issues and record which staff members are responsible for which actions. 

 

All emergency contacts are kept securely and are up to date. Staff are aware of where to locate these. 

The contact lists are updated as required. In the event of cyber-attack, we will document lessons learned 

and integrate these into our Business Continuity Plan. 

Optical Practice Staff 

Primary Eye Care        

Clinical Governance & 

Performance Lead 

Primary Eyecare Data 

Protection Officer 

http://www.qualityinoptometry.co.uk/policy/?policy=164
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Software 

All our software used is reviewed to ensure it is supported and up-to-date, working with our software 

providers as necessary. Connected systems are kept up-to-date with the latest security patches. While 

we do not use unsupported software, in the unexpected event that we do in the future, we will categorise 

and document this to identify and manage security risks. If patches are not applied for a greater period 

than two months the SIRO will be notified with explanation why.  

 

IT Networking   

All networked systems have had their default passwords changed (Data Security Standard 9.1). Data is 

held within the Opera IT system and this stored within UK servers and sent encrypted over SSL All of 

our intersystem communications occur over the SSL/TLS protocol. We regularly test our security using 

formal independent penetration testing by Ambersail and our systems meet the requirements of Cyber 

Essentials Plus while all data are stored in ISO27001 certified sites.  

 

Reviews 

As part of our review of our Data Security and Protection policy annually we will review all processes 

above. As an organisation we will include all staff in this comprehensive review, and we will take action 

to address problem processes. 

 

Monitoring of compliance and effectiveness of implementation - The SIRO has assigned 

operational responsibility for monitoring compliance and effectiveness of implementation to the 

organisation’s IG Lead. However, ultimate responsibility sits with the organisation’s board. Staff have 

provided explicit understanding that their activity of systems can be monitored.  

 

The SIRO will conduct regular compliance monitoring/staff spot checks to ensure that this policy and 

associated guidance is being followed. Results will be followed upon by the SIRO and management as 

necessary. All staff will be required to maintain this information within their personalized training log. 

 

Monitoring of access to systems to which users and administrators have access to is carried out by the 

SIRO and listed. 

 

The Organisation is aware of its responsibilities under GDPR 

Individuals’ rights are respected and supported as per GDPR 12-22. All data will be processed in full 

accordance with the Data Protection Act 2018 incorporating GDPR. We ensure that personal data is: 

• Processed lawfully, fairly and in a transparent manner in relation to individuals. 

• Collected for specified, explicit and legitimate purposes and not further processed in a manner 

that is incompatible with those purposes; further processing for archiving purposes in the public 

interest, scientific or historical research purposes or statistical purposes shall not be considered 

to be incompatible with the initial purposes. 

• Adequate, relevant and limited to what is necessary in relation to the purposes for which they 

are processed. 
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• Accurate and, where necessary, kept up to date; every reasonable step must be taken to ensure 

that personal data that are inaccurate, having regard to the purposes for which they are 

processed, are erased or rectified without delay. 

• Kept in a form which permits identification of data subjects for no longer than is necessary for 

the purposes for which the personal data are processed; personal data may be stored for longer 

periods insofar as the personal data will be processed solely for archiving purposes in the public 

interest, scientific or historical research purposes or statistical purposes subject to 

implementation of the appropriate technical and organisational measures required by the GDPR 

in order to safeguard the rights and freedoms of individuals. 

• Processed in a manner that ensures appropriate security of the personal data, including 

protection against unauthorised or unlawful processing and against accidental loss, destruction 

or damage, using appropriate technical or organisational measures. 

All transparency information required by GDPR (Articles 13 and 14) relating to the public being properly 

informed of the use of their personal information and rights is published by the organisation within its 

privacy policy and is therefore available to patients and the public. 

We hold a staff procedure on providing information about processing and individuals’ rights under 

GDPR. This includes information about meeting subject access requests to meet shorter GDPR 

timescales. We hold details of how any information requests have been complied with in the last twelve 

months (Data Security Standard 1.3.6) in the format below: 

 

For period dd/mm/yy to dd/mm/yy 

No of SARs  

No of SARs late  

No of FOI  

No of FOI late  

 

All staff are required to be familiar with Optical Confederation guidance on GDPR: 

https://www.qualityinoptometry.co.uk/policy/?policy=165 

 

The organisation can name its suppliers, the products and services they deliver and contract durations 

(Data Security Standard 10.1). Any contracts we hold with third parties that handle personal information 

are compliant with GDPR (Data Security Standard 10.1.2). We have secured statements from suppliers 

confirming their compliance with GDPR (Data Security Standard 10.2.3). We have also conducted basic 

due diligence against suppliers as per ICO and NHS Digital guidance. 

 

In the event of any disputes between us and our suppliers we will record these, noting any risks to data 

security (Data Security Standard 10.3). In the event of instances where we cannot comply with data 

security standards because of supplier-related issues we will record these and discuss them at 

management level (Data Security Standard 10.4). Suppliers required to do so have completed the Data 

Security and Protection Toolkit at a level appropriate for their profile (Data Security Standard 10.5).  

 

https://www.qualityinoptometry.co.uk/policy/?policy=165
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Data Protection Impact Assessments 

We conduct Data Protection Impact Assessments (DPIA) that follow ICO guidance. DPIA guidance has 

been agreed by management in consultation with the DPO.  

Backup Policy 

Back-up procedures are provided by our IT provider for all of the clinical IT systems they provide. Staff 

and personnel files are stored held within Microsoft Office 365; this includes a back-up facility for files 

accidentally deleted. 

Appendix 1 

Record Retention 

This policy applies to the following: 

• Clinical records 

• All records are retained for 10 years* from the date of last seeing the patient. 

• Records of children are retained until they are 25 AND it is 10 years since they were last seen. 

• Records of the deceased are kept for 10 years. 

• Records are securely destroyed by the IT provide – see retention periods below  

Examples: 

Age at last test Time to retain record 

Age 5 Until age 25 

Age 10 Until age 25 

Age 17 Until age 27 

Over 18 For 10 years 

 
Appendix 2 

Recording of telephone calls and/or consultations 

Telephone calls between patients and providers will not be recorded or monitored due to the complexity 

of obtaining consent for this process and the subsequent storing of patient sensitive data. 

 

 

 

 
 Although 7 years is the minimum requirement in GOS contacts, 10 years is the minimum recommended by the optical 

representative bodies. The rights to be forgotten/erasure under GDPR does not extend to health records. 
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Appendix 3 

Disclosure of data to commissioners 

The organisation agrees to provide anonymised, pseudonymised or aggregated data as may be 

requested by the co-ordinating commissioner as per the contractual reporting requirements. Any 

request for PID must be authorised by the organisation’s IG lead. 

Personal data will not be disclosed without written consent or lawful reason for disclosure. 

Exceptions to this are covered by: 

Section 251 of the NHS Act 2006 (originally enacted under Section 60 of the Health and Social Care Act 

2001), allows the common law duty of confidentiality to be set aside in specific circumstances where 

anonymised information is not sufficient and where patient consent is not practicable. 

Data Protection Principles 

Personal data must be: 

1. Processed fairly and lawfully 

2. Processed for specified purposes 

3. Adequate, relevant and not excessive 

4. Accurate and kept up-to-date 

5. Not kept longer than necessary 

6. Processed in accordance with the rights of data subjects 

7. Protected by appropriate security (practical and organisational) 

8. Not transferred outside the EEA without adequate protection 

 

Appendix 4 

 

NHS Care Record Guarantee 

All data processed on behalf of the commissioner with regard to community services must be processed 

and handled in line with the NHS Care Record Guarantee. 

All staff handling data should be aware of the obligations placed upon them by the NHS Care Record 

Guarantee and the commitments laid out in it. 

In summary this covers: 

Why people may access patient records: 

• As the basis for health decisions 

• Ensure safe effective care 

• Work effectively with other 

• Clinical audit 

• Protect health of the general public 

• Monitor NHS spending 

• Manage the health service 

• To investigate complaints 
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• Teaching and research 

 

Law relating to records: 

• Confidentiality under common-law duty of confidentiality 

• Protection about how information is processed (Data Protection Act 2018) 

• Privacy (Human Rights Act 1998) 

 

These rights are not absolute, and they need to be balanced against those of others. 

Other patient rights regarding records: 

• To ask for a copy of all records held in paper or electronic form (a fee may be payable for 

complex or repeated requests) 

• To choose someone to make decisions about the patient’s healthcare if the patient becomes 

unable to do so (lasting power of attorney). 

 

Duties placed upon the practice (provider): 

• Maintain accurate records of the care provided 

• Keep records confidential, secure, and accurate (even after the patient dies) 

• Provide information in accessible formats (e.g. large print). 

 

The complete NHS Care Record Guarantee will be available for staff members to consult.  

Appendix 5 

 

Caldicott Principles 

 

1. Justify the purpose(s) of using confidential information 

2. Only use it when absolutely necessary 

3. Use the minimum that is required 

4. Access should be on a strict need to know basis 

5. Everyone must understand his or her responsibilities  

6. Understand and comply with the law. 

 

Quality Statements 

1. Patients are treated with dignity, kindness, compassion, courtesy, respect, understanding and 

honesty. 

2. Patients experience effective interactions with staff who have demonstrated competency in 

relevant communication skills. 

3. Patients are introduced to all healthcare professionals involved in their care and are made 

aware of the roles and responsibilities of the members of the healthcare team. 

4. Patients have opportunities to discuss their health beliefs, concerns and preferences to inform 

their individualised care.  

5. Patients are supported by healthcare professionals to understand relevant treatment options, 

including benefits, risks and potential consequences.  
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6. Patients are actively involved in shared decision making and supported by healthcare 

professionals to make fully informed choices about investigations, treatment and care that 

reflect what is important to them. 

7. Patients are made aware that they have the right to choose, accept or decline treatment and 

these decisions are respected and supported. 

8. Patients are made aware that they can ask for a second opinion. (This would not be funded by 

GOS as there is no mechanism for this). 

9. Patients experience care that is tailored to their needs and personal preferences, taking into 

account their circumstances, their ability to access services and their coexisting conditions.  

10. Patients have their physical and psychological needs regularly assessed and addressed, 

including nutrition, hydration, pain relief, personal hygiene and anxiety. (This statement will to 

all intents and purposes not apply to optical services). 

11. Patients experience continuity of care delivered, whenever possible, by the same healthcare 

professional or team throughout a single episode of care. 

12. Patients experience coordinated care with clear and accurate information exchange between 

relevant health and social care professionals.  

13. Patients’ preferences for sharing information with their partner, family members and/or carers 

are established, respected and reviewed throughout their care.  

14. Patients are made aware of who to contact, how to contact them and when to make contact 

about their ongoing healthcare needs.  

 

Appendix 6 

Subject Access Requests 

Full information and instructions are contained within the Primary Eyecare Services IG patient 

Information Leaflet. 

Communicating Patient Identifiable Data 

Patient data may be communicated in the following ways: 

• By ordinary 1st or 2nd class post 

o This will be in a sealed envelope 

 

• By fax 

o This will be to a safe haven fax where possible.  The cover sheet will state: 

 

This fax contains proprietary confidential information some or all of which may be legally privileged and 

or subject to the provisions of privacy legislation.  It is intended solely for the addressee.  If you are not the 

intended recipient, you must not read, use, disclose, copy, print or disseminate the information contained 

within this fax. Please notify the author immediately by replying to this fax and then destroy the fax.  

By email: 

Patient consent is required for sending data that can identify a patient except where both sender and 

recipient have NHS emails ending in @nhs.net, or the “SECURE” function of NHS mail is used.  

Emails will carry a message stating: 



 
 

60 
 

This e-mail contains proprietary confidential information some or all of which may be legally privileged 

and or subject to the provisions of privacy legislation.  It is intended solely for the addressee.  If you are 

not the intended recipient, you must not read, use, disclose, copy, print or disseminate the information 

contained within this e-mail.  Please notify the author immediately by replying to this e-mail and then 

delete the e-mail.  

Verbally 

− With care that confidentiality is maintained 

− The recipient of the information is identified 

− A note is made on the record. 

− Information that could result in errors will be communicated in writing where possible 
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Death of a Service User 
 

Overview 

 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead (“prime 

contractor”) for a network of local optical practices (“subcontractors”) dedicated to delivering excellent 

eye care in the local community.  

 

The organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the organisation.  

 

The Death of a Service User is a highly unlikely situation in an optical setting. This policy is designed to 

address the role of the organisation as a primary care provider in the event of such incidents.  

 

Intended audience 

 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

 

Death on the premises 

 

In the event of a service user dying at the premises of one of our subcontractor practices, subcontractor 

staff will immediately contact the emergency bodies and notify the organisation. This can be done via 

the online reporting tool. 

 

 

 

 

 

 

 

 

The Organisation’s clinical governance and performance lead will notify the coordinating commissioner.  

 

Service users nearing end of life 

 

It is very unlikely that a person during the last two or three days (as per NICE ‘Care of dying adults in 

the last days of life’ guidance 2015) of their life will be being having health care delivered in an optical 

practice. Nonetheless the organisation and its subcontractors will pay due regard to the NICE guidance 

in such an eventuality.  

 

Subcontractor staff will be expected to have read the NICE guidance and implement its relevant 

recommendations such as recognising when a service user may be in the last days of life. Many of these 

Optical Practice Staff 

Primary Eye Care        

Clinical Governance & 

Performance Lead 

Primary Eyecare Services 
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such as maintaining hydration, pharmacological interventions or managing pain, breathlessness, nausea 

etc would not typically be a feature of an optical consultation. We recognise that this guidance 

complements but does not replace the responsibilities outlined by the Mental Capacity Act 2005. The 

organisation holds a separate Safeguarding Children and Safeguarding Adults policy. 

 

Subcontractor staff will communicate with local healthcare professionals with more experience of 

providing end of life care more familiarity with last days of life guidance and follow appropriate local 

protocols. 

 

The organisation’s Death of a Service User Policy will be reviewed annually. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

63 
 

Environmental System Policy  
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for 

a network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in 

the local community.  

Intended audience 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

The UK government’s strategy for sustainable development ‘Securing the Future’ (2005) and the 

Department of Health’s strategy ‘Taking the Long Term View’ (2008) are both major public health 

policies which provide a mandate for the NHS to engage in sustainable development.   

Sustainable development is about energy efficiency, carbon reduction and recycling and also 

ensuring social justice and equity, and integrating environmental, health, social, political and 

economic issues into decision making. The organisation is fully committed to following correct 

environmental procedures and ensuring its overall operations through its subcontractors have as 

minimal an impact on the environment as possible.   

In order to meet the needs of patients without compromising the ability to meet future needs, the 

organisation will require its subcontractors to at all times:  

• Minimise their impact on the environment, protecting natural resources – air, water, 

biological resources.  

• Operate as sustainably as possible including promoting sustainable employment practices 

and encouraging suppliers to act sustainably, using fewer material goods, using locally 

produced goods and services, minimising waste, maximising energy efficiency   

• Take all possible steps to reduce carbon emissions. Encouraging low carbon lifestyles and 

travel habits, investing in energy from sustainable sources, using the most energy efficient 

goods and services.  

• Ensure appropriate investment in the community and consider the social impact.  

 

The organisation is fully supportive of the Government’s commitment to a 34% reduction in carbon 

emissions by 2020 and an 80% reduction by 2050.  It will actively raise carbon awareness and seek 

for its subcontractors to reduce carbon emissions where possible.  

The organisation has a dedicated clinical governance and performance lead who is responsible for 

implementing its EMS.  This clinical governance and performance lead is mandated to oversee the 

full service offering allowing decisions to be taken in a timely manner so as to strengthen the 

delivery key environmental objectives. The organisation will identify a deputy to the clinical 

governance and performance lead, who will provide cover in the event that the lead is unavailable 

for any reason.  
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Minimising environmental impact  

The organisation will minimise its environmental impact by requiring its subcontractors to where 

possible:         

• Use rail travel or other forms of public transport.  

• Use electronic forms of communication seeking to minimise paper wastage.  

• Make full use of conference calls and evolving communication technology to avoid physical 

travel 

• Use low energy light bulbs and switch off electrical appliances out of practice hours.  

 As they are based in the community, staff of the organisation’s subcontractor practices do not travel 

great distances and serve the needs of the local population.  In addition, by providing community 

services, the organisation reduces the requirement for patients to travel significant distances for 

their eye care needs.   

 

Supply chain sustainability    

 

The organisation will require its subcontractors to work with suppliers to operate sustainably and 

avoid overreliance on single suppliers where possible and mitigate detrimental effects of unexpected 

events.  

 

Waste management  

The organisation’s subcontractors will be required to:  

• Hold refuse collection contracts for both general waste and pharmaceutical waste disposal 

(where appropriate).   

• Ensure prevention, segregation, handling, transport and disposal of waste is properly 

managed so as to minimise the risks to the health and safety of their staff, patients, the 

public and the local environment.  

• Reduce waste through maximising recycling, using recycled paper, packaging, equipment 

(where possible) and other products wherever possible.  

 

 Working with commissioners  

The organisation will work with the commissioning body to make sure roles and responsibilities for 

improving sustainability and cutting carbon are clear.   

The organisation will submit performance reports to commissioners through the IT system  

The organisation’s Environmental System Policy will be reviewed annually.  
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Equal Opportunities – Equality and Diversity Policy 

 
Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community.  

 

Intended audience 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

 

This policy sets out the organisation’s approach to Equal Opportunities and equality and diversity.  The 

organisation strongly supports equal opportunities in the workplace and promotes a culture that 

actively values difference and recognises that people from different backgrounds and experience can 

bring valuable insights to the workplace and enhance the way we work and deliver services across the 

country. Further information for organisation staff can be found in the PES - Equality and Diversity policy 

 

The organisation is committed to complying with the Human Rights Act 1998 and every employee is 

entitled to a working environment that promotes dignity, equality and respect for all. The organisation 

does not allow any acts of unlawful or unfair discrimination (including harassment) committed against 

any member of staff, job applicant, patient or visitor because of a protected characteristic as recognised 

in the Equality Act 2010. These are : 

 

• age 

• disability  

• gender reassignment 

• pregnancy and maternity 

• marriage and civil partnership 

• race (including ethnic origin, colour, nationality and national origin) 

• religion or belief 

• sex 

• sexual orientation 

 

We recognise that equality and diversity are not inter-changeable but inter-dependent. There can be 

no equality of opportunity if difference is not valued and harnessed. 

The organisation requires all subcontractors to comply with the requirements of the Equal Opportunities 

policy and the Equality Act 2010. The organisation will in consultation with the commissioner and at 

reasonable request demonstrate how it complies with this.   

 

The organisation will require subcontractors to have due regard to: 

• Eliminate discrimination, harassment, victimisation and any other conduct that is prohibited by 

or under the Equality Act 2010. 

• Permit no discrimination from any party.  

• Advance equality of opportunity between persons who share a relevant protected characteristic 

and persons who do not share it. 
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• Foster good relations between persons who share a relevant protected characteristic and 

persons who do not share it. 

 

In addition, subcontractors of the organisation have a duty to: 

• Remove or minimise disadvantages suffered by persons who share a relevant protected 

characteristic that are connected to that characteristic. 

• Take steps to meet the needs of persons who share a relevant protected characteristic that are 

different from the needs of persons who do not share it. 

• Encourage persons who share a relevant protected characteristic to participate in public life or 

in any other activity in which participation by such persons is disproportionately low. 

• Observe as far as possible the Equality and Human Rights Commission’s Codes of Practice for 

Employment, Equal Pay, and Services, Public Functions and Associations. 

• Treat victimisation, discrimination and harassment as disciplinary offences 

 

In particular, the organisation’s subcontractors are required to ensure they meet the needs of disabled 

patients with eye health needs, including those with communication difficulties, making reasonable 

adjustments where necessary in order to accommodate these patients.   

 

These could be things like: 

 

• making sure there is wheelchair access in practices 

• provision for carers, families and friends to allow them to be actively involved, if the patient wishes 

them to be. 

• providing easy read materials such as picture test types to measure vision. 

• giving someone a priority appointment if they find it difficult waiting. 

• longer appointments  

o if someone needs more time to make sure they understand the information they are given,  

o have specific communication needs and difficulty understanding what is being said 

 

In short, this requires subcontractor practices to take a person-centred approach to all the patients we 

deliver care to and be prepared and flexible in their responses to meet the patient’s needs. 

 

Subcontractor staff should be familiar with the Accessible Information Standard Guidance issued by the 

Optical Confederation. 

 

https://www.qualityinoptometry.co.uk/policy/?policy=164 

 

The organisation’s Board of Directors has overall responsibility for the Equal Opportunities Policy. 

 

The organisation’s equal opportunities policy will be reviewed annually. 

 

 

 

 

 

https://www.qualityinoptometry.co.uk/policy/?policy=164


 
 

67 
 

Health and Safety Policy  
 
Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community.  

 

The organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the organisation. 

 

The health and safety of both our service users and the staff of our subcontractors is fundamental to 

the organisation. The organisation holds a separate health and safety policy for staff working within the 

organisation. 

 

The organisation delivers services through a wide number of subcontracting practices to provide patient 

services in the community and whilst not directly responsible for health and safety in these 

subcontracting practices it is the organisation’s policy that all subcontracting practices and any other 

subcontractors, have their own health and safety policies in place, recognising that staff and patients 

should be safe, and their responsibilities in regard to this.  

 

We have a duty to ensure that these practices have appropriate mechanisms through which to identify 

and, where appropriate, respond to any significant concerns in regard to commissioned services.  

We will ensure that subcontractors meet acceptable standards by requiring our subcontractors to have 

their own health and safety policies and providing assurance of this to the organisation. 

 

All subcontractors should meet legislative requirements; particularly the requirement to perform and 

have written health and safety policy when more than five people are employed in a practice as per the 

Health and Safety at Work etc. Act 1974, section 2(3). If a practice employs fewer than five people, having 

a written health and safety policy is still recommended to our subcontractors. 

 

Subcontractors’ written health and safety policies should include:  

 

• A statement of general health and safety policy, signed and dated (the policy statement should 

be reviewed and possibly revised in the light of experience, or because of operational or 

organisational changes and/or annually). 

• Responsibilities: overall, day-to-day, specific areas. 

• Health and safety risks: what they are, action needed to remove/control, the staff member 

responsible, review timetables. 

• Consultation with employees: information on employee representatives, and consultation 

procedure. 

• Safe plant and equipment: the people responsible for identifying when maintenance is needed, 

drawing up of maintenance procedures, reporting problems to, the purchasing of new 

equipment. 

• Safe handling and use of substances (if applicable): who identifies hazardous substances; who 

is responsible for undertaking control of substances hazardous to health assessments, informing 

employees, reviewing assessments. 
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• Information, instruction and supervision: display of the Health and Safety Law Poster  

or the issue of the equivalent leaflets, supervision and training of new members of staff. 

• Competency for tasks and training: induction training, job specific training, retainment of 

training records. 

• Accidents, first aid and work related ill health: who requires, arranges and keep records of health 

surveillance, where first aid equipment stored, the appointed person / first aider, people 

responsible for record keeping, and reporting under Reporting of Injuries, Diseases and 

Dangerous Occurrences Regulations. 

• Monitoring: who monitors conditions and safe working practices, who investigates accidents 

and work related sickness. 

• Emergency procedures: who carries out fire risk assessments and how often the following are 

checked: escape routes, fire extinguishers, alarms, evacuation procedures. 

 

NHS England maintains a Safety Alert Broadcast System (SABS).  The organisation’s subcontractors 

should ensure that any appropriate action has been taken in response to the SAB. For effectiveness, 

each recipient should send an acknowledgement that the alert has been received and any appropriate 

action has been taken. Practices should ensure that staff opening mail, report these alerts to the 

contractor straight away.  

 

Prevention, segregation, handling, transport and disposal of waste must be properly managed so as to 

minimise the risks to the health and safety of staff and patients (please see the organisation’s 

Environmental Management System for more information). 

 

This Health and Safety Policy will be reviewed annually. 
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Infection Control Policy and Health Care Associated Infection 
Reduction Plan  
  

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to deliver excellent eye care in the local 

community.   

  

The organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the Organisation.  

  

Intended audience  

 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below  

• All staff used by the organisation, this includes any person who is directly employed, self-employed 

or providing services under a temporary contract.  

• All staff used by subcontractor practices, this includes any person who is directly employed, self-

employed or providing services under a temporary contract.  

  

Subcontractor Optical Practices  

  

The use of appropriate hygiene procedures and precautions to prevent exposure to and reduce the risk 

of transmission of infectious diseases within subcontracting practices is essential.  A culture of ‘zero 

tolerance’ of avoidable infections is required to achieve sustainable reductions in health care associated 

infections (HCAI).  Strict hygiene must be observed when dealing with patients with particular 

attention being paid to any equipment with which they come into contact. Subcontractors must 

successfully complete the infection control audit annually.  

  

Subcontractors will ensure the following infection control procedures are in place:  

   

• Hand hygiene guidelines will be followed in practices.  

• Chin rests and headrests on slit lamps, field screeners, keratometers, tonometers, autorefractors, 

fundus cameras or any other equipment should be cleaned with a sterile wipe before use by each 

patient.  

• Similarly, the bridge and sides of trial frames and forehead and cheek rests of refractor (phoropter) 

heads should be cleaned between each patient.  

• Items coming into contact with a patient’s eye should not be reused.   

• Disposable tonometer prisms should be used when performing contact tonometry using either a 

Perkins or Goldmann tonometer.  

• Alternatively, if reusable items are to be used then the College of Optometrist’s Infection control 

guidance should be followed.  

• Liquid antibacterial soap and paper towels must be available at any sink used by staff and patients 

– fabric towels should not be provided.  

• Alcohol hand rub should be available and used between patients.  
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• Diagnostic solutions such as sterile saline or contact lens soaking solutions must be clearly marked 

with the date first used.  They must always be stored with caps on and not used beyond the 

recommended dates.  

• Single-dose eye drops such as minims must only be used once and then discarded.  

  

It is the responsibility of the subcontractor to ensure that all staff comply with the above instructions.  

  

This policy also acts as the organisation’s Health Care Associated Infection Reduction Plan.    

  

This infection control policy will be reviewed annually.  
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Information Governance and Data Management Policy 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to deliver excellent eye care in the local 

community.   

  

The organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact.  

  

Purpose of the Policy  

  

This policy sets out the procedures and management accountability and structures that have been put 

in place within the organisation to safeguard the movement of personal data in the organisation. This 

policy describes the data that we hold about patients, how we hold it, how we protect it, how we use 

and process it (including what patients need to be provided with) and how we transfer it (if necessary).  

  

The organisation has been established to specifically act as the lead for a network of local optical 

practices dedicated to delivering excellent eye care in the local community.  Appropriate management 

of data is fundamental for the organisation and our subcontractors.   

  

The organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the organisation.  

  

The organisation meets the requirements of the NHS Data Security and Protection Toolkit. 

The organisation will adopt and implement the recommendations made by the National Data 

Guardian.  

  

The organisation is registered with the information commissioner: Registration No. Z3576057. 

The organisation has an up to date Freedom of Information Act Statement and this is available to 

patients. A notice on handling patient data is available to patients on the organisation’s website.  

  

Referral Management Services (Opera) 

  

The organisation utilises Referral Management Services (FDS Consultants) to provide the secure 

online Opera IT platform to collect data from the service delivery, to transfer data and manage collection 

of data for billing and payment purposes.  Referral Management Services have successfully completed 

the Data Security and Protection Toolkit.  They maintain the following: 

  

• DSPT at NHS Business Partner Level (frequent transfer of patient data) 

• DCB0129 with full clinical safety case and hazard log 

• Cyber Essentials Plus 

• ISO9001 Quality Management Certified 

• Green Mark sustainability accreditation (Level 1) 

• DPO, SIRO, Quality Manager and Caldicott guardian in place 

• CSO, Clinical Lead and Clinical Safety Management Process in place 

• ISO27001 Data Centres and UK OFFICAL level IT infrastructure 

• All clinical data held in English Data Centre (EU-West 2) 

• Regular penetration testing 

• NHS Digital approved for connection to PDS, eRS and SCR provision 

• Resilient data structures with high availability systems including three HSCN Connections 

• CQC registration 
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Optical Practice Subcontractors  

  

The organisation will collect evidence from all of its subcontractor practices confirming that an 

information governance audit has been completed and that the all of the required policies and 

procedures that relate to data management and information governance are in place. This can be 

achieved by completing the industry standard ‘Quality in Optometry’ IG checklist.  

  

 

The organisation requires all subcontractor practices to specifically have in place:  

  

• Named information governance lead  

• Information Governance Policy    

• Confidentiality clause within the contracts of all staff  

• Staff training on information governance  

• Evidence of compliance with DPA where data is processed outside the UK   

• Procedures for seeking consent to use patient information  

• Publicly available information leaflet  

• Confidentiality Code of Conduct  

• Information Asset Register  

• Risk assessment (including working towards implementing any high priority security 

improvements identified)  

• Mobile computing guidelines including encryption of mobile devices storing personal data (if 

applicable)  

• Business continuity plan  

• Data handling procedures  

• Access control and password management procedures  

• Follow the organisations Incident management and reporting process  

  

The organisation reserves the right to inspect subcontractors’ premises and/or policies to audit 

compliance.  

  

Legislative Requirements  

  

There are certain legislative requirements for every organisation to hold information. Information about 

this is provided below:  

  

The Organisation complies with the eight data protection principles under the Data Protection Act 2018 

in its processing of personal data in that such data is:  

  

• fairly and lawfully processed  

• processed for limited purposes  

• adequate, relevant and not excessive  

• accurate and up to date  

• not kept for longer than is necessary  

• processed in line with patients’ rights  

• secure  

• not transferred to other countries without adequate protection  

 

The Organisation has appointed a named information governance lead trained in and responsible for 

procedures relating to confidentiality and data management, this is Rupesh Bagdai  
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The Organisation is registered with the information commissioner:  

Registration No. Z3576057. The organisation has an up to date Freedom of Information Act Statement 

and this is available to patients. The organisations privacy policy and a notice on handling patient data 

is available to patients on the organisation’s website. 

 

https://primaryeyecare.co.uk/privacy-policy/  

https://primaryeyecare.co.uk/wp-content/uploads/2020/10/PE-Patient-Information-A5-Leaflet.pdf  

 

What information the organisation holds and how it holds it  

  

The organisation holds patients’ clinical records electronically within the secure online IT platform.   

  

How the Organisation protects this information  

  

• All staff, contractors and sub-contractors have a confidentiality clause within their contracts.  

• All personal information contained on clinical records is considered confidential.  

• The organisation’s staff are aware of the importance of ensuring and maintaining the confidentiality 

of patients’ personal data and that such data must be processed and stored in a secure manner.  

• Any suspected breaches of security or loss of information are reported immediately and are dealt 

with appropriately by the person responsibility for confidentiality and data management.  

• All staff have received Data Security Awareness training 

  

How the organisation uses and processes this information  

  

• The organisation may use the information to audit clinical outcomes and our performance. This 

enables it to monitor and improve the quality of care that it offers.   

• Wherever possible (i.e. if the organisation does not need to know who an individual patient is) it 

will only analyse trends from anonymised information.  

• The organisation’s clinical governance and performance lead may need to access individual patient 

information for the delivery of patient care or if a complaint or incident requires investigation.    

 

How the Organisation transfers information (if necessary)  

  

• The commissioner will have access to anonymised information on quality and outcomes of the 

service.  

• The Organisation is obliged to provide information to authorised persons within the NHS (who 

are in turn subject to a duty of confidentiality) if they request this. The organisation always 

transfers data in a secure manner.  

 

Data breaches  

  

In the event that a personal data breach has occurred, we will establish the likelihood and severity of 

the resulting risk to people’s rights and freedoms. This will be recorded on the organisation’s ‘Data 

Breach report form’. These are reviewed by the IG Lead and If it is likely that there will be a risk, we will 

notify the ICO not later than 72 hours after we become aware of it and document it. Further information 

is included in the organisaton’s Data Breach Protocol.  

 

https://primaryeyecare.co.uk/privacy-policy/
https://primaryeyecare.co.uk/wp-content/uploads/2020/10/PE-Patient-Information-A5-Leaflet.pdf
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Accountability for this Policy  

  

The designated information governance lead in the organisation is responsible for overseeing day to 

day information governance issues; developing and maintaining policies, standards, procedures and 

guidance; coordinating information governance in the organisation; raising awareness of information 

governance and ensuring that there is ongoing compliance with the policy and its supporting standards 

and guidelines.  

  

The Board of Directors is responsible for ensuring that sufficient resources are available to support the 

implementation of information governance procedures in order to ensure compliance with legal, 

professional and the NHS information governance requirements.  

  

Supporting Policies and Procedures – Directors’ Responsibilities  

  

All staff, personnel and associates of the organisation are responsible for ensuring that they remain 

aware of the requirements incumbent upon them and will be required to adhere to the following:  

  

• Confidentiality Code of Conduct (sets out the standards expected of directors, staff and 

subcontractors in maintaining the confidentiality of patient information)  

• Mobile computing guidelines and encryption of mobile devices storing personal 

data (provides guidance on the use of portable devices)  

• Access control and password management procedures (sets out procedures for the 

management of access to computer-based information systems)   

• Data Flow and Transfer Policy  

• Business continuity procedures (sets out the procedures in the event of system failure)  

• Serious Incident Policy (sets out the procedures for responding to a security breach)  

 

Policy Review   

  

This policy will be reviewed annually.  

  

Sanctions  

  

Breach of this policy could lead to disciplinary action. Depending on the circumstances this could range 

from remedial training to dismissal.    
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Managing Subcontractor Performance 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to deliver excellent eye care in the local 

community.  

The Organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the organisation. 

 

1. Introduction  

 

It is the organisation’s responsibility to manage the subcontractors involved in undertaking community 

services.  This Standard Operating Procedure explains how the organisation will manage its 

subcontractors’ performance and ensure that the commissioner’s requirements will be fully met at all 

times. 

 

The Clinical Governance and Performance Lead will be responsible for the monitoring of all clinical 

governance and quality assurance arrangements including dealing with complaints and monitoring and 

managing the performance of the network of optical practice subcontractors in line with the 

Organisation’s Standard Operating Procedure.  This includes: 

 

• Analysing subcontractor performance reports on a regular (at least quarterly) basis to identify 

optical practices that require performance management intervention.  

• Implementation of the appropriate performance management measures. 

• Addressing training needs and implementing any training.  

• Designing communications to subcontractors e.g. quarterly news bulletin. 

 

The contract between the organisation and the subcontractor will set out the subcontractor’s 

responsibilities in managing the practitioners providing the service and ensuring that the 

commissioner’s requirements are fully met at all times. 

 

Any performance shortfalls and/or complaints identified with the subcontractor will be resolved by the 

organisation.  

 

The commissioner will be made aware of any performance shortfall that results in the suspension or 

termination of a subcontractor’s contract by the organisation.   

 

Any issues identified will be resolved promptly and efficiently to ensure minimal impact to service 

delivery. 

 

The organisation’s Serious Incidents and Never Events - Incident Management Policy and Complaints 

policies may operate alongside this policy as necessary.  

 

Performance monitoring of subcontractors enables the Organisation to make continuous improvements 

to its service delivery in driving patient outcomes.  The Organisation holds a separate Clinical 

Governance Policy which incorporates subcontractor monitoring. 
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2. Key Performance Indicators 

 

Key Performance Indicators (KPIs) as set by the commissioner will be recorded via the organisations IT 

platform, for each subcontractor on a regular (at least quarterly) basis. The KPIs will be set specific to 

each contract but an example is given below for illustration purposes: 

 

Subcontractor [insert practice name]  

Total number of new appointments attended  

Total number of follow up appointments attended  

Total number Of DNAs (from GP referrals)  

Total number Of DNAs (from self-referrals)  

Total number of onward referrals to secondary care  

Total number of referrals triaged within specified time  

(as per contract)  
 

Total number of patients seen within specified time - urgent 

(as per contract) 
 

Total number of patients seen within specified time – non urgent 

(as per contract) 
 

Total number of complaints  

Patient survey results  
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3. Identifying Poor Performance 

 

Key Performance Indicators (KPIs) as set by the commissioner will be analysed per subcontractor on a 

regularly (at least quarterly) basis to identify outliers and poor performance.  The KPIs will be set specific 

to each contract but an example is given below for illustration purposes:  

 

Performance Indicator Actual 
Percentage of total 

reports submitted 

Target Percentage 

of total reports 

submitted 

Average Percentage 

of total reports 

submitted (all 

contractors) 

Number  of onward 

referrals to 

secondary care 

 
   

Number of patients 

triaged within 

specified time  

 
   

Number of patients 

seen within specified 

time - urgent 

 
   

Number of patients 

seen within specified 

time – non urgent 

 
   

Number of 

complaints 
 

   

Number of patients 

satisfied with service 
 

   

 

4. Managing Poor Performance 

 

When a specific performance concern has been identified within the service provided by a 

subcontractor, the Clinical Governance and Performance lead will investigate the concerns.  

Examples of performance concerns that would require investigation are: 

• A subcontractor appearing to refer a very high number (or low number) of patients onto the 

hospital.  

• The hospital has raised concerns about the quality of onward referrals from a subcontractor.  

• A subcontractor has a high rate of follow up appointments.  

• A subcontractor is recommending unnecessary MECS appointments when a routine sight test 

would be appropriate or a subcontractor is performing sight tests and MECS assessments 

concurrently. 

• A subcontractor is not seeing patients within the specified timescales. 

• Poor levels of patient satisfaction reported in patient surveys. 

• Delayed sign off of episodes (resulting in delayed invoicing for episode) 

• Poor / inadequate communication with the organisation. 

• A subcontractor not following local and nation protocols or organisation policies. 

 

Where significant outliers are identified from an audit, or as a result of other evidence e.g. secondary 

care complaint, a selection of patient records will be reviewed by the Clinical Governance and 

Performance Lead to determine the appropriateness of the clinical decision making across the entire 
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patient pathway. This will also demonstrate whether clinical protocols are being adhered to and assess 

record keeping.  

 

Where concerns about the quality of service provided by a subcontractor are raised, patient survey 

results, complaints and other appropriate evidence will be analysed to establish where the concerns are 

justified. The organisation holds a separate complaints policy and Serious Incidents and Never Events – 

Incident Management Policy. 

 

The Clinical Governance and Performance Lead will manage under-performing subcontractors using a 

five stage breach process to ensure that the commissioner’s requirements are fully met at all times. 

The Organisation will share learning that results from the management of subcontractor performance 

with all subcontractors in order to maximise the quality of the service and achieve continuous 

improvement. 

 

Contract breaches – breach notices, remedial notices and action plans 

 

Remedial notices and/or breach notices are used in response to a breach of contract by a subcontractor 

or when service protocols are not being adhered to. 

 

Where remedial action is not delivered for a breach capable of being remedied, the organisation will 

issue a breach notice notice. The subcontractor will be required to assure the organisation that any 

breaches have been remedied. The Clinical Governance and Performance Lead will support all 

subcontractors to remedy breaches. Where the breach cannot be remedied the organisation will 

consider escalating the breach, this may lead to suspension or removal of the subcontractor.  

 

A remedial notice requires the subcontractor to remedy the breach, a remedial action plan will be 

developed and shared by the Clinical Governance and Performance Lead. 

 

A breach notice requires an acknowledgement on the part of the subcontractor that a breach has 

occurred and an undertaking not to repeat it. Monitoring of service data allows the organisation to 

identify compliance. 

 

Development and monitoring of remedial action plans 

 

Action plans required in response to breaches of the contract will vary quite widely depending on the 

nature of the breach. 

 

Action plans should contain realistic and measurable outcomes and a specific timescale for each 

required action. While an action plan can effectively be imposed upon a contractor using a remedial 

notice all reasonable efforts will be made to achieve a jointly agreed action plan. 

 

A minimum of 28 working days’ notice of all required actions will be given except where the organisation 

is satisfied that a shorter period is necessary, to protect the safety of the organisations patients. Where 

a  subcontractor proposes a shorter timescale this will be accepted by the Organisation. 
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Once an action plan has been agreed (or imposed) the Clinical Governance and Performance Lead will 

need to follow this up at the required intervals to ensure compliance. This can be done by telephone 

and/or email and/or face to face visit.  

 

Serious Breach 

 

If patient safety could be affected or a first performance concern / contract breach is deemed to be 

serious by the Clinical Governance and Performance Lead, they must report this immediately to the 

Chief Governance Officer. If this confirmed by the Chief Governance Officer then the organisation may 

proceed immediately to suspension or termination. This does not affect the subcontractor’s right to 

raise an appeal.  

 

Appeals and disputes 

 

Contractors who dispute any of the above notices have a right to appeal to the Local Optical Committee 

Support Unit. 

 

Process for sign off of contract remedial, breach and terminations notices 

 

Remedial and breaches notices should be authorised and signed off by the Chief Governance Officer 

and/or Chief Officer.  

 

Five Stage Breach Process for the Management of Subcontractor Performance 

 

  Action by the Organisation  
Commissioner 

notified 

Breach 1 First 

performance 

concern 

The clinical governance and performance lead will contact 

the subcontractor to discuss and highlight KPIs.  

 

• They will direct the contractor to revisit the clinical 

and administrative protocols and guidelines as 

appropriate. 

• They will arrange training or mentoring visit with the 

subcontractor and a peer discussion session if 

appropriate. 

 

Breach letter 1 issued.  

 

Subcontractor to confirm in writing that any remedial 

action required will be taken. 

N 

Breach 2 Second 

performance 

concern 

The clinical governance and performance lead will 

arrange training or mentoring visit with the subcontractor 

and a peer discussion session if appropriate. 

 

Breach letter 2 issued.  

 

Subcontractor to confirm in writing that any remedial 

action required will be taken and provide evidence of such 

N 
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to the clinical governance and performance lead within 4 

weeks. 

Breach 3 Third 

performance 

concern in 12 

month period 

The clinical governance and performance lead will 

arrange a training visit with the subcontractor, and a peer 

discussion session if appropriate. 

 

Breach letter 3 issued.  

 

Subcontractor to confirm in writing that any remedial 

action required will be taken and provide evidence of such 

to the clinical governance and performance lead within 4 

weeks. 

N 

Breach 4 Fourth 

performance 

concern in 12 

month period 

Contract Suspension Letter issued. 

 

Practice removed temporarily from list of optical practices 

provided to patients. 

 

Patients in progress directed to alternative practices. 

The clinical governance and performance lead will 

arrange a training visit with the subcontractor, and a peer 

discussion session if appropriate.  

 

Demonstration of subcontractor and practitioner 

competence required before contract can be reinstated. 

 

If competence cannot be demonstrated a Contract 

Termination Letter will be issued. 

Y 

Breach 5 First 

performance 

concern in 6 

month period 

following 

reinstatement 

of contract 

following a 

period of 

suspension 

Contract Termination Letter issued. 

 

Practice removed permanently from list of optical 

practices provided to patients. 

 

Patients in progress directed to alternative practices. 

 

Y 

 

 

If a subcontractor cannot confirm in writing that any remedial action required will be taken and provide 

evidence of such to the clinical governance and performance lead then they may be suspended.  

 

The Organisation’s Managing Subcontractor Performance document will be reviewed annually. 
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Appendix 1: Breach notice template letter 

 

[date]  

 

[Name and address] 

 

Dear [name] 

 

Re: Breach notice 

Primary Eyecare Services is sending this letter as a formal breach notice served in relation to your 

Agreement with Primary Eyecare Services for the Subcontracting of Services. 

The substance of the breach is as follows: 

[insert details]  

You are required to undertake not to repeat this breach of your contract again. 

Please acknowledge receipt of this notice in writing and give the requested undertaking not to repeat 

this breach. 

Yours sincerely 

[Name] [Title] 

 

 

Appendix 2: Remedial notice and action plan letter 

 

[date]  

 

[Name and address] 

 

Dear [name] 

 

Re: Remedial notice 

Primary Eyecare Services is sending this letter as a formal breach notice served in relation to your 

Agreement with Primary Eyecare Services for the Subcontracting of Services. 

The substance of the breach is as follows: 

 

[insert details]  

 

Action plan  

 

The steps you must take to remedy the breaches to the satisfaction of the Organisation and to comply 

with your contract are as follows: 

 

• [enter detail] 

 

The timescale to remedy this is [enter period] from the date of this letter.  

 

Please acknowledge receipt of this notice in writing and give the requested undertaking to remedy 

these breaches in accordance with the action plan and timescales above. 

 

Yours sincerely 

 

[Name] [Title] 
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Media and External Communications 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community.   

The Organisation recognises that engaging with the media is an important part of enhancing and 

maintaining the reputation of the organisation. Positive coverage improves public confidence in the 

organisation and guards the reputation of the NHS as a whole. Failing to manage media relations 

successfully can lead to the organisation’s reputation being damaged, may affect staff morale and 

affect public confidence in the organisation. 

 

Subcontractor Optical Practice’s  

All subcontractor practices are required to follow the organisations policy and guidance for media, 

promotional materials and communications. This policy applies to all services delivered through 

Primary Eyecare Services. 

Subcontractor practices may only use promotional material where this is made available by the 

organisation, this may be but is not limited to; 

• practice posters 

• leaflets 

No other promotional material can be used by optical practices without express written permission 

from the organisation.  

The organisation works closely with its local commissioners to agree communications materials used 

across the services we deliver. Promotional material may not be practice specific and will always refer 

to services delivered across a network of optical practices.  

Subcontractor practices who wish to raise any media queries must contact the organisation on 

info@primaryeyecare.co.uk. 

 

Media Enquiries / Interest (Reactive) 

If media enquiries are received, these should be signposted to info@primaryeyecare.co.uk 

 

Promoting Good / Positive Stories (Proactive) 

The organisation may promote good news stories, where this occurs the organisation will refer to a 

network of optical practices. 

 

 

  

mailto:info@primaryeyecare.co.uk
mailto:info@primaryeyecare.co.uk
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Medicines Management Policy  
  

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community.   

 

Subcontractor Optical Practice’s  

  

The organisation’s policy for medicines management requires that all subcontractors document and 

adopt procedures to ensure that all medicines are ordered, stored, supplied, used and disposed of in 

accordance with all legal requirements, General Optical Council requirements and General Ophthalmic 

Services contract requirements  

  

As a minimum, subcontractors’ standard operating procedures must ensure that:  

  

• Prescription Only Medicines (POMs) are only ordered by and administered or supplied or sold 

under the supervision of a registered optometrist.  

• Medicines are stored securely in accordance with manufacturers’ recommendations and out of 

the reach of children.  

• Where refrigeration is required, then the temperature of the refrigerator should be monitored 

regularly and a record of this kept.  

• A medical history, including known allergies, before any eye drop is administered or before any 

medicinal product is supplied to the patient.  

• Where possible, single dose eye drops, e.g. minims, are used for patient treatment.   

• Patients are provided with advice and information concerning possible side effects and actions 

eye drops before they are administered.  

• Patients are provided with advice and information (including the manufacturer’s patient 

information leaflet) on medication supplied as part of a management plan for their eye 

condition.  

• All medications are used in accordance with the local evidence-based guidelines and the local 

formulary.  Where there is a clinical reason not to do so then this should be documented in the 

patient’s notes.  

• All medicines are disposed of using an approved pharmaceutical disposal service.  

• Signed orders for eye drops are written in the form recommended by the College of 

Optometrists.  

• Records are kept for POMs, including documenting the batch number for each patient, expiry 

dates and date of disposal.  

• Optometrists participate in the Medicines and Healthcare Products Regulatory Agency (MHRA) 

adverse drug reaction reporting scheme.  

• Optometrist must complete a written order for all medication that you recommend (with the 

exception of those products not available on NHS, e.g. blepharitis lid treatment – such as 

Blephasol etc.).  

• Optometrist must ensure a written order is completed, regardless of whether the patient is 

going to purchase from the practice, purchase from Pharmacy or take to GP, this ensures that 

we have a complete record of medications prescribed within the service.  

• If it is known that the patient is definitely purchasing or has purchased it from the practice this 

should be added as a note on the report to the GP.  
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• If patient is advised to take this to the GP to prescribe on an FP10, this should be noted to 

appear on the GP report.  

• Optometrists must ensure that when writing a written order to be prescribed by the GP on an 

FP10 that they only request medication from the CCG recommended formulary.  

• The organisation holds a separate Prescription Forms Policy and Standard Operating 

Procedure for optometric prescribers with access to an FP10.  

• All practitioners working for a subcontractor must keep their knowledge on the safe, secure use 

of medicines, licensed indications, side effects, drug interactions etc. up to date, as required by 

professional registration requirements.  

• Subcontractors may be required to undertake an audit by the organisation to demonstrate 

compliance with the medicine management policy.  

  

This Medicines Management Policy will be reviewed annually.  
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Meeting the CPD Requirements of Professional & Regulatory Bodies  
  

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to deliver excellent eye care in the local 

community.   

 

While management of general performance and conduct of staff will be the responsibility of the 

individual subcontractor practices, it is the organisation’s policy that all practitioners within its 

subcontracted practices receive training appropriate to the level of duties they carry out and continually 

develop in the interests of patients.   

  

The organisation requires subcontractors to ensure that all practitioners and opticians engaged to 

deliver community services are registered annually with the General Optical Council (GOC) and meet 

the requirements of the GOC’s mandatory Continuing Education and Training (CET) scheme. The GOC 

is the regulator for the optical professions in the UK and maintains a register of individuals who are 

qualified and fit to practise, train or carry on business as optometrists and dispensing opticians.  

  

Mandatory Continuing Education and Training (CET) Scheme for optometrists and opticians  

  

To ensure that eyecare practitioners maintain the up to date skills and knowledge needed to practise 

safely and effectively throughout their career, the GOC oversees a mandatory CET scheme. The CET 

scheme is a points-based scheme that runs over a three-year cycle.   

  

A total of 36 general points are required per cycle for all dispensing opticians and optometrists covering 

all competencies, with a minimum of six points being required in any one calendar year.  

   

At least 18 of the 36 general points required must be achieved through interactive CET, and at least one 

point must be obtained for participation in a peer review. Following initial accreditation, eyecare 

practitioners providing a minor eye conditions service (MECS) and/or post-operative cataract 

service should complete a minimum of 3 CET points for MECS and 1 CET point for post-op cataract 

service from the mandatory 36 points required by the GOC every 3 years.  

  

The organisation requires subcontractors to ensure that all eyecare practitioners engaged to deliver 

community services have completed the training and accreditation the particular service requires. This 

may include attendance at peer discussion sessions and may be verified through uploading of 

certification where appropriate.    

  

Optometrists can also participate in the College of Optometrists’ voluntary CPD scheme.  

  

The organisation will maintain a register or practitioners accredited to provide the community services.  

The organisation’s clinical governance and performance lead will, if requested by the commissioner, as 

soon as possible and no more than twenty days following a written request, provide 

evidence demonstrating that practitioners employed by the organisation’s subcontractors are suitably 

qualified to deliver the service.   
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Subcontracting practices will be provided with an induction to the service by the organisation and 

supplied with an information pack including accreditation, guidelines and pathway details.  

  

CPD for Ophthalmic Medical Practitioners and Ophthalmologists  

  

To ensure that eyecare practitioners maintain the up to date skills and knowledge needed to practise 

safely and effectively throughout their career, the Royal College of Ophthalmologists oversees a 

mandatory Revalidation scheme and appropriate CPD scheme.   

  

The CPD scheme follows a 5-year cycle of CPD activity in which it will be necessary for 250 credits to be 

accumulated. Participants are expected to accumulate 50 credits per annum.  

  

The Organisation reserves the right to remove a practitioner from the register of accredited practitioners 

if he/she does not meet the accreditation criteria, including the mandatory CET or CPD requirements 

required for their profession.  

  

The Organisation will work with Local Education and Training Boards and Health Education England to 

understand local workforce and healthcare requirements, local education and training needs and plan 

provision where applicable. 

 

The Organisation’s Meeting Professional & Regulatory CPD Requirements Policy will be reviewed 

annually.  
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Non-Medical Prescriber Policy 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community.  

The Organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the Organisation. 

 

Scope 

This policy sets out a framework for the development and implementation of non-medical prescribing 

across the organisation to establish a consistent approach for non-medical prescribing. This policy 

applies to all registered optometrists, and other allied health care professionals who, in accordance 

with their job descriptions, undertake prescribing as part of their role.  

 

Purpose 

This policy has been developed to ensure that all prescribing by all Non-Medical Prescribers is 

managed and governed robustly and to ensure:  

• Prescribers are appropriately qualified for their role, work within the agreed national and local 

policies, and are identified across the CCG so that they can be kept up to date on prescribing 

issues both locally and nationally;  

• Professional and statutory obligations are met 

• Prescribing benefits patient care by improving access to medicines  

• Robust standards are in place for non-medical prescribing  

• Clarification on accountability and responsibility  

• Improve patient care without compromising patient safety;  

• Make it easier for patients to get the medicines they need;  

• Make better use of the skills of health professionals;  

• Contribute to the introduction of more flexible team working across the NHS.  

• Cover the registration, practice and clinical governance of all Non-Medical Prescribers;  

 

Roles and Responsibilities 

To qualify in Independent Prescribing an optometrist must: 

• be a registered optometrist 

• have been practising in the UK and registered with the GOC for two full years before 

beginning the clinical placement 

• train in competencies which focus on the consultation, prescribing effectively and prescribing 

in context. 

 

Independent Prescribing optometrists are responsible for; 

• Clinically assessing a patient, establish a diagnosis, determine the clinical management 

required and prescribe where necessary.  

• Recognising sight-threatening conditions that should be referred 

• Providing effective consultations with patients 

• Making clinical decisions based on and with reference to the needs of the patient 
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• Recognising their own limitations and only delivering care within their knowledge and 

competence  

• Making clinical decisions based on the needs of the patient 

• Keeping accurate, legible, unambiguous and contemporaneous records of a patient’s care  

• Prescribing any licensed medicine (except for controlled drugs or medicines for parenteral 

(injected) administration) for conditions affecting the eye, and the tissues surrounding the eye, 

within their recognised area of expertise and competence. 

• Ensuring that their patients are made aware of the scope and limits of non-medical 

prescribing and to ensure patients understand their rights in relation to non-medical 

prescribing (the right to refuse)  

• Ensuring that they provide evidence based, safe and cost-effective prescribing at all times and 

adhere to the local formulary and guidelines 

• Monitoring the response to treatment, to review both the working diagnosis and to modify 

treatment or refer/ consult/ seek guidance as appropriate 

• Ensuring their prescribing competency is maintained by means of continuing professional 

development (CPD) 

• Declaring your intended area of practice e.g. glaucoma, primary care etc. 

• Renewing IP Specialist Registration annually and evidence work within scope of practice.  

• Prescribing privately and, where suitable arrangements have been made, write an NHS 

prescription. Where private prescriptions are issued, patients must be advised of their options 

to access medications via the NHS and this must be documented on the patients record. 

• Adhering to their professional code of conduct as set out by their regulatory body and to this 

policy. The role of other persons in the delivery of health care to service users must be 

recognised and respected. 

• Decisions taken to recommend “over the counter” items and for the decision not to prescribe 

• Following the organisations Prescription Forms Policy and Standard Operating Procedures 

 

The Royal Pharmaceutical Society’s A Competency Framework for All Prescribers, available at;  

https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/Professional%20st

andards/Prescribing%20competency%20framework/prescribing-competency-framework.pdf  

 

LEGAL AND CLINICAL LIABILITY  

Each qualified Non-Medical Prescriber is individually and professionally accountable for all aspects of 

their prescribing decisions, including actions and omissions, and cannot delegate this accountability to 

any other person. They should prescribe within the locally agreed formulary, guidance and policies.  

Both employer and employee should ensure that the employee's job description includes a clear 

statement that prescribing is required as part of the duties of that post.  

The organisation has in place a Non-Medical Prescriber lead who is responsible for supporting, 

managing and registering Non-Medical Prescribers with the NHSBSA. The Non-Medical Prescriber for 

the organisation is Matthew Jinkinson. It is the Non-Medical Prescriber leads responsibility to ensure 

Non-Medical Prescriber’s follow the organisations clinical governance infrastructure. The organisation 

has clinical governance infrastructure in place which includes subcontractor and practitioner 

requirements. This includes a Disclosure and Barring Service (DBS) check, evidence of up to date 

professional registration with the General Optical Council and professional indemnity insurance that 

covers the Non-Medical Prescriber for the scope of their prescribing practice. Further information is 

detailed in the organisations’ Subcontractor & Practitioner Accreditation SOP. All Non-Medical 

Prescriber’s are held on a register within the organisation, they will remain on this register for six years 

https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/Professional%20standards/Prescribing%20competency%20framework/prescribing-competency-framework.pdf
https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/Professional%20standards/Prescribing%20competency%20framework/prescribing-competency-framework.pdf
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after they have ceased providing services for the organisation. The retention period is reviewed 

against national guidance and updated as necessary.  

The Non-Medical Prescriber Lead is responsible for reviewing service level activity and prescribing 

data across the organisation to identify outliers and to deliver targeted training and support. All Non-

Medical Prescribers will receive their prescribing data alongside anonymised data from other 

prescribers across the organisation, this allows them to reflect on their prescribing and benchmark 

against colleagues providing similar roles.  

The organisations Non-Medical Prescriber Lead delivers quarterly peer review sessions allowing NMP’s 

to discuss clinical cases which will inform and develop their decision-making process and prescribing 

behaviour. 

All NMP’s can raise queries directly to the NMP lead via the online IT platform. The NMP lead will 

provide written reply within 24 hours. Where further information or a clinical discussion is required, 

the written reply will follow initial discussions. Requests and written replies are added to the patient’s 

clinical record  

 

 

 

 

 

 

All Non-Medical Prescribers are expected at all times to work within the standards and codes of 

professional conduct as set out by their own regulatory bodies, as well as the policies, procedures of 

the organisation, the CCG and their employer  

If the practice has a contracted Non-Medical Prescriber on a regular basis in a clinical setting the 

responsibility lies with Non-Medical Prescriber and the optical practice to ensure this policy pack is 

adhered and all clinical governance processes are in place. The Non-Medical prescriber must register 

with Primary Eyecare Services before commencement on service delivery. 

Non-Medical Prescribers must ensure that patients are aware that they are being treated by a Non-

Medical Prescriber and of the scope and limits of their prescribing. Therefore, there may be 

circumstances where the patient has to be referred on to another healthcare professional to access 

other aspects of their care.  

Transfer of information or prescribing of repeat medicines by a prescriber must only take place within 

their own scope of practice and with clear recognition of their individual limitation, knowledge and 

skill. 

If confident that the patient has been assessed and understood the condition being treated and that 

the patient is having appropriate follow up and reviews. The prescriber will identify the potential risks 

associated with prescribing via remote media (telephone, email or through a third party) and take 

steps to minimise them.  

Non-Medical Prescribers must not prescribe for themselves. Neither should they prescribe for anyone 

with whom they have a close personal or emotional relationship, other than in exceptional 

Non-Medical prescriber Online IT Platform 
Non-Medical Prescriber 

Lead 
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circumstances. Refer to the relevant professional bodies’ standards and codes of ethics detailed 

above.  

Non-Medical Prescribers must be able to recognise and deal with pressures that might result in 

inappropriate prescribing. The advertising and promotion of medicines is strictly regulated under Part 

14 of the Human Medicines Regulations 2012, and it is important that Non-Medical Prescribers make 

choices of a medicinal product for their patients on the basis of evidence, clinical suitability and cost 

effectiveness and in line with the local formulary. Non-Medical Prescribers need to be familiar with 

and comply with their professional standards on interface with the pharmaceutical industry.  

If a prescriber issues a repeat prescription, they are responsible and accountable as the signatory of 

that prescription: They should be familiar with the patient, their condition and the medication required 

and remain within their scope of practice.  

Independent prescribers may prescribe medicines for uses outside their licensed indications/UK 

marketing authorisation (off label). In doing so they accept professional, clinical and legal 

responsibility for that prescription and should only prescribe off label medication where it is accepted 

clinical practice and in accordance with the local formulary.  

In order to prescribe off label, the following conditions apply. The prescriber:  

1) Is satisfied that it would better serve the patient’s needs than a licensed alternative  

2) Is satisfied that there is a sufficient evidence base to demonstrate its safety and efficacy  

3) Should explain to the patient in broad terms why the medicines are off label  

4) Must make clear, accurate and legible records for all medicines prescribed and the reason for 

prescribing off label.  

The Non-Medical Prescriber should where possible separate prescribing and supply or administration 

in relation to medicines. In exceptional circumstances where the Non-Medical Prescriber is involved in 

both the prescribing and administration of medicines a second suitably competent practitioner should 

be involved in checking the accuracy of the medication provided.  

The Non-Medical Prescriber should ensure that the patient/carer has sufficient information to enable 

the patient to derive the maximum benefit from the medicine. They will need to use their judgment 

regarding the competence of the patient/carer to administer the medicine safely and according to 

instructions, this will include for example:  

• That storage is safe and secure and affords environmental protection for the medicine (heat, 

light, moisture)  

• That the patient/carer understands the reason for taking/using the medicine and the 

consequences of not doing so.  

 

ISSUING PRESCRIPTIONS  

Prescriptions should only be issued by a registered Non-Medical Prescriber listed on the Primary 

Eyecare Services Non-Medical Prescriber register.  

Prescriptions may only be issued to patients registered with the organisation and all clinical 

information must be recorded on the organisations IT system.  

A faxed or emailed prescription is not a legally valid prescription and a supply against such a  

prescription is, therefore, not a legal supply. Pharmacists may prepare and supply medicines against a 

fax/email in anticipation of the pharmacy receiving the prescription within 72 hours. Faxing/emailing 
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prescriptions should only be done in exceptional circumstances but NEVER for supplying a controlled 

drug.  

If the prescription is hand-written the Non-Medical Prescriber should complete the FP10 prescription 

form by writing clearly and legibly in black ink with the following information:  

• Patient’s surname, first name, date of birth, age, full address and NHS number  

• Name of the product (prescribing should be in accordance with the local formulary and any 

local prescribing initiatives) strength (if any), dosage (if topical application indicates area), 

frequency, duration and quantity  

• The completed FP10 should be signed and dated  

• There should be a system in place to ensure that the patient record is updated.  

If the prescription is electronic, this must be in accordance with NHS Business Services Authority 

requirements, available from www.nhsbsa.nhs.uk. All prescriptions must have the Non-Medical 

Prescriber’s 

• Name 

• professional registration number 

• practice code 

• must be signed and dated by the named Non-Medical Prescriber only.  

 

In most cases no more than four weeks supply of any product should be prescribed at any one time.  

Repeat prescriptions can only be issued to enable an ongoing plan of care, which must be re-assessed 

and recorded in the patient record and/or medical notes as appropriate.  

Non-Medical Prescriber’s must be able to recognise and deal with pressures (e.g. from the 

pharmaceutical industry, patients, or colleagues) that might result in inappropriate prescribing (DOH 

April 2006) and act accordingly. 

 

RECORD KEEPING  

Following a full assessment of the patient, details of this assessment, together with details of the 

prescription, must be recorded in the appropriate documentation in the organisations IT system. All 

prescribers are required to keep accurate, timely, comprehensive and accessible records, which are 

unambiguous and if handwritten, are legible.  

In supplementary prescribing an agreed Clinical Management Plan (CMP), either written or electronic, 

must be in place, in accordance with clinical management plan guidelines. The plan must relate to a 

named patient and to that patient’s specific condition(s) to be managed by the supplementary 

prescriber. This should be included in the patient’s record. 

  

SECURITY AND SAFE HANDLING OF PRESCRIPTION PADS  

Controlled stationary is any stationary, which in the wrong hands, could be used to obtain medicines 

or medical items fraudulently. Prescription pads are considered controlled stationery and are issued by 

NHS England local services and remain the property of the employer at all times.  

There must be a robust system in place at the practice to ensure safe handling of pads. All Non-

Medical Prescribers should be aware of the Practice policies around controlled stationary.  
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Further guidance on the Security of Prescription Forms is produced by NHS Protect and available on 

the NHSBSA website. (www.nhsbsa.nhs.uk) and detailed in Prescription Forms Policy and Standard 

Operating Procedures 

 

CONTROLLED DRUGS  

A Non-Medical Prescriber must not prescribe beyond their limits of competence and experience. 

Controlled drugs may not be prescribed by an Independent Prescribing Optometrist. Any breach will 

lead to immediate suspension from the service and reported to the Controlled Drugs Accountable 

Officer (CDAO) within the local police force, Local Counter Fraud Specialist (LCFS) and the Non-

Medical Practitioners regulatory body.  

CONTINUING PROFESSIONAL DEVELOPMENT (CPD)  

Continuing professional development are essential elements of the clinical governance framework for 

Non-Medical Prescribing. The Non-Medical Prescriber is responsible for their own on-going 

professional development and is expected to keep up to date with evidence and best practice in the 

management of the conditions for which they prescribe. Failure to do so may result in removal from 

the General Optical Council register and from prescribing within the service 

The Non-Medical Prescriber is required to maintain a continuing professional development portfolio, 

including a review of prescribing related critical incidents and learning from them.  

The National Institute for Health and Care Excellence Medicines Prescribing Centre produced a 

competency framework for all prescribers, irrespective of their professional background, to help 

ensure safe effective prescribing. The framework was published in July 2016, by the Royal 

Pharmaceutical Society (RPS), and is available at:  

https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/Professional%20st

andards/Prescribing%20competency%20framework/prescribing-competency-framework.pdf  

The organisation expects all Non-Medical Prescribers to read, and be familiar, with the RPS Prescribing 

Competency Framework. 

AUDIT  

This policy supports the governance processes for all non-medical prescribing within the organisation:  

Clinicians are expected to audit their own prescribing. Auditing by the organisation will also be 

conducted, to ensure prescribing is in accordance with the prescriber’s scope of practice, local 

guidance and the local formulary. 

A clear audit trail for prescriptions is essential and Non-Medical Prescribers may only prescribe on 

an FP10 prescription form bearing their own name. It is important to note that computer 

generated FP10s should bear the name of the prescriber issuing the prescription.   

Administrative staff will not be authorised to authorise or supply computer generated prescriptions.  

 

Practitioners  

The Electronic Prescription Service (EPS) is a way of issuing prescriptions and electronic signing of 

prescriptions represents the prescriber’s authorisation. It will be important to bear in mind the 

following:  

https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/Professional%20standards/Prescribing%20competency%20framework/prescribing-competency-framework.pdf
https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/Professional%20standards/Prescribing%20competency%20framework/prescribing-competency-framework.pdf
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• Prescriptions electronically sent to the NHS spine for access by the dispensing pharmacy, 

must be authorised by the prescriber and this is represented by the electronic signature.  

• The signature must not be used by any other person than the authoriser.  

• The practice must have a robust protocol for the electronic issue of prescriptions including 

repeat dispensing which meets clinical governance and risk management issues.  

The organisation will ensure that any anomalies noted during the monitoring of a Non-Medical 

Prescriber’s electronic prescribing data, are highlighted to the Non-Medical Prescriber and where 

appropriate the CCG Non-Medical Prescribing Lead. 

 

Repeat Prescribing  

Non-Medical Prescribers may issue a repeat prescription, but they do so in the knowledge that they 

are responsible as the signatory of the prescription and are professionally accountable for their 

practice. Before signing a repeat prescription the Non-Medical Prescriber must be satisfied that:  

• It is safe and appropriate to do so and that secure procedures are in place. 

• The patient is issued with the correct prescription.  

• Prescription has been reviewed and is only re-issued to meet clinical need.  

• Suitable provision is in place for monitoring each patient/client’s condition.  

 

Private Prescriptions  

Non-Medical Prescriber may issue private prescriptions for any licensed medicines that they are 

competent to prescribe. Where private prescriptions are issued, patients must be advised of their 

options to access medications via the NHS and this must be documented on the patients record. 

 

Adverse Drug Reactions and Incidents  

If a Non-Medical Prescriber suspects that a patient is/has experienced an adverse drug reaction (ADR) 

to a prescription only medicine (POM), over the counter (GSL), pharmacy only (P), herbal medicine or 

combination of medicines, they should inform the GP responsible for the patient’s continuing care and 

follow local policy with regard to incident reporting.  

The Non-Medical Prescriber should evaluate the suspected adverse drug reaction(s) in accordance 

with the guidance issued by the Committee on Safety of Medicines (CSM) and decide if he/she needs 

to complete a “Yellow Card” to notify the CSM of a suspected adverse drug reaction. Hard copies of 

the form can be found at the back of the BNF, electronic copies can be found at 

www.yellowcard.gov.uk  

If an appliance or dressing is involved in an adverse incident then it must be reported to the 

Medicines & Healthcare products Regulatory Agency (MHRA). 

 

Process for registering of an Independent Prescriber Optometrist  

It is the responsibility of the employing practice to check the registration & qualifications of the NMP 

with the authorised regulatory body. Certificates providing evidence of qualifications must be 

uploaded to the organisations IT system. The organisation will check the General Optical Council 

register to ensure registration is maintained annually. 

 

Guidance 

https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/Professional%20st

andards/Prescribing%20competency%20framework/prescribing-competency-framework.pdf  

https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/Professional%20standards/Prescribing%20competency%20framework/prescribing-competency-framework.pdf
https://www.rpharms.com/Portals/0/RPS%20document%20library/Open%20access/Professional%20standards/Prescribing%20competency%20framework/prescribing-competency-framework.pdf
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https://www.college-optometrists.org/guidance/clinical-management-guidelines.html 

https://guidance.college-optometrists.org/home/  

https://guidance.college-optometrists.org/guidance-contents/knowledge-skills-and-performance-

domain/use-and-supply-of-drugs-or-medicines-in-optometric-practice/supply-of-drugs-in-

optometric-practice/  

  

https://www.college-optometrists.org/guidance/clinical-management-guidelines.html
https://guidance.college-optometrists.org/home/
https://guidance.college-optometrists.org/guidance-contents/knowledge-skills-and-performance-domain/use-and-supply-of-drugs-or-medicines-in-optometric-practice/supply-of-drugs-in-optometric-practice/
https://guidance.college-optometrists.org/guidance-contents/knowledge-skills-and-performance-domain/use-and-supply-of-drugs-or-medicines-in-optometric-practice/supply-of-drugs-in-optometric-practice/
https://guidance.college-optometrists.org/guidance-contents/knowledge-skills-and-performance-domain/use-and-supply-of-drugs-or-medicines-in-optometric-practice/supply-of-drugs-in-optometric-practice/
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Organisational Plan - Making Every Contact Count  
  

Overview  

  

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to deliver excellent eye care in the local 

community.   

 

The organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact.  

 

As a community health care provider, the organisation is committed to ensuring that our 

subcontractors’ staff make use of every contact that they have with service users as an opportunity to 

maintain or improve health and wellbeing, in accordance with the principles and using the tools 

comprised in Making Every Contact Count Guidance (MECC).   

  

We recognise that MECC is designed to help people to make healthier choices to achieve positive long-

term behaviour change and improve overall public health. By using this Organisational 

Plan, the organisation will meet its MECC responsibilities as a community provider to our local 

population.   

  

Subcontractor Optical Practice Staff  

  

The organisation requires its subcontractors to work to this organisational Plan.  

  

The benefits to our patients  

  

The organisation’s subcontractors as local optical providers will draw upon their health care expertise 

and experience to deliver the following MECC benefits to local patients: 

 

• Better health and wellbeing   

• Personal, tailored support in making positive change  

• Increased confidence and motivation to change  

• Feeling empowered and supported  

• Contribution to the reduction of health inequalities    

  

Organisational culture  

  

The organisation requires its subcontractor practices to promote the benefits of healthy lifestyles across 

the organisation and to ensure that their staff understand the role of community optical practices in 

implementing MECC to address lifestyle issues and make positive changes.   

  

The organisation recognises that the success of MECC is achieved through engaging with 

individuals. Subcontractors will ensure that their staff have the suitable skills and environment to deliver 

MECC and provide consistency in information and support while recognising that each individual will 

be different, going beyond single health issues where relevant to address wider factors around health 

and wellbeing.   
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Subcontractor staff will be supported to consider, and where required, improve their own health and 

wellbeing. The benefits of healthy living will be made visible and accessible to patients and existing 

systems and mechanisms of achieving MECC will be enhanced to demonstrate quality and 

improvement.   

  

Lifestyle issues will typically focus on (but not be limited to) encouraging patients to:  

  

• stop smoking   

• eat healthily/maintain a healthy weight   

• drink alcohol within the recommended daily limits   

• undertake the recommended amount of physical activity   

• improve their mental health and wellbeing   

  

All of these relate to both eye health specifically and wider health and wellbeing. However, for MECC to 

be most effective our subcontractors’ staff will focus on patient’s individual needs.      

  

Patient protocol  

 

  

Subcontractors’ staff ask patient a lifestyle question relating to eye health  

 

  

  

 

 

 

 

Staff will respond to lifestyle issues once raised depending on whether the patient wishes to make a 

lifestyle change, does not, or is unsure  

 

  

An appropriate action will be agreed, to either provide information, or signpost or refer patients to 

support required.    
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MECC structure  

  

For MECC to offer the best possible results for patients, the first stage is organisational readiness.  

  

The organisation does not itself directly engage with patients, our subcontractors will be required to 

provide the leadership, environment, infrastructure and processes to support healthy living outcomes 

for service users as well as its own staff.   

  

In doing so, subcontractors will engage with their staff to allow their staff to be confident supporting 

lifestyle improvement when treating patients. 

 

Patients will be supported to engage with staff on matters including information, opportunities for self-

care, the impact of external factors on health and wellbeing and the importance of patients better 

understanding their own health inputs and outcomes.   

  

Implementation process  

  

Our subcontractors will follow this implementation process when delivering MECC:  

  

 

Planning: 

Subcontractors will plan how to implement MECC in the short, medium and long term. Subcontractors 

will consider the optimum way to deliver messages and consider potential obstacles to delivery. Key 

personnel will be ascertained. Specific objectives will be set. 

 

 

  

 

 

 

 

 

Implementation:  

Subcontractors will begin operational implementation with patients and overcome initial barriers. 

 

 

  

 

 

 

 

 

Review and Adaption:  

Subcontractors will evaluate progress against objectives. Lessons learned will be fed back into the 

process to improve MECC delivery. 
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MECC success factors  

  

Subcontractors and their staff will be required to implement the following success factors table:  

  

Factor  Individual unlikely to engage – 

barriers to success  
Individual likely to listen  Individual likely to act  

Time  Staff member appears to present 

a tick box exercise  
MECC is delivered 

credibly and in a 

structured fashion and 

the staff member is 

clearly trying to engage 

with the patient   

MECC delivered in a 

structured way and backed 

up with staff action  

Staff training  Staff member delivering 

MECC not familiar with its 

objectives  

Staff member familiar 

with MECC objectives  
During the 

consultation/engagement 

(and/or with follow up 

appointments) the staff 

member has built up rapport 

with the patient  

Staff lifestyle  Staff member appears 

unhealthy  
Staff member appears 

healthy  
Staff members have made 

changes themselves where 

relevant   

Patient crisis  MECC is delivered while the 

patient is suffering a crisis  
Patient is in a 

position to contemplate 

beneficial changes in 

health behaviour  

MECC is delivered when the 

individual recognises there is 

scope for lifestyle changes 

and is willing to make them  

Practice 

environment  
Unsuitable environment, such as 

one where conversations can be 

overheard  

Environment conducive 

to explaining 

opportunities for 

progressive change to 

patient  

MECC is delivered in an 

environment which supports 

change  

  

By following this Organisational Plan and holding their own, subcontractor staff will continually improve 

MECC outcomes to refine their processes in the interests of patients.    

  

The Organisational Plan MECC, will be reviewed annually. 
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Prescription Forms Policy and Standard Operating Procedures 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community.  

The organisation’s policy for FP10 prescription forms requires that all subcontractors document and 

adopt procedures to ensure effective and safe management, storage, distribution and usage of 

prescription forms. A prescription form should be considered an asset that has a financial value. It is in 

effect a blank cheque open to potential misuse. 

 

Optometrists prescribers 

 

An optometrist independent prescriber must be registered with the General Optical Council with an 

annotation recorded in the register signifying that they have successfully completed an approved 

training programme for independent prescribing. 

 

The security of prescriptions once issued is the responsibility of the prescriber. 

 

Ordering 

 

A commissioner of services will decide if they or the provider will order and pay for the forms. Both 

commissioning and provider organisations are responsible for ensuring prescription forms are held and 

managed according to guidance. 

 

Organisations should designate a member of staff to have overall responsibility for overseeing the 

process as a whole – from ordering, receipt, storage and transfer to access and overall security of 

prescription stationery. This person needs to be of an appropriate grade/level of responsibility and 

should be able to ensure appropriate security measures are implemented and maintained. 

Arrangements should be made to have a ‘deputy’ or second point of contact in place who can act on 

behalf of the designated person in their absence. 

 

The distribution of prescription forms to prescribers is the responsibility of the sub-

contractor organisation. A record should be kept of the serial numbers of the 

prescription forms, including where, when (date/time) and to whom the 

prescriptions have been distributed. The serial number on the prescription forms 

is positioned at the bottom of the form (see example below).  

 

The first 10 numbers are the serial number (these numbers run in sequence); the 

last (the 11th) character is a check digit and does not run in sequence. 

 

Sub-contractors ‘organisations' are required to follow the ordering organisations process and guidance 

when ordering FP10’s. Contact details for Xerox can be found in the appendix. 
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Receipt of delivery and storage 

 

Xerox (UK) Ltd, the contracted secure printer for the NHS, prints the prescription forms and securely 

delivers them to agreed delivery points as identified by the ordering organisation. When arranging the 

deliveries with the supplier, organisations should ensure that designated staff are there to receive within 

a designated time-slot to enable same day follow-up of late deliveries.  

 

When accepting deliveries the following must be followed; 

• Two members of staff should always be in attendance when a delivery arrives, one of whom 

should always remain with the delivery vehicle.  

• The delivery should be thoroughly checked against the order and delivery note and only be 

signed for if the packaging is sealed and unbroken. 

• Any discrepancies should be noted on the driver’s delivery note, queried with the supplier and 

documented in the organisation’s records. 

• The boxes should be examined and as soon as practicable the serial numbers checked against 

the delivery note. Bar coding is used on all FP10SS prescription boxes. The bar code includes:  

o the product code,  

o quantity,  

o box number,  

o first and last serial number in the range.  

Details of the delivery should be recorded electronically and/or using paper records. 

 

If the forms do not arrive on the due date, within six working days from the date of the order being 

placed, the intended recipient should notify the suppliers of the missing prescription forms, so that 

enquiries can be made at an early stage. Further details on how to respond to suspected theft of 

prescription forms can be found in Incidence Response System section. 

 

Deliveries of prescription form stock should be securely stored as soon as practicable and treated as 

controlled stationery. They should not be left unattended or unsupervised. As a minimum, prescription 

forms should be kept in a locked cabinet within a lockable room or area. 

 

Audit Trail / Stock Control 

 

Organisations should maintain an audit on prescription stationery stock received and distributed. The 

following information should be recorded on the audit in organisations: 

• what has been received, along with  

• serial number data 

• where items are being stored  

• when prescription forms are issued to the authorised prescriber details of  

o who issued the forms 

o whom prescription forms were issued to 

o serial numbers of these forms 

• If a prescriber leaves, recover all unused forms 

• the serial numbers of any unused prescription forms that have been returned  

• details of prescription forms that have been destroyed.  
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Destruction and disposal 

 

Personalised forms which are no longer in use should be securely destroyed by shredding before 

putting into confidential waste with the following records kept; 

• (e.g. by shredding) before being put into confidential waste,  

• The person who destroys the forms  

• A record of the serial number of the form(s) destroyed.  

• The destruction of the forms should be witnessed by another member of staff and 

documented. 

• Records of forms destroyed must be maintained. 

 

Using Prescriptions 

 

Prescribers will be required to adhere to the following; 

• maintain a record of the serial numbers of prescription forms issued to them, the first and last 

serial numbers of pads must be recorded. 

• record the number of the first remaining prescription form in-use pad at the end of the working 

day to help identify any prescriptions lost or stolen when not in use. 

• maintain a record of the serial numbers of prescription forms returned. 

• blank prescriptions must never be pre-signed 

 

Duplicate and spoiled prescriptions 

 

• If an error is made in a prescription, best practice is for the prescriber to do one of the following: 

put a line through the script and write ‘spoiled’ on the form  

• cross out the error, initial and date the error, then write the correct information  

• destroy the form and start writing a new prescription  

 

There may be reasons for a prescription to be deemed spoilt other than error. Rather than just 

destroying or returning these forms, best practice is to retain them securely for local auditing purposes 

for a short period before destruction. 

 

Domiciliary Visits 

 

• Prescribers working in the community must take suitable precautions to prevent the loss or 

theft of forms, such as ensuring prescription pads are carried in a lockable carrying case. 

• If they have to be left in a vehicle, they must be stored in a locked compartment and out of 

view, such as a car boot. 

• Prescribers on home visits must record the serial numbers of any prescription forms/pads they 

are carrying 

• Only a small number of prescription forms must be taken on home visits 

 

When a prescriber leaves the organisation all prescription forms must be returned to the organisation. 
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Prescriptions lost by patient 

 

Organisations should have in place an SOP in the event that a patient reports a lost prescription form. 

These incidents should be recorded in the organisation’s incident reporting system. Before a 

replacement prescription is provided, a risk assessment should be undertaken to ensure, that the 

reported loss is genuine and not an attempt to commit prescription fraud. 

 

Access and physical security 

 

Security risks will vary depending on the building, environment and other external factors, there are a 

number of general security considerations which, if incorporated, can mitigate some threats. 

Organisations should undertake a risk assessment to identify potential location specific threats. 

 

There are a range of physical security measures that add further protection alongside consistent and 

thorough policies and procedures, such as: 

 

• CCTV  

• alarms  

• barred windows and doors equipped with appropriate security locks. 

 

Incident Reporting System 

 

Incidents involving fraud, theft and loss of prescription forms should all be reported using the 

organisation’s incident reporting system. Staff should be supported and encouraged to report and be 

assured that the incident will be investigated and appropriate action taken.   

 

In reporting NHS prescription form incidents to the NHSCFA, it is important to include as much essential 

information as possible, including:  

• where you work,  

• your contact details (if you’re reporting),  

• date/time of incident,  

• as much detail as possible regarding place where incident occurred,  

• type of prescription stationery,  

• serial numbers,  

• quantity  

• details of the nominated counter fraud specialist to whom the incident has been reported,  

• details of prescriber (doctor, nurse etc) from whom prescription forms have been stolen/lost.  

• Has the police been notified?  

• Has an alert been issued to other local pharmacies or GP surgeries? 

 

The two ways to report fraud to the NHSCFA is through the NHS Fraud and Corruption Reporting Line 

0800 028 4060 or online at: https://cfa.nhs.uk/reportfraud. Staff may also report any concerns about 

fraud to NHSFCA.  

 

 

 

https://cfa.nhs.uk/reportfraud
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Alerts 

 

The organisation may receive local or regional alerts. Organisations should nominate one individual 

whose responsibility it is to receive and cascade alerts to all staff. 

Appendix 1 

 

Useful Contacts 

 

NHS Counter Fraud Authority  

Fourth Floor, Skipton House,  

80 London Road,  

London, SE1 6LH  

Telephone: 020 7895 4500  

Email: prevention@nhscfa.gsi.gov.uk  

Web: https://cfa.nhs.uk/  

 

NHS Fraud and Corruption Reporting Line  

Tel: 0800 028 40 60  

Online: https://cfa.nhs.uk/reportfraud  

 

NHS Print Contract Management Team  

Julie Hickling  

Email: juliehickling@nhs.net  

 

Prescription Form Suppliers  

Xerox (UK) Ltd  

Customer service  

Telephone: 0300 123 0849  

Email: For any queries relating to orders placed or deliveries email nhsorders@Xerox.com  

For any queries relating to invoices please contact NHSAR@Xerox.com 

 

NHSE England Area Team 

 

Please confirm with the commissioning organisation local area team contact details for reporting lost / 

stolen prescription forms. Area team contact information can also be found by using the link below. 

 

https://www.nhs.uk/Service-Search/Area-Team/LocationSearch/1839 

 

 

 

 

 

https://cfa.nhs.uk/
https://cfa.nhs.uk/reportfraud
mailto:juliehickling@nhs.net
mailto:NHSAR@Xerox.com
https://www.nhs.uk/Service-Search/Area-Team/LocationSearch/1839
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Template for organisations 

 

 

Date 

Ordered 

Ordered 

by  

Method 

of order 

Amount 

of order 

Order 

Number 

Date 

Received 

Amount 

Received 

Received 

by 

Serial 

Numbers 

Stored by Date 

taken for 

use 

Taken by Given to: 

prescriber 
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Template for Incident reporting system Lost by patient / Lost blank forms / stolen Forms / Delivery Problems 

Incident 

Type 

Practice 

Location 

Reporter 

name 

Contact 

details 

Date / 

time of 

Incident 

Type of 

prescripti

on 

stationar

y 

Serial 

Numbers 

Quantity Prescribe

r details 

Counter 

Fraud 

Notified? 

Counter 

Fraud 

Details 

Police 

Notified? 

Police 

contact 

details 

             

             

             

             

             

             

             



 
 

 
 

Privacy, Dignity and Respect Policy 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community.  

 

The organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the Organisation. 

 

Intended audience 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

Overview 

All patients have the right to expect privacy, dignity and respect when accessing our service. Privacy, 

dignity and respect are a high priority on quality improvement agendas and something central to the 

organisation’s reason for existence. Respecting privacy and dignity is not an addition to care provision, 

but an integral part of high-quality care. 

 

Terminology 

For the purpose of this policy: 

Privacy refers to, “freedom from intrusion and embarrassment and relates to all Information and 

practice that is personal or sensitive in nature to an individual. Privacy is a key principle, which underpins 

human dignity, and remains a basic human right and the reasonable expectation of every person.” 

Human Rights Act 1998. 

 

Dignity, “is concerned with how people feel, think and behave in relation to the worth or value of 

themselves and others. To treat someone with dignity is to treat them as being of worth, in a way that 

is respectful of them as valued individuals, being of equal value and worth irrespective of differences 

such as age, race, culture, gender, sexual orientation, social background, health or marital status, 

disability, religion or political conviction.” NHS PIN Policy – Dignity at Work. 

 

Respect, “is positive regard shown to a person as a human being as an individual, by others, and 

demonstrated as courtesy, good communication, taking time and equal access.” NHS Spiritual Care 

Policy, 2009. 

 

Subcontractor Optical Practice Requirements 

All subcontractors and their staff will, at all times, treat service users, their relatives and/or carers in a 

manner that makes them feel valued and respected and act in a way that maintains their privacy, dignity 

and respect. 

Patients should receive care in a manner which recognises their individual values, beliefs and personal 

relationships. The personal space of service users, their relatives and/or carers should be respected at 



 
 

 
 

all times and likewise subcontractors and their staff should expect service users, their relatives and/or 

carers to grant them the same courtesy. 

 

Subcontractors are personally accountable for ensuring that they promote and protect service user’s 

well-being, Staff will also recognise and prevent any barriers to access and support because of 

stereotyping, or stigma associated with age, ethnicity, disability, faith, sexual orientation and gender. 

Subcontractors will ensure that service users feel valued and do not experience any negative or 

offensive behaviour.  Subcontractors should ensure that they are positively promoting equality and 

diversity. 

 

The preferred name which the service user wishes to be known should be determined and recorded. 

Subcontractors will be aware of service users’ sensitivities with regard to personal contact/touch and 

personal boundaries. In particular, these issues might arise as a result of gender, culture and ethnicity. 

The organisation maintains a separate Equal Opportunities – Equality and Diversity Policy. 

 

Subcontractor staff will introduce themselves on initial contact with service users and/or carers, stating 

their names and roles. All subcontractor staff should ensure that they are aware of the communication 

needs of service users and are able to ensure that any communication is understood by the service 

user. Clear explanation should be given to the service users by the appropriate staff member, before 

any action or procedure is commenced. 

 

Confidentiality 

All service users’ information is confidential. Specifically, all information about diagnosis and care will, 

in the first instance, be discussed with the service user or their legal guardian privately, while treating 

the individual with dignity and respect. This information will only be shared with others following the 

agreement of the service user. However, while it is important that a service users’ right to confidentiality 

is respected, it is also important to ensure that this does not result in a failure to provide service users 

with the appropriate care in line with Data Protection Act. The organisation maintains a separate 

Confidentiality Code of Conduct, Safeguarding Children and Safeguarding Adults policies.  

 

Within care settings, private and accessible rooms should be available for service users, their relatives 

and/or carers to discuss their concerns with each other or with care provider staff. When the care setting 

is in the service users’ own home the selection of a suitable room will be negotiated between the 

practitioner and service user, taking into consideration privacy, dignity and respect. 

 

Subcontractor staff will restrict conversations involving patient information, to areas where others 

cannot hear. They should also restrict conversations involving their own personal information to non-

clinical areas. 

 

Any written information regarding service users (e.g. patient notes) will be treated with privacy and 

respect, with high regard to confidentiality. 

 

 

 

 



 
 

 
 

Psuedonymisation, Anonymisation and De-identification controls 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to deliver excellent eye care in the local 

community.  

 

The organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the Organisation. 

 

1. Introduction 

The Organisation recognises that Psuedonymisation, Anonymisation and De-identification controls 

are necessary to ensure that the organisation does not breach its obligations of confidentiality and 

respects. Data Security is essential for protecting patients and ensuring that the organisation maintains 

its reputation, and that commissioners are confident that we are fulfilling our responsibilities. This plan 

is to design and document a standardised approach to ensure consistency with how and when to 

anonymise, pseudonymise and De-identify sensitive information. 

 

2. De-identification controls 

Anonymisation and pseudonymisation are both de-identification controls that relate to the 

concealment of an individual’s identity. Anonymisation is the process of removing, replacing and / or 

altering any identifiable information (identifiers) that can point to the person(s) it relates to. 

Pseudonymisation is the technical process of replacing the identifying information to protect the 

individual’s identity whilst allowing the recipients to link different pieces of information together. A 

nickname is an example of pseudonymisation, although other identifying information such as age, 

ethnicity, gender or specific medical condition may also be changed to prevent identification. 

 

3. Why Anonymise 

Anonymisation is undertaken to protect the privacy of individuals, whilst still making data available for 

statistical or analytical purposes. Personal data does have to be used directly where the intention is to 

inform decisions about particular individuals, or to provide services to them. Where this information is 

not needed at this level and for these purposes, however, it should be anonymised.  

The GDPR is concerned with ‘personal data’ which relates to living individuals who can be identified 

from such data. Anonymised data where the prospect of identifying individuals is remote is not seen 

as personal data. The GDPR is therefore not applicable. 

 

4. Pseudonymisation 

When pseudonymisation techniques are consistently applied, the same pseudonym is provided for 

individuals across different datasets and over time. This allows datasets and other information to be 

linked in ways that would not be possible if person identifiable information was removed completely. 

This is often seen with patient ID’s on IT systems used such as the IT system used by the organisation. 

When using patient identifiable information staff should always assess whether they can proceed with 

their task with pseudonymised data. If this is the case, then the data should be pseudonymised. 

Optical practice staff should use the IT system generated patient ID number when contacting the 

organisation about a patient query, complaint, safeguarding disclosure, issue or incident.  

 

 



 
 

 
 

5. Reporting 

Pseudonymisation techniques are applied by the organisation’s IT system to ensure patient level data 

is not shared unless this is for the purpose of delivering the patients care. Pseudonymisation is applied 

as standard across all reporting to commissioners and any requests for identifiable information are 

reviewed by the organisation’s IG Lead before this is shared. 

 

6. Information Flows – Pseudonymisation Audit 

All information flows are audited annually. This includes a pseudonymisation review and audit. 

 

7. Access to optical practice records 

In cases where a complaint, safeguarding disclosure, issue or incident requires access to patient records, 

any copies and subsequent reports must be pseudonymised 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

 
 

Publication Scheme 

 
Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to deliver excellent eye care in the local 

community.  

The Organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the Organisation. 

 

The Publication Scheme is required by the Freedom of Information Act 2000. 

 

Introduction  

This Publication Scheme is a complete guide to the information routinely made available to the public 

by the organisation.  It is a description of the information about our NHS services, which we make 

publicly available.  It will be reviewed at regular intervals and we will monitor its effectiveness.  

 

How much does it cost?  

The publications are all free unless otherwise indicated.  Where information is provided at a cost, the 

charges will be calculated as set out in Class 7.  

 

How the information is made available?  

The information within each Class is available in hard copy by writing to or emailing (preferred) to: 

Primary Eyecare Services 

Registered address: Waulk Mill [2.3], 51 Bengal Street, Greater Manchester M4 6LN 

Email Address: info@primaryeyecare.co.uk 

 

Your rights to information  

• In addition to accessing the information identified in the Publication Scheme, you are entitled 

to request information about our NHS services under the NHS Openness Code 1995.  

• The Freedom of Information Act 2000 recognises that members of the public have the right to 

know how public services are organised and run, how much they cost and how the decisions are 

made.  

• From 1 January 2005 it obliged provider organisations to respond to requests about 

information that it holds, and is recorded in any format and it will create a right of access to that 

information.  These rights are subject to some exemptions which have to be taken into 

consideration before deciding what information it can release.  

• The Environmental Information Regulations 2004 enable similar access to environmental 

information as under the Freedom of Information Act 2000.  

• Under the Data Protection Act 2018, you are also entitled to access your clinical records or any 

other personal information held about you and you can contact the above practice where your 

records are held.  

 

  

mailto:info@primaryeyecare.co.uk


 
 

 
 

Feedback  

If you have any comments about the operation of the Publication Scheme, or how we have dealt with 

your request for information from the Scheme, please write or email (preferred) to:  

Primary Eyecare Services 

Registered Address: 2 Woodbridge Street, London EC1R 0DG 

Email Address: info@primaryeyecare.co.uk 

 
Classes of Information 

All NHS information at the organisation and its sub-contracting practices is held, retained and 

destroyed in accordance with NHS guidelines. Our commitment to publish information excludes any 

information which can be legitimately withheld under the exemptions set out in the NHS Openness 

Code or Freedom of Information Act 2000.  Where individual Classes are subject to exemptions, the 

main reasons are e.g. the protection of commercial interests and personal information under the Data 

Protection Act 2018.  This applies to all Classes within the Publication Scheme.  The information on this 

Scheme is grouped into the following broad categories:  

 

1. Who we are  

The Organisation”) has been established to specifically act as the lead for a network of local optical 

practices (“subcontractors”) dedicated to deliver excellent eye care in the local community.  

Details of all opticians and optometrists registered in the UK are available from the General Optical 

Council:  https://www.optical.org/ 

 

2. Our Services  

The organisation provides a free at the point of service across England for those who are eligible. To 

find out if you are eligible for assistance please ask for details in the practice and/or see further 

information at info@primaryeyecare.co.uk 

 

3. Financial and funding information  

For every assessment performed on behalf of the NHS the optical practice receives a set fee from the 

local NHS commissioner.  

 

4. Regular publications and information for the public  

Information about optical and ocular conditions, eye examinations, spectacles and contact lenses can 

be found at each practice.  Some of this information is available as patient leaflets.  To request a set of 

leaflets by post, please write to the address above enclosing a stamped self-addressed envelope.  

 

5. Complaints  

If you have a complaint about any of our products or services, we recommend that you first discuss any 

problems with the manager at the practice. 

 

If the matter cannot be resolved in this way or you are not satisfied with the response you receive please 

contact us via email info@primaryeyecare.co.uk. A full copy of our complaints procedure is available 

on request.  

 

6. Our policies and procedures  

• Complaints & Critical Incident  

• Information Governance 

mailto:info@primaryeyecare.co.uk
mailto:info@primaryeyecare.co.uk
mailto:info@primaryeyecare.co.uk


 
 

 
 

• Health and Safety 

• & Others  

 

Organisation policies are made available to the public upon request.  

 

7. This Publication Scheme  

In this class we will publish any changes we make to this Publication Scheme, the criteria on which our 

information management policies are made and a referral point for all enquiries regarding information 

management generally in the practice.  We will also publish any proposed changes or additions to 

publications already available. 

 

Cost of Information  

For the most part, we will charge you only for hard copies or copying onto media (e.g. CD ROM). Some 

information is available free, but for others there may be a charge. Charges are as follows:  

a) Multiple printouts may attract a charge for the retrieval, photocopy, postage etc. We will let 

you know the cost and charges that will have to be paid in advance. We will not provide 

printouts of other organisation’s websites. 

b) Leaflets and brochures-free of charge for leaflets or booklets on, for example, services we offer 

to the public are available at the practices providing the services 

c) “Glossy” or other bound paper copies, or in some cases a CD Rom, video or other mediums, 

are for charge. 

d) E-mail-will be free of charge unless it says otherwise  

 

The charges will be reviewed regularly.  

 
Useful Resources 

 
Websites 

• Information Commissioner’s website: www.informationcommissioner.gov.uk   

• The Lord Chancellor’s Department website: www.lcd.gov.uk   

• NHS Freedom of Information website: www.foi.nhs.uk   

 
Publications  

• NHS Openness Code www.doh.gov.uk/nhsexec/codemain.htm  

• FOI Act 2000 www.legislation.hmso.gov.uk/acts2000/2000036.htm  

• Code of Practice under Section 45 FOI Act 2000 www.lcd.gov.uk  

• Code of Practice under Section 46 FOI Act 2000 www.lcd.gov.uk  

 

 

 

 

 

 

 

 

 

 

http://www.informationcommissioner.gov.uk/
http://www.lcd.gov.uk/
http://www.foi.nhs.uk/
http://www.doh.gov.uk/nhsexec/codemain.htm
http://www.legislation.hmso.gov.uk/acts2000/2000036.htm
http://www.lcd.gov.uk/
http://www.lcd.gov.uk/


 
 

 
 

Risk and Issue Management Policy 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community.  

 

The organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact. 

 

The organisation recognises the importance of risk assessment in all aspects of our service. The 

organisation is a rigorous upholder of best practice and has developed a procedure to support us with 

delivering a high quality and safe community eye care service. 

 

This policy describes how risk will be assessed by the organisation. 

 

The organisation’s Board has overall accountability for risk and issue management and appoints the 

organisation’s named Senior Information Risk Owner (SIRO). 

   

The SIRO is responsible for: 

 

• Overseeing and co-ordinating the approach to issue and risk management.  

• Reviewing the risk and issue registers each month. 

• Preparing a quarterly Board report highlighting risks and issues which have arisen. 

• Escalating serious risks and issues, to the Board, outside of the standard quarterly reporting 

framework on an “as required” basis. 

 

All subcontractors are required to be expected to implement an appropriate risk management policy 

and procedure. 

 

Once the organisation is engaged by the commissioners to progress with implementation of the service, 

it will evaluate and ratify all risks with the commissioners. These risks and associated mitigation plans 

will then be reviewed regularly to ensure they are dealt with. 

 

A 5-step process to risk and issue assessment will be used for systematic application to all risks and 

issues: 

  



 
 

 
 

 Risk Assessment Issue Management 

Step 1 ▪ Risk Identified ▪ Issue Identified 

▪  

Step 2 ▪ Evaluate the potential risk to determine 

nature of risk considering who might 

be harmed and how 

▪ Score risk* 

▪ Evaluate the issue to determine who has been harmed 

and undertake ‘root cause analysis’ to determine how 

the issue occurred and the likelihood of it occurring 

again 

▪ Grade issue 

▪  

Step 3 ▪ Consider strategy to mitigate potential 

risk 

▪ Consider strategy to mitigate the risk of the issue 

occurring again 

▪  

Step 4 ▪ Record risk, risk score*, mitigating 

actions and timescales for 

implementation on risk register 

▪ Record the issue, grade and action(s) taken on the 

issues register 

▪ Record risk(s) associated with the issue on the risk 

register, following the risk assessment procedure 

 

Step 5 ▪ Review risk register and all risk 

assessments every month to ensure 

actions have been implemented and 

update as required 

▪ Escalate to Board (if applicable) 

▪ Escalate to the Board  

▪ Implement Serious Incident procedure (if applicable) 

 The risk scoring matrix adopted by the commissioner will be used for the purposes of our risk register (example 

below) 

 

The following are definitions of terms as used in any risk assessment produced by the organisation: 

Risk = something that hasn't happened yet but has some probability of occurring.  

Issue = a risk that has happened  

i.e. risks are potential future problems and issues are current problems. 

 
QUALITATIVE MEASURES OF IMPACT/CONSEQUENCE 

 

LEVEL DESCRIPTOR DESCRIPTION 

0 Negligible No injuries. Little or no financial loss 

1 Minor First-Aid treatment. Low financial loss. 

2 Moderate Medical treatment required. Moderate environmental implications. 

Moderate financial loss. Moderate loss of reputation. Moderate business 

interruption. 

3 Serious Serious injuries to one or more persons. Serious environmental implications.  

Serious financial loss. Serious loss of reputation. Serious business interruption. 

4 Major Excessive injuries. High environmental implications. Major financial loss. Major 

loss of reputation. Major business interruption. 

5 Fatality/ies Death or multiple deaths involving any persons. Potential closure of the 

business. 

 

 



 
 

 
 

QUALITATIVE MEASURES OF LIKELIHOOD 

 

 LEVEL DESCRIPTOR DESCRIPTION 

0 Impossible The event cannot happen under any circumstances 

1 Rare The event may occur only in exceptional circumstances 

2 Unlikely The event could occur at some time 

3 Moderate The event should occur at some time 

4 Likely The event will probably occur in most circumstances 

5 Almost Certain The event is expected to occur 

 
QUALITATIVE RISK ASSESSMENT MATRIX – LEVEL OF RISK 

 
CONSEQUENCES PROBABILITY 

 Impossible 

0 

Rare 

1 

Unlikely 

2 

Moderate 

3 

Likely 

4 

A/Certain 

5 

Negligible – 0 0 0 0 0 0 0 

Minor – 1 0 1 2 3 4 5 

Moderate – 2 0 2 4 6 8 10 

Serious – 3 0 3 6 9 12 15 

Major – 4 0 4 8 12 16 20 

Fatality/ies – 5 0 5 10 15 20 25 

 

Key:  

No Risk (0) 

Low Risk (1-3) 

Moderate Risk (4-7) 

Significant Risk (8-12) 

High Risk (15-25) 

 

 

 



 
 

 
 

Example Risk Assessment 

 Date:  

  
 

Risk Likelihood 
(1-5, with 1 

least likely 

and 5 most 

likely) 

Impact 
(1-5) 

Total Risk 
(Likelihood 

X Impact) 

Date Risk 

Identified 

Nature of 

Risk 
(Clinical/ Non-

Clinical) 

Management Strategy Comments Responsibility Date 

Actioned 

1. Equipment is 

incorrectly 

calibrated 

2 3 6   Ensure equipment is calibrated.    

2. Equipment 

failure 

2 2 4   Ensure patients are re-booked. 

Ensure support for equipment 

is in place for remediation. 

   

3. Patient 

contracts 

infection in 

the consulting 

room 

2 3 6   Keep cross infection control 

procedures up to date. 
   

4. Referral letters 

not 

received by GP 

2 3 6   Utilise secure fax to ensure 

delivery and receipt of patient 

details. 

 

   

5. IT System 

failure 

1 2 2   Alternative manual recording 

of patient records and all data 

collection.  

   

 

 

 

 

 



 
 

 
 

As part of the Organisation’s commitment to improving the quality of our service it will use the root cause analysis model below to drive patient 

outcomes: 

 

 Action 1 Action 2 Action 3 Action 4 Action 5 

Root CAUSE 

 

     

EFFECT on Patient 

 

     

Recommendation 

 

     

Action to Address Root Cause 

 

     

Level for Action  

(Org, Direct, Team) 

     

Implementation by: 

 

     

Target Date for Implementation 

 

  `   

Additional Resources Required   

(Time, money, other) 

     

Evidence of Progress and Completion 

 

     

Monitoring & Evaluation Arrangements  

 

     

Sign off - action completed date: 

 

     

Sign off by:      

 

The organisation’s Risk and Issue Management Policy will be reviewed annually. 

 



 

118 
 

Safeguarding Adults, Mental Capacity Act and Deprivation of Liberty 
Safeguards Policy 
 
Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community 

 

Intended audience 

 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

Overview 

 

Safeguarding ‘adults at risk’ is an overriding professional duty for registered optical practitioners and 

practices, in the same way as for all other health and social care practitioners and providers. For 

safeguarding concerns relating to ‘children’ staff should view the Safeguarding Children Policy. 

 

The organisation is committed to safeguarding ‘adults at risk’ including Deprivation of Liberty 

Safeguards. The organisation also supports the safeguarding agenda in the context of tackling health 

inequalities as detailed in the Organisational Plan -Making Every Contact Count.  

 

The organisation will comply with local safeguarding, Mental Capacity and Deprivation of Liberty 

Safeguards policies including any updates required in line with multi-agency policies and the 

Commissioner’s requirements.   

 

All local safeguarding concerns must be reported to the relevant local safeguarding adult board and to 

the organisation’s safeguarding lead. 

 

Local contact details can be found on the link below or by downloading the app. You will need to select 

the relevant area to access pathways for signposting and making referrals. 

http://www.myguideapps.com/nhs_safeguarding/default/ 

https://play.google.com/store/apps/details?id=com.antbits.nhsSafeguardingGuide&hl=en_GB  

https://itunes.apple.com/gb/app/nhs-safeguarding-guide/id1112091419?mt=8 

 

Legislation 

The organisation has a statutory duty to safeguard and promote the welfare of adults at risk (The Care 

Act, 2014). This Safeguarding Adults Policy outlines corporate and individual responsibilities in 

accordance with legislation, guidance and standards listed below 

• The Care Act 2014 

• Health and Social Care Act 2012 

• The Mental Capacity Act 

http://www.myguideapps.com/nhs_safeguarding/default/
https://play.google.com/store/apps/details?id=com.antbits.nhsSafeguardingGuide&hl=en_GB
https://itunes.apple.com/gb/app/nhs-safeguarding-guide/id1112091419?mt=8
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• Safeguarding Adults: roles and competencies for healthcare staff (August 2018) 

 

The organisation has a responsibility to follow the safeguarding principles enshrined within the Care Act 

2014.  

• Principle 1 - Empowerment – Personalisation and the presumption of person-led decisions 

and informed consent. “I am asked what I want as the outcomes from the safeguarding process 

and these directly inform what happens.” 

• Principle 2 - Prevention – It is better to take action before harm occurs. “I receive clear and 

simple information about what abuse is, how to recognise the signs and what I can do to seek 

help.” 

• Principle 3 - Proportionality – Proportionate and least intrusive response appropriate to the 

risk presented. “I am sure that the professionals will work for my best interests, as I see them and 

they will only get involved as much as I require.” 

• Principle 4 - Protection – Support and representation for those in greatest need. “I get help 

and support to report abuse. I get help to take part in the safeguarding process to the extent to 

which I want and to which I am able.” 

• Principle 5 - Partnership – Local solutions through services working with their communities. 

Communities have a part to play in preventing, detecting and reporting neglect and abuse. “I 

know that staff treat any personal and sensitive information in confidence, only sharing what is 

helpful and necessary. I am confident that professionals will work together to get the best result 

for me.” 

• Principle 6 - Accountability – Accountability and transparency in delivering safeguarding. “I 

understand the role of everyone involved in my life.” 

 

The organisation supports Regulation 13: Safeguarding service users from abuse and improper 

treatment as one of the fundamental standards of the Health and Social Care Act 2008 (Regulated 

Activities) Regulations 2014, as amended by the Health and Social Care Act 2008 (Regulated Activities) 

(Amendment) Regulations 2015. 

 

Safeguarding Governance 

 

The organisation has appointed Rupesh Bagdai as the named safeguarding lead and the clinical 

directors are the deputy safeguarding lead(s). The safeguarding lead is has completed Safeguarding 

Level 4 – Children & Adults at risk of Harm. Safeguarding disclosures must escalated to one of the 

clinical directors in the absence of the safeguarding lead. The clinical directors are Wendy Craven and 

Lisa Gibson. The Commissioner will be kept informed at all times of the identity of the safeguarding 

lead.  

 

The organisation is aware of the safeguarding provisions contained within the Care Act 2014 and will 

support the work of the Local Safeguarding Adult boards (LSABs).  The organisation understands the 

key role of the partnership highlighting required improvements with regards safeguarding and will act 

accordingly as necessary. 

 

The organisation will participate in the development of any local multi-agency safeguarding quality 

indicators and/or plan if requested by the coordinating commissioner. At the reasonable written request 

of the commissioner the organisation will provide evidence to the commissioner no later than ten days 



 

120 
 

from request confirming that it is addressing any concerns raised by relevant multi-agency reporting 

systems.  

The organisation requires all staff groups to meet the training requirements as detailed in the 

Intercollegiate Guidance – Adult Safeguarding: Roles and Competencies for Health care Staff (August 

2018). This is detailed in Appendix 1 

 

Subcontractor Optical Practice Staff 

 

All optometrists, contact lens and dispensing opticians should complete safeguarding training to Level 

2 of the Intercollegiate Safeguarding Guidance for Adults (2018) and children (2019). They should then 

receive refresher training equivalent to a minimum of 3-4 hours at least every three years. Practices 

should incorporate these requirements into CET planning and annual appraisal systems. This can be 

completed by following the link below 

 

https://docet.info/course/view.php?id=109 

 

All other staff are required to complete level 1 training, this can be reading the following guidance from 

the Optical Confederation  

 

https://www.qualityinoptometry.co.uk/policy/?policy=162 

 

There is a signature sheet for staff to use on page 22 as evidence of completion. 

 

The organisation maintains a register of clinical staff which includes evidence of safeguarding training. 

This is required before the organisation authorises any clinician to provide our services. Subcontractor 

practices are required to hold evidence for all staff and provide assurance via ‘Quality in Optometry’ 

submissions to the organisation. Subcontractor safeguarding requirements are detailed in appendix 3   

All safeguarding training must be refreshed every 3 years 

 

Practice staff must notify the organisation when they become aware of a safeguarding concern, this can 

be via the online IT system or by contacting the clinical governance & performance lead directly.  

 

 

 

 

 

 

 

The organisation will agree local reporting requirements with local authority leads. This may be in the 

form of audits or directly reporting to the commissioner as agreed locally e.g contract monitoring 

meeting / reporting.  

 

Managing Safeguarding Allegations Against People in Positions of Trust 

 

The framework for managing allegations is set out in Managing Safeguarding Allegations Against Staff 

Policy and Procedure NHS England (June 2015). The framework applies to all who work with adults, 

including those who work in a voluntary capacity. When an allegation of abuse is made against a 

Optical Practice Staff 
Primary Eye Care        

Clinical Governance & 

Performance Lead 

Primary Eyecare 

Safeguarding Lead 

https://docet.info/course/view.php?id=109
https://www.qualityinoptometry.co.uk/policy/?policy=162
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member of staff, including self-employed staff, agency staff, locums and volunteers, it must be 

responded to and thoroughly addressed. Examples include: 

• Commitment of a criminal offence against or related to children, young people or adults at risk.  

• Failing to work collaboratively with social care agencies when issues about care of children, 

young people or adults at risk for whom they have caring responsibilities are being investigated.  

• Behaving towards children, young people or adults at risk, in a manner that indicates they are 

unsuitable to work with children, young people or adults at risk of harm or abuse.  

• Where an allegation or concern arises about a member of staff, arising from their private life 

such as perpetration of domestic violence or where inadequate steps have been taken to 

protect vulnerable individuals from the impact of violence or abuse.  

• Where an allegation of abuse is made against someone closely associated with a member of 

staff such as a partner, member of the family or other household member.  

It is essential that any allegation of abuse made against a person is dealt with consistently, fairly, quickly 

and in a way that provides effective protection for the child and at the same time supports the person 

who is the subject of the allegation. An integral part of the framework for managing allegations against 

staff is the role of the Local Authority Designated Officer (LADO). The LADO is responsible for the 

management and oversight of individual cases and must be informed of all allegations or concerns 

relating to staff or volunteers that fit the criteria above. Local details for LADO can be found on council 

websites for that area. The LADO will provide advice and guidance to any agency or employer providing 

services for children. Where necessary they will liaise with Children’s Social Care and other agencies, 

monitor the progress of cases and work to ensure that all allegations are dealt with appropriately.  

 

It is essential that, following agreement with the LADO, managers ensure that they keep LADO informed 

of the ongoing investigation and at the closure share relevant reports relating to the investigation. 

Managers can seek advice from their representative bodies and the organisation safeguarding lead. 

 

If there is an allegation of abuse or neglect against a member of staff, including self-employed staff, 

agency staff, locums and volunteers then the organisation must be notified. This can be by contacting 

the clinical governance and performance lead or by using the online reporting tool within the 

organisation IT system. 

 

PREVENT 

 

The safeguarding lead will act as the Prevent lead. The organisation will meet Prevent requirements as 

agreed locally 

To the extent applicable to the Services, and as agreed by the Co-ordinating Commissioner in 

consultation with the Regional Prevent Co-ordinator, the organisation will:  

• include in its policies and procedures, and comply with, the principles contained in the 

Government Prevent Strategy and the Prevent Guidance and Toolkit;  

• include in relevant policies and procedures a programme to raise awareness of the 

Government Prevent Strategy among Staff and volunteers in line with the NHS England 

Prevent Training and Competencies Framework; and  

• include in relevant policies and procedures a WRAP delivery plan that is sufficient resourced 

with WRAP facilitators.  

 

The Prevent Strategy (Home Office, 2011) defines the term ‘radicalisation’ as “the process by which a 

person comes to support terrorism and forms of extremism, leading to terrorism”. 
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• Prevent is aimed at front line staff and is designed to help make staff aware of their role in 

preventing vulnerable people being exploited for terrorist purposes. 

• The Counter Terrorism and Security Act (2015) places a duty on a range of organisations to 

have due regard to the need to prevent people of all ages being drawn into terrorism. 

• If a staff member has concerns that a child or adult may have been radicalised or is at risk of 

radicalisation, staff must report their concerns and complete a Prevent referral form to the 

Local Authority. 

The Prevent referral process is detailed in appendix 2 

 

Mental Capacity Act and Deprivation of Liberty Safeguards 

 

The safeguarding lead will also act as the Mental Capacity Act and Deprivation of Liberty Safeguards 

lead. 

 

The organisation will comply with the Mental Capacity Act 2005 and recognises its principles to be: 

• Presumed capacity unless proven otherwise. 

• Empowering decision making to the maximum extent utilising all practical steps before an 

individual is treated as lacking capacity. 

• Recognising that unwise decisions do not in themselves indicate lack of capacity. 

• Acting in the best interests of an individual lacking capacity. 

• The objective of less restrictive options relating to acts or decisions when a person lacks 

capacity. 

 

The organisation supports the Deprivation of Liberty Safeguards and will ensure individual patients’ 

freedom are not inappropriately restricted while protecting their rights and allowing them to make 

decisions where possible, putting the patient first when decisions are taken for them. The organisation 

supports the Mental Capacity (Amendment) Bill to ensure Article 5 of the European Convention on 

Human Rights (ECHR) is met, this guarantees the right to liberty and provides that no one should be 

deprived of their liberty unless proper safeguards are in place. 

 

The organisation will comply with local multi-agency policies relating to mental capacity and deprivation 

of liberty. We will meet training programme requirements and annual audit requirements as appropriate 

[for a small provider]. 

 

The organisation will provide assurances to the commissioner raised through the relevant multi-agency 

reporting systems if requested as well as taking part in development of any local multi-agency 

safeguarding quality indicators and/or plan if requested.  

 

Domestic Abuse – Adults & Children - Domestic abuse is any type of controlling, bullying, threatening 

or violent behaviour between people in a relationship. But it isn’t just physical violence – domestic abuse 

includes emotional, physical, sexual, financial or psychological abuse. Abusive behaviour can occur in 

any relationship. It can continue even after the relationship has ended. Both men and women can be 

abused or abusers. Domestic abuse can seriously harm children and young people. Witnessing domestic 

abuse is child abuse, and teenagers can suffer domestic abuse in their relationships. Examples of 

Domestic Abuse are; 

o sexual abuse and rape (including within a relationship) 

o punching, kicking, cutting, hitting with an object 
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o withholding money or preventing someone from earning money 

o taking control over aspects of someone's everyday life, which can include where they go 

and what they wear 

o not letting someone leave the house 

o reading emails, text messages or letters 

o threatening to kill or harm them, a partner, another family member or pet. 

 

Neglect - Neglect is the ongoing failure to meet an a senior or adult with disabilities basic needs. A 

senior or adult with disabilities might be left hungry or dirty, or without proper clothing, shelter, 

supervision or health care. This can put a senior or adult with disabilities in danger and it can also have 

long term effects on their physical and mental wellbeing. 

 

Neglect can be a lot of different things, which can make it hard to spot. But broadly speaking, there are 

5 types of neglect. 

• Physical neglect - includes failing to attend to a person’s medical, hygienic, nutrition and 

dietary needs, such as dispensing medications, changing bandages, bathing, grooming, 

dressing, or failure to provide ample food to maintain health. 

• Emotional neglect -includes causing emotional pain, distress or anguish by ignoring, belittling 

or infantilizing the needs of adults. This includes neglecting or discounting the emotional well 

being of others, as well as actions to isolate adults from visits or contact by family and friends. 

• Abandonment - involves deserting the caregiving needs of an individual while neglecting to 

arrange sufficient care and support for the duration of the absence. 

• Financial neglect - involves disregarding a person’s financial obligations such as failing to pay 

rent or mortgage, medical insurance or invoices, utility and garbage bills, property taxes and 

assessments. 

• Self-neglect - involves seniors or adults with disabilities who fail to meet their own essential 

physical, psychological or social needs, which threatens their health, safety and well-being. This 

includes failure to provide adequate food, clothing, shelter and health care for one’s own needs 

 

Coercive behaviour 

 

Coercive behaviour is: an act or a pattern of acts of assault, threats, humiliation and intimidation or other 

abuse that is used to harm, punish, or frighten their victim. This includes; 

• Forced Marriage - A forced marriage is where one or both people do not (or in cases of people 

with learning disabilities, cannot) consent to the marriage and pressure or abuse is used. 

• Female Genital Mutilation - FGM is considered as child abuse and is illegal under UK law. It is now 

a legal duty for healthcare professionals to report any cases they may suspect or be made aware of. 

For optometrists and dispensing opticians, one scenario in which FGM could come to their attention 

is if a child tells them that it has happened to them. Full guidance, posters and other resources can 

be found on the GOC website at:  

https://www.optical.org/en/Standards/Standards_for_optometrists_dispensing_opticians.cfm#FGM

or on the Department's website, where you can also find a video guide:  

https://www.gov.uk/government/publications/fgm-mandatory-reporting-in-healthcare 

 

 

 

 

https://www.optical.org/en/Standards/Standards_for_optometrists_dispensing_opticians.cfm#FGM
https://www.optical.org/en/Standards/Standards_for_optometrists_dispensing_opticians.cfm#FGM
https://www.gov.uk/government/publications/fgm-mandatory-reporting-in-healthcare
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Modern Slavery 

 

The Human Rights Act 1998 sets out the fundamental rights and freedoms that everyone in the UK is 

entitled to. Article 4 protects the rights of an individual not to be held in slavery, servitude or made to 

do forced labour. 

• Slavery is when someone actually owns you like a piece of property. 

• Servitude is similar to slavery - you might live on the person’s premises, work for them and be 

unable to leave, but they don’t own you. 

• Forced labour means you are forced to do work that you have not agreed to, under the threat 

of punishment. 

The Modern Slavery Act 2015, places additional responsibility on commercial organisations that carry 

out some or all of their business in the UK, supply goods or services and have a global turnover of over 

£36million. Obliged entities need to publish a ‘slavery and human trafficking Statement’ for each 

financial year, disclosing the steps they have taken to ensure that slavery and human trafficking is not 

taking place in their own operations and supply chains (or a Statement stating that they have taken no 

such steps). 

 

People can be enslaved for many different forms of exploitation such as;  

 

• Forced prostitution  

• Forced labour  

• Forced begging 

• Forced criminality 

• Domestic servitude  

• Forced marriage 

• Forced organ removal 

 

• Human / Child Trafficking - Human trafficking involves recruitment, harbouring or transporting 

people into a situation of exploitation through the use of violence, deception or coercion and forced 

to work against their will. In other words, trafficking is a process of enslaving people, coercing them 

into a situation with no way out, and exploiting them.  

 

Other Safeguarding Concerns  

 

• ‘Honour’ based Violence - (HBV) is a form of domestic abuse which is perpetrated in the name of 

so called 'honour'. The honour code which it refers to is set at the discretion of male relatives and 

women who do not abide by the 'rules' are then punished for bringing shame on the family. The 

pressure put on people to marry against their will can be physical (including threats, actual physical 

violence and sexual violence) or emotional and psychological (for example, when someone is made 

to feel like they’re bringing shame on their family). Financial abuse (taking your wages or not giving 

you any money) can also be a factor. 

 

• County Lines (Home Office, 2018) is a term used to describe gangs and organised criminal networks 

involved in exporting illegal drugs into one or more importing areas within the UK, using dedicated 

mobile phone lines or other form of ‘deal line’. They are likely to exploit children and vulnerable 

adults to move and store the drugs and money and they will often use coercion, intimidation, 

http://www.antislavery.org/slavery-today/forced-labour/
http://www.antislavery.org/what-we-do/where-we-work/uk/trafficking-crime-begging/
http://www.antislavery.org/slavery-today/domestic-work-and-slavery/
http://www.antislavery.org/slavery-today/child-and-forced-marriage/
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violence (including sexual violence) and weapons. County lines activity and the associated violence, 

drug dealing and exploitation has a devastating impact on young people, vulnerable adults and 

local communities. 

 

• VIP, Celebrity, Media and Other Visitor Policy - All visits by media, VIPs or celebrities are to be 

handled and managed by the executive team because of the high profile they can attract. Any 

requests for visits must be referred to and approved by the executive team. The policy requires that 

one-off or very short-term approved official visitors are always accompanied throughout their visit 

as there is a possibility of contact with patients/visitors. Consent for the visit, especially if media are 

involved, must be received in writing from any patients who may be involved in the visit. VIPs, 

celebrities or media are not to be granted access to patient records; staff must comply with all 

policies throughout the visit. Any area’s that may be visited must be cleared of any paperwork and 

an IG review carried out around the area to be visited to ensure there is no patient or staff data 

visible. 

 

• Ophthalmic / Other Injuries – You must report any loss of sight which may occur from injury, some 

examples are included below, this list is not exhaustive; 

o  penetrating injury 

o chemical or hot burn 

 

Information Sharing for safeguarding children and adults at risk 

 

The decision to share or not to share information about an individual should always be based on 

professional judgement, however, a concern for confidentiality must never be used as a justification for 

withholding information when it would be in the individual’s best interests to share information. The 

Data Protection Act 2018 includes ‘safeguarding of children and individuals at risk’ as a condition that 

allows practitioners to share information without consent. Information can be shared legally without 

consent, if a practitioner is unable to, cannot be reasonably expected to gain consent from the 

individual, or if to gain consent could place the individual at risk.  

 

The organisation’s Safeguarding Adults, Mental Capacity Act and Deprivation of Liberty Safeguards 

Policy will be reviewed annually and amended in order to comply with evolving local multi-agency 

policies and commissioner safeguarding requirements as required.  
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Safeguarding Children Policy 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community.  

 

Intended audience 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

Safeguarding children is an overriding professional duty for registered optical practitioners and 

practices, in the same way as for all other health and social care practitioners and providers. For 

safeguarding concerns relating to ‘Adults at Risk’ staff should view the Safeguarding Adults at Risk 

Policy. 

 

The organisation is committed to safeguarding children. The organisation also supports the 

safeguarding agenda in the context of tackling health inequalities as detailed in the ‘Organisational Plan 

- Making Every Contact Count’. 

 

The organisation will comply with all local safeguarding arrangements, including training, referral, 

process and policy, required in line with multi-agency policies and the Commissioner’s requirements as 

required of the NHS standard contract   

 

All local safeguarding concerns must be reported to the relevant local safeguarding children point of 

initial contact and lead within the organisation. e.g MASH 

 

Local contact details can be found on the link below or by downloading the app. You will need to select 

the relevant area to access pathways for signposting and making referrals. 

 

http://www.myguideapps.com/nhs_safeguarding/default/ 

https://play.google.com/store/apps/details?id=com.antbits.nhsSafeguardingGuide&hl=en_GB  

https://itunes.apple.com/gb/app/nhs-safeguarding-guide/id1112091419?mt=8 

 

Legislation 

 

The organisation has a statutory duty to safeguard and promote the welfare of children and young 

people (the Children Act, 2004). This Safeguarding Children Policy outlines corporate and individual 

responsibilities in accordance with legislation, guidance and standards listed below 

 

• Childrens Act 1989 

• Childrens Act 2004 

• Social Work Act 2017 

• Working together to safeguard children 2018 

• Intercollegiate guidance Safeguarding Children and Young People 2019 

http://www.myguideapps.com/nhs_safeguarding/default/
https://play.google.com/store/apps/details?id=com.antbits.nhsSafeguardingGuide&hl=en_GB
https://itunes.apple.com/gb/app/nhs-safeguarding-guide/id1112091419?mt=8
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Section 47 of the Children Act 1989 places a duty on the organisation to help a local authority with its 

enquiries in cases where there is reasonable cause to suspect that a child is suffering, or is likely to 

suffer, significant harm, unless doing so would be unreasonable in all the circumstances of the case. 

 

Section 11 of the Children Act (2004) places a legal duty on all health organisations to ensure that in 

discharging their functions, they have regard to the need to safeguard and promote the welfare of 

children. 

 

Section 10 of the Children Act 2004 reinforces and updates the organisation’s existing duty (under the 

Children Act 1989) to co-operate and share information with local authorities in order to improve 

children’s well-being and promote positive outcomes for children. 

 

The organisation is aware of the safeguarding provisions contained within the Care Act 2014 and 

Children and Social Work Act 2017. We support the intention to: 

• Improve decision making and support for looked after and previously looked after children. 

• Improve joint work at the local level to safeguard children and enable better learning at the 

local and national levels to improve practice in child protection. 

• Promote the safeguarding of children by providing for relationships and sex education in 

schools. 

• Enable the establishment of a new regulatory regime specifically for the social work profession 

in England. 

 

The organisation supports Regulation 13: Safeguarding service users from abuse and improper 

treatment as one of the fundamental standards of the Health and Social Care Act 2008 (Regulated 

Activities) Regulations 2014, as amended by the Health and Social Care Act 2008 (Regulated Activities) 

(Amendment) Regulations 2015. 

 

Safeguarding governance 

 

The organisation has appointed Rupesh Bagdai as the named safeguarding lead. The safeguarding lead 

is has completed Safeguarding Level 4 – Children & Adults at risk of Harm. Safeguarding disclosures 

must escalated to one of the clinical directors in the absence of the safeguarding lead. The clinical 

directors are Wendy Craven and Lisa Gibson. The Commissioner will be kept informed at all times of the 

identity of the safeguarding lead.  

 

The organisation is aware of the safeguarding provisions contained within the Care Act 2014 and will 

support the work of the Local Safeguarding Children Partnerships (SCP)(LSCBs) .  The organisation 

understands the key role of the partnership highlighting required improvements with regards 

safeguarding and will act accordingly as necessary. 

The organisation will participate in the development of any local multi-agency safeguarding quality 

indicators and/or plan if requested by the coordinating commissioner. At the reasonable written request 

of the commissioner the organisation will provide evidence to the commissioner no later than ten days 

from request confirming that it is addressing any concerns raised by relevant multi-agency reporting 

systems.  

The organisation requires all staff groups to meet the training requirements as detailed in the 

Intercollegiate guidance – Safeguarding Children and Young People: Roles and Competencies for 

Healthcare Staff (January 2019). This is detailed in Appendix 1 



 

128 
 

Subcontractor Optical Practice Staff 

 

All optometrists, contact lens and dispensing opticians should complete safeguarding training to Level 

2 of the Intercollegiate Safeguarding Guidance for Adults (2018) and children (2019). They should then 

receive refresher training equivalent to a minimum of 3-4 hours at least every three years. Practices 

should incorporate these requirements into CET planning and annual appraisal systems. This can be 

completed by following the link below 

https://docet.info/enrol/index.php?id=113 

All other staff are required to complete level 1 training, this can be reading the following guidance from 

the Optical Confederation  

https://www.qualityinoptometry.co.uk/policy/?policy=162 

There is a signature sheet for staff to use on page 22 as evidence of completion. 

The organisation maintains a register of clinical staff which includes evidence of safeguarding training. 

This is required before the organisation authorises any clinician to provide our services. Subcontractor 

practices are required to hold evidence for all staff and provide assurance via ‘Quality in Optometry’ 

submissions to the organisation. Subcontractor safeguarding requirements are detailed in appendix 3   

All safeguarding training must be refreshed every 3 years 

 

Practice staff must notify the organisation when they become aware of a safeguarding concern, this can 

be via the online IT system or by contacting the clinical governance & performance lead directly. 

 

 

 

 

The organisation will agree local reporting requirements with local authority leads. This may be in the 

form of audits or directly reporting to the commissioner as agreed locally e.g contract monitoring 

meeting / reporting.  

Managing Safeguarding Children Allegations Against People in Positions of Trust 

The framework for managing allegations is set out in Working Together to Safeguard Children (2018). 

The framework applies to all who work with children and young people, including those who work in a 

voluntary capacity. When an allegation of child maltreatment is made against a member of staff, 

including self-employed staff, agency staff, locums and volunteers, it must be responded to and 

thoroughly addressed. There may be concern that a member of staff has: 

• behaved in a way that has harmed, or may have harmed, a child 

• possibly committed a criminal offence against, or related to, a child 

• behaved towards a child or children in a way that indicates they may pose a risk of harm to 

children 

Optical Practice Staff 

Primary Eye Care        

Clinical Governance & 

Performance Lead 

Primary Eyecare 

Safeguarding Lead 

https://docet.info/enrol/index.php?id=113
https://www.qualityinoptometry.co.uk/policy/?policy=162


 

129 
 

It is essential that any allegation of abuse made against a person is dealt with consistently, fairly, quickly 

and in a way that provides effective protection for the child and at the same time supports the person 

who is the subject of the allegation. An integral part of the framework for managing allegations against 

staff is the role of the Local Authority Designated Officer (LADO). The LADO is responsible for the 

management and oversight of individual cases and must be informed of all allegations or concerns 

relating to staff or volunteers that fit the criteria above. Local details for LADO can be found on council 

websites for that area. The LADO will provide advice and guidance to any agency or employer providing 

services for children. Where necessary they will liaise with Children’s Social Care and other agencies, 

monitor the progress of cases and work to ensure that all allegations are dealt with appropriately.  

It is essential that, following agreement with the LADO, managers ensure that they keep LADO informed 

of the ongoing investigation and at the closure share relevant reports relating to the investigation. 

Managers can seek advice from their representative bodies and the organisation safeguarding lead. 

If there is an allegation of abuse or neglect against a member of staff, including self-employed staff, 

agency staff, locums and volunteers then the organisation must be notified. This can be by contacting 

the clinical governance and performance lead or by using the online reporting tool within the 

organisation IT system. 

Prevent 

The safeguarding lead will act as the Prevent lead. The organisation will meet Prevent requirements as 

agreed locally 

To the extent applicable to the Services, and as agreed by the Co-ordinating Commissioner in 

consultation with the Regional Prevent Co-ordinator, the organisation will:  

• include in its policies and procedures, and comply with, the principles contained in the 

Government Prevent Strategy and the Prevent Guidance and Toolkit;  

• include in relevant policies and procedures a programme to raise awareness of the Government 

Prevent Strategy among Staff and volunteers in line with the NHS England Prevent Training and 

Competencies Framework; and  

• include in relevant policies and procedures a WRAP delivery plan that is sufficient resourced 

with WRAP facilitators.  

 

The Prevent Strategy (Home Office, 2011) defines the term ‘radicalisation’ as “the process by which a 

person comes to support terrorism and forms of extremism, leading to terrorism”. 

• Prevent is aimed at front line staff and is designed to help make staff aware of their role in 

preventing vulnerable people being exploited for terrorist purposes. 

• The Counter Terrorism and Security Act (2015) places a duty on a range of organisations to 

have due regard to the need to prevent people of all ages being drawn into terrorism. 

• If a staff member has concerns that a child or adult may have been radicalised or is at risk of 

radicalisation, staff must report their concerns and complete a Prevent referral form to the Local 

Authority. 

 

The Prevent referral process is detailed in appendix 2 
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Mental capacity Act 

 

The safeguarding lead will also act as the mental capacity act lead. The mental capacity act applies to 

children age 16 to 18.  

 

The organisation will comply with the Mental Capacity Act 2005 and recognises its principles to be: 

 

• Presumed capacity unless proven otherwise. 

• Empowering decision making to the maximum extent utilising all practical steps before an 

individual is treated as lacking capacity. 

• Recognising that unwise decisions do not in themselves indicate lack of capacity. 

• Acting in the best interests of an individual lacking capacity. 

• The objective of less restrictive options relating to acts or decisions when a person lacks 

capacity. 

 

The organisation will comply with local multi-agency policies relating to mental capacity act and will 

meet training programme requirements and annual audit requirements as agreed locally. 

 

The organisation will provide assurances to the commissioner raised through the relevant multi-agency 

reporting systems if requested as well as taking part in development of any local multi-agency 

safeguarding quality indicators and/or plan if requested.  

 

Gillick Competence and Fraser guidelines 

 

Children who have sufficient understanding and intelligence to enable them to understand fully what is 

involved in a proposed intervention will also have the capacity to consent to that intervention. Staff 

must be familiar with ‘The College of Optometrists guidance on Consent’ 

 

A child of under 16 may be Gillick competent to consent to medical treatment, research, donation or 

any other activity that requires their consent. The Fraser guidelines should be followed, if there are any 

concerns then staff should contact either their representative body or the organisation Caldicott 

Guardian, this can be via the online IT system or by contacting the clinical governance & performance 

lead. 

 

Domestic Abuse – Adults & Children - Domestic abuse is any type of controlling, bullying, threatening 

or violent behaviour between people in a relationship. But it isn’t just physical violence – domestic abuse 

includes emotional, physical, sexual, financial or psychological abuse. Abusive 

behaviour can occur in any relationship. It can continue even after the relationship has ended. Both men 

and women can be abused or abusers. Domestic abuse can seriously harm children and young people. 

Witnessing domestic abuse is child abuse, and teenagers can suffer domestic abuse in their 

relationships. Examples of Domestic Abuse are; 

o sexual abuse and rape (including within a relationship) 

o punching, kicking, cutting, hitting with an object 

o withholding money or preventing someone from earning money 

o taking control over aspects of someone's everyday life, which can include where they go 

and what they wear 

o not letting someone leave the house 
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o reading emails, text messages or letters 

o threatening to kill or harm them, a partner, another family member or pet. 

 

Neglect - Neglect is the ongoing failure to meet a child's basic needs and the most common form of 

child abuse. A child might be left hungry or dirty, or without proper clothing, shelter, supervision or 

health care. This can put children and young people in danger. And it can also have long term effects 

on their physical and mental wellbeing. 

 

Neglect can be a lot of different things, which can make it hard to spot. But broadly speaking, there 

are 5 types of neglect. 

• Physical neglect - A child's basic needs, such as food, clothing or shelter, are not met or they 

are not properly supervised or kept safe. 

• Educational neglect - A parent doesn't ensure their child is given an education. 

• Abandonment - involves deserting the caregiving needs of a child while neglecting to 

arrange sufficient care and support for the duration of the absence. 

• Emotional neglect - A child doesn't get the nurture and stimulation they need. This could be 

through ignoring, humiliating, intimidating or isolating them. 

• Medical neglect - A child isn't given proper health care. This includes dental care and 

refusing or ignoring medical recommendations. 

 

Coercive behaviour 

 

Coercive behaviour is: an act or a pattern of acts of assault, threats, humiliation and intimidation or 

other abuse that is used to harm, punish, or frighten their victim. This includes; 

• Forced Marriage - A forced marriage is where one or both people do not (or in cases of people 

with learning disabilities, cannot) consent to the marriage and pressure or abuse is used. 

• Female Genital Mutilation - FGM is considered as child abuse and is illegal under UK law. It is 

now a legal duty for healthcare professionals to report any cases they may suspect or be made 

aware of. For optometrists and dispensing opticians, one scenario in which FGM could come to 

their attention is if a child tells them that it has happened to them. Full guidance, posters and 

other resources can be found on the GOC website 

at: https://www.optical.org/en/Standards/Standards_for_optometrists_dispensing_opticians.cfm#F

GM, or on the Department's website, where you can also find a video guide:  

https://www.gov.uk/government/publications/fgm-mandatory-reporting-in-healthcare 

 

Modern Slavery 

The Human Rights Act 1998 sets out the fundamental rights and freedoms that everyone in the UK is 

entitled to. Article 4 protects the rights of an individual not to be held in slavery, servitude or made to 

do forced labour. 

• Slavery is when someone actually owns you like a piece of property. 

• Servitude is similar to slavery - you might live on the person’s premises, work for them and 

be unable to leave, but they don’t own you. 

https://www.optical.org/en/Standards/Standards_for_optometrists_dispensing_opticians.cfm#FGM
https://www.optical.org/en/Standards/Standards_for_optometrists_dispensing_opticians.cfm#FGM
https://www.gov.uk/government/publications/fgm-mandatory-reporting-in-healthcare
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• Forced labour means you are forced to do work that you have not agreed to, under the 

threat of punishment. 

The Modern Slavery Act 2015, places additional responsibility on commercial organisations that carry 

out some or all of their business in the UK, supply goods or services and have a global turnover of 

over £36million. Obliged entities need to publish a ‘slavery and human trafficking Statement’ for each 

financial year, disclosing the steps they have taken to ensure that slavery and human trafficking is not 

taking place in their own operations and supply chains. 

 

People can be enslaved for many different forms of exploitation such as;  

• Forced prostitution  

• Forced labour  

• Forced begging 

• Forced criminality 

• Domestic servitude  

• Forced marriage 

• Forced organ removal 

 

• Human / Child Trafficking - Human trafficking involves recruitment, harbouring or transporting 

people into a situation of exploitation through the use of violence, deception or coercion and forced 

to work against their will. In other words, trafficking is a process of enslaving people, coercing them 

into a situation with no way out, and exploiting them. People can be trafficked for many different 

forms of exploitation such as forced prostitution, forced labour, forced begging, and forced 

criminality, domestic servitude, forced marriage or forced organ removal. 

Other Safeguarding Concerns  

 

• ‘Honour’ based Violence - (HBV) is a form of domestic abuse which is perpetrated in the name of 

so called 'honour'. The honour code which it refers to is set at the discretion of male relatives and 

women who do not abide by the 'rules' are then punished for bringing shame on the family. The 

pressure put on people to marry against their will can be physical (including threats, actual physical 

violence and sexual violence) or emotional and psychological (for example, when someone is made 

to feel like they’re bringing shame on their family). Financial abuse (taking your wages or not giving 

you any money) can also be a factor. 

 

• Fabricated or Induced Illness - Fabricated or induced illness is a condition whereby a child has 

suffered, or is likely to suffer, significant harm through the deliberate action of their parent and 

which is attributed by the parent to another cause. There are three main ways of the parent 

fabricating (making up or lying about) or inducing illness in a child: 

o Fabrication of signs and symptoms, including fabrication of past medical history; 

o Fabrication of signs and symptoms and falsification of hospital charts, records, letters and 

documents and specimens of bodily fluid; 

o Induction of illness by a variety of means. 

The above three methods are not mutually exclusive. Existing diagnosed illness in a child does not 

exclude the possibility of induced illnesses. The very presence of an illness can act as a stimulus to 

the abnormal behaviour and also provide the parent with opportunities for inducing symptoms 

(NICE, CG89 published 2009, updated 2017). 

 

http://www.antislavery.org/slavery-today/forced-labour/
http://www.antislavery.org/what-we-do/where-we-work/uk/trafficking-crime-begging/
http://www.antislavery.org/slavery-today/domestic-work-and-slavery/
http://www.antislavery.org/slavery-today/child-and-forced-marriage/
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• Sexually Exploited Children - Child sexual exploitation (CSE) is a type of sexual abuse. Children in 

exploitative situations and relationships receive something such as gifts, money or affection as a 

result of performing sexual activities or others performing sexual activities on them. 

Children or young people may be tricked into believing they're in a loving, consensual relationship. 

They might be invited to parties and given drugs and alcohol. They may also be groomed and 

exploited online. 

Some children and young people are trafficked into or within the UK for the purpose of sexual 

exploitation. Sexual exploitation can also happen to young people in gangs. 

 

• Working with sexually active young people under 18 - most young people under the age of 18 

will have a healthy interest in sex and sexual relationships. The primary concern of anyone working 

with sexually active young people under the age of 18 years must be to safeguard and promote the 

welfare of the child. Where staff working with young people identify those relationships may be 

abusive, the young people may need the provision of protection and additional services.  

 

• VIP, Celebrity, Media and Other Visitor Policy - All visits by media, VIPs or celebrities are to be 

handled and managed by the executive team because of the high profile they can attract. Any 

requests for visits must be referred to and approved by the executive team. The policy requires that 

one-off or very short-term approved official visitors are always accompanied throughout their visit 

as there is a possibility of contact with patients/visitors. Consent for the visit, especially if media are 

involved, must be received in writing from any patients who may be involved in the visit. VIPs, 

celebrities or media are not to be granted access to patient records; staff must comply with all 

policies throughout the visit. Any area’s that may be visited must be cleared of any paperwork and 

an IG review carried out around the area to be visited to ensure there is no patient or staff data 

visible. 

 

• Ophthalmic / Other Injuries – You must report any loss of sight which may occur from injury, some 

examples are included below, this list is not exhaustive; 

o  penetrating injury 

o chemical or hot burn 

 

• County Lines (Home Office, 2018) is a term used to describe gangs and organised criminal networks 

involved in exporting illegal drugs into one or more importing areas within the UK, using dedicated 

mobile phone lines or other form of ‘deal line’. They are likely to exploit children and vulnerable 

adults to move and store the drugs and money and they will often use coercion, intimidation, 

violence (including sexual violence) and weapons. County lines activity and the associated violence, 

drug dealing and exploitation has a devastating impact on young people, vulnerable adults and 

local communities. 

 

• Child Criminal Exploitation is a term used to describe where an individual or group takes 

advantage of an imbalance of power to coerce, control, manipulate or deceive a child or young 

person into any criminal activity. This may be; 

o  in exchange for something the victim needs or wants 

o for the financial or other advantage of the perpetrator or facilitator 

o through violence or the threat of violence.  

The victim may have been criminally exploited even if the activity appears consensual. Child criminal 

exploitation does not always involve physical contact; it can also occur through the use of technology.  
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Information Sharing for safeguarding children and individuals at risk 

 

The decision to share or not to share information about a child/young person should always be based 

on professional judgement, however, a concern for confidentiality must never be used as a justification 

for withholding information when it would be in the child/young person’s best interests to share 

information. The Data Protection Act 2018 includes ‘safeguarding of children and individuals at risk’ as 

a condition that allows practitioners to share information without consent. Information can be shared 

legally without consent, if a practitioner is unable to, cannot be reasonably expected to gain consent 

from the individual, or if to gain consent could place a child at risk.  

 

The organisation’s Safeguarding Children Policy will be reviewed annually and amended in order to 

comply with evolving local multi-agency policies and commissioner safeguarding requirements as 

required. 
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Safeguarding Adults and Children Appendix 
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Appendix 2 - Prevent Referral Process 

 

The Prevent team contact information is available on the local police or council website. 

As in other safeguarding situations, the following steps should be followed:  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1. Observe 

Note factual signs and symptoms of 

potential or suspected radicalisation 

without alarming the person or colleague 

concerned. 

 

2. Discuss 

Alert and discuss your concerns with your 

manager, senior professional, designated 

staff member and clinical governance and 

performance lead.  

If appropriate, seek advice from the local 

NHS Prevent team. 

 

3. Act  

If appropriate, inform the local NHS Prevent 

team and supply them with a copy of your 

recorded observations (using the model 

referral form supplied in Annex 4 OC 

Guidance).  

This must also be reported to the 

organisation by contacting your clinical 

governance and performance lead or 

reporting via the online tool. 

When reporting information, reports should 

be restricted to  

• the nature of the suspicious behaviour 

or concern  

• facts which support the concerns.  

 

4. Confirm  

Confirm telephone notifications in 

writing by email within 48 hours. If you 

are using a non-secure method of 

communication, consider anonymising 

or password protecting this notification.  

You should receive confirmation of 

referral within one working day. If you 

have not heard back within three 

working days, contact again. Keep 

contacting (including considering using 

another route) until you receive 

confirmation of receipt or other 

substantive communication or advice. 

 

If you are/will not be available to do this, 

make sure the clinical governance and 

performance lead has been notified. And 

you have they have confirmed that they 

will then contact the prevent team.  

 

 

5. Record  

Ensure that all observations, advice sought, 

received and actions taken are recorded 

and stored confidentially and separately 

from the patient’s optical record.  

 

Given the nature of optical practice and 

frequency of contact with patients, cases 

of suspected radicalisation amongst 

patients should be rare. However 

colleagues or other acquaintances may 

show these signs. If you have any concerns 

or questions, contact the clinical 

governance and performance lead.  
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Prevent Referral Form 

 

REFERRAL PROCESS 

By sending this form you consent for it to arrive with both your dedicated Local Authority safeguarding team & Prevent policing 

team for a joint assessment. Wherever possible we aim to give you feedback on your referral, please be aware, however, that this is 

not always possible due to data-protection & other case sensitivities.  

Once you have completed this form, please email to your local prevent team and contact your CGPL 
If you have any questions whilst filling in the form contact your CGPL 

INDIVIDUAL’S BIOGRAPHICAL & CONTACT DETAILS  

Forename(s): First Name(s) 

Surname: Last Name 

Date of Birth (DD/MM/YYYY): D.O.B. 

Approx. Age (where D.O.B unknown): Please Enter 

Gender: Please Describe 

Known Address(es): Identify which address is the Individual’s current residence 

Nationality / Citizenship: Stated nationality / citizenship documentation (if any) 

Immigration / Asylum Status: Immigration status? Refugee status? Asylum claimant? Please describe. 

Primary Language: Does the Individual speak / understand English? What is the Individual’s first language? 

Contact Number(s): Telephone Number(s) 

Email Address(es): Email Address(es) 

Any Other Family Details: Family makeup? Who lives with the Individual? Anything relevant. 

 

DESCRIBE CONCERNS In as much detail as possible, please describe the specific concern(s) relevant to Prevent 

 

FOR EXAMPLE:  

• How / why did the Individual come to your organisation’s notice in this instance?  

• Does it involve a specific event? What happened? Is it a combination of factors? Describe them.  

• Has the Individual discussed personal travel plans to a warzone or countries with similar concerns? Where? When? How? 

• Does the Individual have contact with groups or individuals that cause you concern? Who? Why are they concerning? How 

frequent is this contact? 

• Is there something about the Individual’s mobile phone, internet or social media use that is worrying to you? What 

exactly? How do you have access to this information? 

• Has the Individual expressed a desire to cause physical harm, or threatened anyone with violence? Who? When? Can you 

remember what was said / expressed exactly? 

• Has the Individual shown a concerning interest in hate crimes, or extremists, or terrorism? Consider any extremist 

ideology, group or cause, as well as support for “school-shooters” or public-massacres, or murders of public figures. 

• Please describe any other concerns you may have that are not mentioned here. 

COMPLEX NEEDS 
Is there anything in the Individual’s life that you think might be affecting their wellbeing 

or that might be making them vulnerable in any sense?  

 

FOR EXAMPLE:  

• Victim of crime, abuse or bullying. 

• Work, financial or housing problems. 

• Citizenship, asylum or immigration issues.  

• Personal problems, emotional difficulties, relationship problems, family issues, ongoing court proceedings. 

• On probation; any erratic, violent, self-destructive or risky behaviours, or alcohol / drug misuse or dependency. 

• Expressed feelings of injustice or grievance involving any racial, religious or political issue, or even conspiracy theories. 

• Educational issues, developmental or behavioural difficulties, mental ill health (see Safeguarding Considerations below).  

• Please describe any other need or potential vulnerability you think may be present but which is not mentioned here. 

OTHER INFORMATION 
Please provide any further information you think may be relevant, e.g. social media 

details, military service number, other agencies working with the Individual, etc. 
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PERSON WHO FIRST IDENTIFIED THE CONCERNS 

Do they wish to remain anonymous? Yes / No 

Forename: Referrers First  Name(s) 

Surname: Referrers Last Name 

Professional Role & Organisation: Referrers Role / Organisation 

Relationship to Individual: Referrers Relationship To The Individual 

Contact Telephone Number: Referrers Telephone Number 

Email Address: Referrers Email Address 

PERSON MAKING THIS REFERRAL (if different from above) 

Forename: Referrers First  Name(s) 

Surname: Referrers Last Name 

Professional Role & Organisation: Referrers Role / Organisation 

Relationship to Individual: Referrers Relationship To The Individual 

Contact Telephone Number: Referrers Telephone Number 

Email Address: Referrers Email Address 

REFERRER’S ORGANISATIONAL PREVENT CONTACT (if different from above) 

Forename: Contact First Name(s) 

Surname: Contact Last Name 

Professional Role & Organisation: Contact Role & Organisation 

Relationship to Individual: Contact Relationship to the Individual 

Contact Telephone Number: Contact Telephone Number 

Email Address: Contact Email Address 

 

RELEVANT DATES 

Date the concern first came to light: When were the concerns first identified? 

Date referral made to Prevent: Date this form was completed & sent off? 

 

SAFEGUARDING CONSIDERATIONS 

Does the Individual have any stated or diagnosed disabilities, disorders or mental health issues? Yes / No 

Please describe, stating whether the concern has been diagnosed. 

Have you discussed this Individual with your organisations Safeguarding / Prevent lead? Yes / No 

What was the result of the discussion? 

Have you informed the Individual that you are making this referral? Yes / No 

What was the response? 

Have you taken any direct action with the Individual since receiving this information? Yes / No 

What was the action & the result? 

Have you discussed your concerns around the Individual with any other agencies? Yes / No 

What was the result of the discussion? 

 

INDIVIDUAL’S EMPLOYMENT / EDUCATION DETAILS 

Current Occupation & Employer: Current Occupation(s) & Employer(s) 

Previous Occupation(s) & Employer(s): Previous Occupation(s) & Employer(s) 

Current School / College / University: Current Educational Establishment(s) 

Previous School / College / University: Previous Educational Establishment(s) 

 

THANK YOU 

Thank you for taking the time to make this referral. Information you provide is valuable and will always be assessed. 

If there is no Prevent concern but other safeguarding issues are present, this information will be sent to the relevant team or 

agency to provide the correct support for the individual(s) concerned 
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Appendix 3 - Subcontractor safeguarding requirements 

 

The organisation requires subcontractors to: 

 

• Maintain their own Safeguarding Policies in accordance with the Optical Confederation’s 

Guidance on Safeguarding and the Prevent Strategy: Protecting Children and Vulnerable Adults 

and local policies and guidance. 

• Ensure that all practice staff are familiar with the guidance and know what to do if they 

suspect and observe signs or symptoms of suspected abuse or neglect, so that they are 

compliant with Intercollegiate Guidance for Safeguarding Adults.  

https://www.qualityinoptometry.co.uk/policy/?policy=162 

• Ensure each accredited practitioner has completed the DOCET Level 2 accredited3 

‘Safeguarding Children and Safeguarding Vulnerable Adults’ training modules (funded by the 

Department of Health via the College of Optometrist) and submit evidence to the 

organisation.  

• Appoint a safeguarding, mental capacity and deprivation of liberty and prevent lead.  

• Comply with local safeguarding, mental capacity and deprivation of liberty policies including 

any updates required in line with multi-agency policies and the commissioner’s safeguarding 

requirements.   

• Ensure all practitioners are aware of and adhere to the relevant College of Optometrist and 

equivalent guidelines. 

• Ensure that all staff are aware of the local safeguarding contacts and the need to inform the 

organisation. 

 

The organisation’s Safeguarding, Mental Capacity Act and Deprivation of Liberties Policy will be 

reviewed annually and amended in order to comply with evolving local multi-agency policies and 

commissioner safeguarding requirements as required. 

  

 
3 The DOCET Level 2 accredited safeguarding modules also cover the Mental Capacity Act 

 

https://www.qualityinoptometry.co.uk/policy/?policy=162
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Appendix 4    

 

The following declaration must be signed by all staff members and held by the subcontractor to assure 

the organisation that all staff are familiar with the OC guidance. 

 

Declaration by non-registered staff member 

 

I confirm that I have read the Optical Confederation’s Guidance on Safeguarding, Mental Capacity, 

Deprivation of Liberties and the Prevent Strategy, Protecting Children and Adults at risk (Version August 

2019).  

 

I have discussed any concerns or points I did not understand with my manager, senior professional, 

supervisor or designated staff member.  

 

I understand the guidance, my responsibilities and what course of action I should take if I have 

safeguarding concerns about a child, adult at risk, colleague or individual I believe might be at risk of 

radicalisation.   

   

Signature:   

 

   

Name (Print):   

 

   

Date:   
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Appendix 5                         

   

CONFIDENTIAL 

NOTIFICATION OF POTENTIAL CHILD OR ADULT ABUSE OR NEGLECT 

To be completed by the referring practitioner 

 

This form notifies the appropriate person at the Regional Team/Health Board and/or 

at the Child Safeguarding Team of suspected abuse.   

SUSPECTED VICTIM    

Name:            Address:  

   

Gender:          

Date of Birth:                      

Name of Person with parental responsibility/Carer/Next of Kin     

                  

Relationship        

Other identifiers:       

SUSPECTED PERPETRATOR (if known)   

Name:         Address:  

       

   

Age if under 18:       

Relationship if known:     

Other:           
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FORM OF SUSPECTED ABUSE OR NEGLECT    

               

(Include body map – Annex 7 - to indicate body positions or marks where relevant.)   

   

WHETHER SUSPECTED VICTIM/PARENT/CARER AGREED TO OR HAS BEEN INFORMED OF THE 

REFERRAL    

   

Yes/No          

   

DISCLOSURE AGREEMENT (with Recipient of Referral about what patient and suspected 

perpetrators will be told, by whom and when)      

                 

    

Declaration:    

I wish to make this notification in line with the disclosure agreement above unless   

• I have been further approached and have specifically given my permission in 

writing in advance for the release of my details, or   

• the release of my details is ordered by a UK court.   

 

MEANS OF TRANSMISSION:   

Telephone                                      

Secure email        

     

   

   

This is a first referral/follow-up confirmation     

 

Signature................................................................................................................ 

Print Name.............................................................................................................   

Position………………………………………………………………………………………………………………   

Date....................................................................................................................... 

 

 

 

 

Appendix 6 
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CONFIDENTIAL 

NOTIFICATION OF POTENTIAL PREVENT CONCERN 

To be completed by the referring practitioner 

 

This form notifies the appropriate person at ... Health Board and/or at ... Local 

Authority of suspected Prevent concern.   

SUSPECTED INDIVIDUAL BEING RADICALISED   

 

Name:            Address:  

       

   

Gender:          

Date of Birth:                      

Name of Person with parental responsibility/Carer/Next of Kin (if appropriate)   

                   

NATURE OF SUSPICION (detail of concerns/observations)                

 

 

 

MEANS OF TRANSMISSION:   

Telephone                            

Secure Fax             

Secure email        

Registered Letter        

   

This is a first referral/follow-up confirmation  

Signature................................................................................................................ 

Print Name............................................................................................................. 

Position……………………………………………………………………………………………………………… 

Date........................................................................................................................ 
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Body Map for Records and Referrals  
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Serious Incidents and Never Events - Incident Management Policy 

 
Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead (“prime 

contractor”) for a network of local optical practices (“subcontractors”) dedicated to delivering excellent 

eyecare in the local community. 

 

Intended audience 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

Policy Overview 

The organisation is committed to responding to all issues and incidents in order to continually improve 

the safety of our service that we provide to patients. The organisation will prioritise and respond to 

serious incidents and never events in a timely, comprehensive and systematic manner in order to assure 

concerned parties and improve future service delivery. This Incident Management Policy has been 

developed in accordance with the NHS Serious Incident Framework March 2015 and Never Events policy 

and framework 2018. 

 

We recognise the seven key principles of serious incident management to be:  

• open and transparent  

• preventative 

• objective 

• timely and responsive 

• systems based 

• proportionate 

• collaborative. 

The organisation holds a separate Complaints Policy. Serious incidents and complaints are separate 

processes and the Serious Incidents Policy may be deployed while an associated complaint 

simultaneously activates the Complaints Policy. Equally, one or the other may be activated while the 

other is not. In addition, a separate Safeguarding Policy exists for children and adults at risk. 

 

Governance 

The organisation’s named Accountable Emergency Officer is Dharmesh Patel. The Accountable 

Emergency Officer is responsible for patient safety, incident management and reporting to all 

appropriate bodies. This is led within the organisation by the Chief Governance Officer who ensures that 

processes are in place so that meaningful information about incident reporting and management is 

reported to the Accountable Emergency Officer and the organisation directors. See appendix 1 for 

senior responsibility and detailed governance structure diagram. 

 

Quality Assurance and Reporting 

The organisation promotes a culture which encourages reporting of all issues. This includes low level 

issues and incidents that are not reportable to the commissioner. These are investigated by the clinical 

governance and performance lead with support from the Chief Governance Officer. All issues and 
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incidents are reported to the board of directors quarterly along with overview of action taken to reduce 

the likelihood of these reoccurring. The quarterly board report contains the following items; 

• CGPL Reports and Service Issues 

• Significant Event 

• Serious Incident 

• Whistleblower Allegations 

• Complaints 

• Safeguarding concerns 

• Information Governance Breach 

• Personal Data Breach 

The Chief Governance Officer performs trends analysis on all of the above to identify common themes. 

Reporting and investigation of all issues identified, including those that are not reportable allows the 

organisation to identify trends and disseminate learning to implement safety and quality improvements 

to service delivery and mitigate risk of reoccurrence. Any mitigation would be specific to the presenting 

risk and may include but not limited to local / national communication, updated service protocols, 

training and education, etc. This approach will also reduce the risk of serious incidents occurring.  

 

The Issues and Incidents standard operating procedure in appendix 5 details the organisation’s initial 

approach to any issue identified. If a serious incident, significant event or never event is suspected this 

must be reported immediately to the Chief Governance Officer. If this is not possible e.g. illness, annual 

leave, etc then must be reported to the Chief Operating Officer who is also the organisation Accountable 

Emergency Officer. The Chief Governance Officer or Accountable Emergency Officer will be responsible 

for notifying the commissioner. 

 

The organisation will identify the lead for the Root Cause Analysis investigation, there may be cases 

where a serious incident spans a number of providers, in this case the commissioner will be informed 

and the organisation will work with and support any external body involved. 

 

Transparency 

The organisation has incorporated transparency for all parties as a core theme in its serious incidents 

policy as the organisation considers this is the only way to understand how serious incidents occur and 

how these can be mitigated in the future.  

 

Duty of Candour - The organisation fully subscribes to the statutory ‘duty of candour’ as detailed in the 

Health and Social Care Act 2008 and Francis report and the professional requirements as detailed by 

the General Optical Council. This is a requirement in order to promote openness, honesty and 

transparency in raising early warning signs and demonstrate evidence of learning from incidents.  The 

organisation will ensure that patients are informed when things go wrong, why they have gone wrong 

and what steps the organisation is taking to mitigate any issues, both immediately and in the future. 

 

A mechanism for apology as part of duty of candour will also be implemented. The organisation will 

notify the person concerned (and their GP where appropriate) when a Patient Safety Incident occurs or 

is suspected to have occurred. 

As the prime contractor, the organisation recognises its accountability to the commissioning body. 

The organisation holds a separate Complaints Policy. Serious incidents and complaints are separate 

processes and the Serious Incidents Policy may be deployed while an associated complaint 
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simultaneously activates the Complaints policy. Equally, one or the other may be activated while the 

other is not. In addition, a separate safeguarding policy exists for children and adults at risk.  

 

Subcontractor Practices 

The organisation’s policy incorporates full support for its subcontractors in ensuring they are part of the 

overall process, while seeking to avoid focus on particular individuals. The fair treatment of staff 

supports a culture of fairness, openness and learning in the NHS by making staff feel confident to speak 

up when things go wrong, rather than fearing blame. Supporting staff to be open about mistakes allows 

valuable lessons to be learned so the same errors can be prevented from being repeated. 

 

Subcontractor practices must have in place and maintain staff suitably trained and competent in 

emergency preparedness, resilience and response. Staff providing services in sub-contractor practices 

can report any issue, incident or never event to the organisation by contacting the clinical governance 

and performance lead directly or using the reporting tool on the online IT system. All issues, incidents 

and never events must be reported to the organisation within 24 hours and where possible on the same 

day. The Flowchart below demonstrates the process for subcontractor practices to notify the 

organisation in the event of any issue, incident or never event occurring. 

 

 

 

 

 

 

 

 

Serious Incidents 

These are incidents where the potential for learning is so great, or consequences to patients, family, 

staff are so significant that they warrant using additional resources to mount a comprehensive response. 

Commissioners will need to be informed within 2 working days of the organisation becoming aware of 

a serious incident.  

 

The occurrence of a serious incident demonstrates weaknesses in a system or process that need to be 

addressed to prevent future incidents leading to; 

• avoidable death or serious harm to patients or staff  

• future incidents of abuse to patients or staff  

• reputational damage to the organisation now or in the future 

Serious incidents are often triggered by events leading to serious outcomes for patients, staff and/or 

the organisation. They may be identified through various routes including, but not limited to, the 

following: 

• Incidents identified during the provision of healthcare by a provider e.g. patient safety incidents 

or serious/distressing/catastrophic outcomes for those involved;  

• Allegations made against or concerns expressed about a provider by a patient or third party; 

• Initiation of other investigations for example: Serious Case Reviews (SCRs), Safeguarding Adult 

Reviews (SARs), Safeguarding Adults Enquires (Section 42 Care Act) 

• Information shared at Quality Surveillance Group meetings;  

• Complaints;  

• Whistle blowing;  

• Prevention of Future Death Reports issued by the Coroner. 

Optical Practice Staff Online Reporting Tool  

Primary Eye Care        

Clinical Governance & 

Performance Lead 
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Any staff that suspect a Significant Event or Serious Incident is required to contact the Chief Governance 

Officer or Accountable Emergency Officer for further advice, see ‘Standard Operating Procedure – Issues 

and Incidents’ appendix 5 and for further information on initial response to Issues and Incidents and 

organisation guidance on classification of Issues and Incidents. 

 

Reporting Serious Incidents  

The Chief Governance Officer will notify the co-ordinating commissioner of all serious incidents within 

2 working days. If this is not possible due to annual leave then the Accountable Emergency Officer will 

notify the commissioner. The organisation will provide an initial assessment within 3 working days, this 

will include but not limited to the information below 

• Date of incident  

• Date identified 

• Incident site 

• Non-identifiable patient details e.g. sex, age 

• GP Practice 

• Duty of Candour 

• Degree of harm 

• A description of the issue 

• Immediate action taken by the organisation – including any action to resolve any harm or 

minimise any further harm to the patient 

• Any other actions identified 

The organisation will agree reporting timetables with the co-ordinating commissioner e.g. weekly / 

fortnightly and with interim updates as required. 

 

The organisation and its subcontractor practices do not have access to Strategic Executive Information 

System (STEIS). The organisation will therefore build in reporting via the appropriate commissioning 

body for incident logging. 

 

The organisation will also comply with any other regulatory reporting requirements 

  

Managing Serious Incidents  

Serious incidents require investigation in order to identify the factors that contributed to the incident 

occurring and the fundamental issues (or root causes) that underpinned these. Serious incidents can be 

isolated, single events or multiple linked or unlinked events signalling systemic failures within a 

commissioning or health system. Serious incidents may take the form of: 

• Avoidable or unexpected death 

• A never event 

• A serious incident whereby the organisation’s ability to deliver the service is compromised  

• Data loss 

• Allegations of physical misconduct or harm. 

If there is a suggestion that a criminal offence has been committed, the organisation will contact the 

police as soon as it is made aware of the incident.  

 

There are no definitive lists of events / incidents that constitute a serious incident. The matrix in appendix 

5 contains examples from the Serious Incidents Framework 2015, these are not specific to risks within 

optical practices so should only to be used as guidance to help with initial classification. 

 



 

149 
 

The organisation will work collaboratively with other bodies in managing serious incidents. It will: 

• Publish data (excluding information affecting patient confidentiality). 

• Support and train staff in communicating information to patients. 

• Communicate with commissioners and all relevant bodies as appropriate. 

• Implement actions as required. 

• Close cases in a timely manner. 

• Review and analyse incidents and responses in order to learn key lessons and embed systemic 

improvements, in accordance with the organisation’s Quality and Continuous Improvement 

Policy. 

The organisation operates the following Serious Incident Response Plan for driving an appropriate 

learning experience to improve patient outcomes. This is detailed in appendix 2.  This will enable the 

organisation to ensure quality issues are raised in order to make improvements as required: 

The organisation will implement any learnings identified to mitigate the risk of a similar incident 

occurring 

 

Serious Incidents - Duty of Candour 

If a serious incident causes a patient’s death or such severe harm such that the patient is unlikely to 

regain consciousness or capacity, the organisation will be open and honest with those close to the 

patient. The organisation will respect the patient’s wishes on information sharing while being 

considerate, sensitive and responsive to those close to the patient. Local information on patient and 

carer support, advocacy services, counselling and chaplaincy services will be made available to those 

close to the patient and any member of staff affected by the serious incident. The organisation 

recognises its responsibility to provide support and will offer to meet the patient and / or those close 

to the patient. The organisation will make a summary report available to patients and / or those close 

to the patient where appropriate. 

 

Root Cause Analysis (RCA) Investigation Model 

The organisation implements RCA protocol as a methodical and systematic process to identify the 

specific factors that contributed to an incident. RCA is not about blaming people: it is about systems 

and processes. Our RCA seeks to understand the underlying causes and environmental context which 

led to a serious incident occurring, strengthening systems in place for meeting the objective of fully 

securing patient safety. We follow the process below when conducting RCA: 

• Set timetable 

• Do not overthink the issue 

• Watch out for confirmation basis 

• Create five theories to identify likely causes of the serious incident and document (appendix 3 

table 1). This will help identify what information needs to be collected, this will align to the 

terms of reference agreed; 

o Paper e.g. documents, guidance, emails, etc 

o People e.g. staff, patients, carers, etc 

o Parts e.g. equipment, IT 

o Places e.g. location, consulting room 

• Review with case manager. 

• Collect evidence identified 

• Update the timeline sheets (appendix 3, table 2 and 3) as information gathered 

• Support accessed from case manager as required 

• Review evidence gathered and make recommendations (appendix 3, table 4) 
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• Update the ‘Comprehensive RCA Investigation Report’ (appendix 4) 

Where a serious incident occurs, a comprehensive Root Cause Analysis will be led by the Chief 

Governance Officer and supported by the clinical governance and performance lead. The organisation 

will use the root cause analysis template in (appendix 3) and provide a comprehensive root cause 

analysis report (appendix 4) within 60 days, this will be signed off by the Chief Governance Officer and 

Accountable Emergency Officer.  

 

Never Events 

 

Never Events – These are patient safety incidents that are wholly preventable where guidance or safety 

recommendations that provide strong systemic protective barriers are available at a national level and 

have been implemented by healthcare providers. They have the potential to cause serious patient harm 

or death. However, serious harm or death does not need to have happened as a result of a specific 

incident for that incident to be categorised as a Never Event. 

The matrix in appendix 6 contains examples from the Never Events List 2018, these are not specific to 

risks within optical practices. The most likely risk in optical practice is falls from poorly restricted windows 

Windows located in facilities / areas where healthcare is provided and / or areas where patients can 

access must be fitted with a window restrictor. Further guidance is available in appendix 6. Where a 

never event is identified, the organisation’s ‘Managing Serious Incidents’ process will be implemented. 

 

Involvement of multiple providers 

There may be cases where more than one organisation is involved in the care and service delivery in 

which a serious incident has occurred. Where this has been recognised, the organisation will notify any 

other providers involved. Wherever this is the case, the organisation will work with the commissioner 

and any other providers to confirm who is the most appropriate organisation to take responsibility for 

co-ordinating the investigation. 

 

This Serious and Never Events – Incident Management Policy will be reviewed annually. 
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Appendix 1 – Significant Event / Serious Incident Matrix 

 

The matrix below contains examples from the Serious Incidents Framework 2015, these are not 

specific to risks within optical practices so should only to be used as guidance to help with initial 

classification. 

Serious Incidents (SI) Significant Event - Patient Safety 

Incident  

Drug related deaths due to any substance misuse 

including alcohol and prescribed or over the 

counter purchased substances. 

Patient identification errors 

Falls from poorly unrestricted window – NEVER 

EVENT 

Equipment failure or misuse which causes 

minor or no harm to an individual (patient, staff, 

student or visitor) on NHS/Independent 

Contractor premises  

Unexpected or avoidable injury to one or more 

people that has resulted in serious harm 

A minor breach of confidentiality 

Unexpected or avoidable injury to one or more 

people that requires further treatment by a 

healthcare professional in order to prevent the 

death of the service user; or serious harm; 

Security incident including the theft of property 

or personal belongings, minor damage or 

Threat to the providers property and trespass or 

unauthorised access  

Actual or alleged abuse A minor error by a member of staff or 

contractor 

An incident (or series of incidents) that prevents, 

or threatens to prevent, an organisation’s ability 

to continue to deliver an acceptable quality of 

healthcare services 

Clinical event, occurrence or complication 

associated with the diagnosis and treatment of 

patients which are either unexpected or 

unintended 

Serious prescribing dispensing errors  Minor verbal abuse directed at staff, visitors, 

patients or contractors 

All errors relating to controlled drugs Moving and handling irregularity or error which 

leads to minor or no harm to staff or patient 

Breach of confidentiality Slips, trips and falls 

Media or reputation risk Communication failure  

Incidents involving safeguarding children or 

vulnerable adults when you feel the involvement 

of you or your team has led to poorer outcome 

for the child or adult. 

Minor sharps injury 

 Property loss or damage 

 Health records irregularity or error. This 

includes records not available when needed, 

any electronic health record irregularity or error 

and documentation and recording errors.  

 Test result delays or irregularities which cause 

minor or no harm to patients  
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Appendix 2 Root Cause Analysis  

 

Table 1 – Case Investigator and Case Manager to consider the incident and likely scenarios (theories) 

that led to the serious incident 

Evidence Gathering Paper People Parts Places  

Theory 1     

Theory 2     

Theory 3     

Theory 4     

Theory 5     

 

Table 2 - Case Investigator - update timeline document below detailing the company investigation. 

Date (and time 

where relevant) 

Event 

 e.g. Practice  

 e.g. Clinical Governance and Performance notified commissioner 

 e.g. Request for information from IT supplier, other stakeholder 

  

  

  

  

 

We will use timelines to view the whole incident in one diagram as below: 

 

Table 3 - Case Investigator – update timeline document below detailing the events surrounding the 

incident. 

Data and time      

Event      

Staff involved      

Details      

Additional 

information 
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required 

Good practice      

Care delivery 

problems 

     

 

We will make recommendations using the process below: 

Table 4 – Recommendations made to mitigate risk 

 Action 1 Action 2 Action 3 Action 4 Action 5 

Root CAUSE 

 

     

EFFECT on Patient 

 

     

Recommendation 

 

     

Action to Address Root Cause 

 

     

Level for Action   

(Org, Direct, Team) 

     

Implementation by: 

 

     

Target Date for Implementation 

 

     

Additional Resources Required   

(Time, money, other) 

     

Evidence of Progress and 

Completion 

     

Monitoring & Evaluation 

Arrangements  

     

Sign off - action completed date: 

 

     

Sign off by: 
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Appendix 3 - Standard Operating Procedure - Issues and Incidents 

The are no definitive lists for the classifications below and each Issue will have unique factors. This 

document is intended to be used by Clinical Governance & Performance Leads (CGPLs) and 

administration staff to support them in the process of collating, documenting and reviewing the 

pertinent facts and provides guidance around classification. For further advice on classification, 

contact the Chief Governance Officer (CGO).  

The are 2 types of reporting forms and 4 classifications used by Primary Eyecare Services. There may 

be occasions where an Issue is upgraded or downgraded depending on the information received 

from the initial investigation. The forms have a similar structure allowing CGPLs to easily move from 

one to another as appropriate. 

The 2 reporting forms are listed below and can be accessed in sharepoint.  

• CGPL Report / Service Issues Form 

• Significant Event / Incident Report.  
 

CGPL Guidance 

• If there is any outstanding risk to patient safety e.g. delayed referral, then this must be 
prioritized to ensure any necessary actions have been completed. 

• Add the Issue to the log and obtain a reference number from the log add this to report form. 
This reference is to be used as a file name when saving the report. 

• Complete the appropriate form and email this to the CGO to review. If you suspect the Issue 
may be a significant event or Serious Incident, then contact CGO on the same day. 

• The forms follow three themes 
o Description of Issue – List the facts in bullet point form 
o Immediate Action Taken 

▪ Detail any actions to ensure patient safety 
▪ Detail any information gathered from initial investigation. This may include 

info from the IT provider, optical practice staff, patient, etc. 
o Next steps –  

▪ Detail any updated comms sent out 
▪ Detail any additional action taken to reduce the likelihood of this occurring 

again. 

• CGO may want to discuss this and arrange a telephone call to review the facts. 

• Always consider ‘Duty of Candour’ and be open and honest with the patient. This needs to 
be documented within the report. If any queries then discuss with CGO. 
 

Classification 

CGPL Report – Any service Issue that has come to the attention of Primary Eyecare Services 

but investigation reveals that the service has been delivered correctly by Primary Eyecare 

Services. CGPL Reports can also be used to document any information e.g. a patient has 

raised a concern about hospital. 

Service Issue – Any service Issue that has come to the attention of Primary Eyecare Services 

but investigation reveals that the service has not been delivered correctly by Primary 

Eyecare Services.  
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Significant Event – If initial investigation shows a risk of patient harm or a failure affecting 

patient safety then this is likely to be classified as a significant incident e.g. delay in urgent 

referral, significant delay in routine referral, delay affecting multiple referrals. 

Serious Incident (SI)– Incidents where the potential for learning is so great, or consequences 

to patients, family, staff are so significant that they warrant using additional resources to 

mount a comprehensive response. Commissioners will need to be informed within 2 

working days of the company becoming aware of a serious incident. If you suspect you may 

have been alerted to an SI then contact Chief Governance Officer for further advice. If you 

are unable to contact the CGO due to illness / annual leave, then contact Chief Operating 

Officer or Chief Clinical Officer. 

The matrix below contains examples from the Serious Incidents Framework 2015, these are 

not specific to risks within optical practices so should only to be used as guidance to help 

with initial classification. 

Serious Incidents (SI) Significant Event - Patient Safety Incident  

Drug related deaths due to any substance misuse 
including alcohol and prescribed or over the counter 
purchased substances. 

Patient identification errors 

Falls from poorly unrestricted window – NEVER EVENT Equipment failure or misuse which causes minor or 
no harm to an individual (patient, staff, student or 
visitor) on NHS/Independent Contractor premises  

Unexpected or avoidable injury to one or more people 
that has resulted in serious harm 

A minor breach of confidentiality 

Unexpected or avoidable injury to one or more people 
that requires further treatment by a healthcare 
professional in order to prevent the death of the 
service user; or serious harm; 

Security incident including the theft of property or 
personal belongings, minor damage or Threat to the 
providers property and trespass or unauthorised 
access  

Actual or alleged abuse A minor error by a member of staff or contractor 

An incident (or series of incidents) that prevents, or 
threatens to prevent, an organisation’s ability to 
continue to deliver an acceptable quality of healthcare 
services 

Clinical event, occurrence or complication 
associated with the diagnosis and treatment of 
patients which are either unexpected or unintended 

Serious prescribing dispensing errors  Minor verbal abuse directed at staff, visitors, 
patients or contractors 

All errors relating to controlled drugs Moving and handling irregularity or error which 
leads to minor or no harm to staff or patient 

Breach of confidentiality Slips, trips and falls 

Media or reputation risk Communication failure  

Incidents involving safeguarding children or vulnerable 
adults when you feel the involvement of you or your 
team has led to poorer outcome for the child or adult. 

Minor sharps injury 

 Property loss or damage 

 Health records irregularity or error. This includes 
records not available when needed, any electronic 
health record irregularity or error and 
documentation and recording errors.  

 Test result delays or irregularities which cause minor 
or no harm to patients  
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Appendix 4 – Never Events Matrix 

 

Categories Never Event 

Surgical – unlikely in optical practice as 

optometrists do not perform surgery. It may be 

necessary to notify another organization if a 

patient is identified as having wrong site / eye 

surgery e.g cataract surgery.  

Wrong Site Surgery 

Wrong Implant / prosthesis 

Retained foreign object post procedure 

Medication – unlikely in optical practice as 

optometrists do not have access to the 

medications in the Never Events list  

Mis-selection of a strong potassium solution 

Administration of medication by the wrong 

route 

Overdose of insulin due to abbreviations or 

incorrect device 

Overdose of methotrexate for non-cancer 

treatment 

Mis-selection of high strength midazolam 

during conscious sedation 

Mental Health – unlikely in optical practice. Failure to install functional collapsible shower or 

curtain rails 

General – Falls from poorly restricted windows 

are the most likely scenario that will lead to a 

never event in optical practices. See guidance 

below  

Falls from poorly restricted windows 

Chest or neck entrapment in bed rails 

Transfusion or transplantation of ABO-

incompatible blood components or organs 

Misplaced naso- or oro-gastric tubes 

Scalding of patients 

Unintentional connection of a patient requiring 

oxygen to an air flowmeter 

 

Falls from poorly restricted windows  

This applies to:  

• windows ‘within reach’ of patients; this means windows (including the window sills) that are within 

reach of someone standing at floor level and that can be exited/fallen from without needing to move 

furniture or use tools to climb out of the window  

• windows located in facilities/areas where healthcare is provided and that patients can and do access  

• where patients deliberately or accidentally fall from a window where a fitted restrictor is damaged or 

disabled, but not where a patient deliberately disables a restrictor or breaks the window immediately 

before they fall  

• where patients can deliberately overcome a window restrictor using their hands or commonly 

available flat-bladed instruments as well as the ‘key’ provided.  
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Service User Consent and Engagement Policy 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to deliver excellent eye care in the local 

community. 

 

The organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact within the Organisation. 

 

Intended audience 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

 

The organisation defines service user consent as a person (“service user”) giving their permission 

before receiving any type of medical treatment.  For the purpose of this policy, consent is considered 

to be given by service users to the staff of the organisation’s subcontractors.   

 

Clinical consent 

 

The organisation requires its subcontractors to ensure that their staff obtain consent from service users 

for any procedure undertaken including: 

• Assessment 

• Examination 

• Treatment 

• Referral (as necessary).  

 

Service users can provide consent: 

• implicitly or explicitly  

• Verbally 

• Non-verbally or; 

• In writing.  

 

Consent must be given: 

• Voluntarily 

• In an informed manner and; 

• By a person with the mental capacity to do so.   

 

The organisation’s policy whereby a service user does not possess the mental capacity (the ability to 

understand and use information) to make a decision about their treatment is that subcontractor staff 

can give treatment if they believe it is in the service user’s best interests. The organisation maintains a 

‘Safeguarding Adults, Mental Capacity Act and Deprivation of Liberty Safeguards Policy’ 
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The organisation requires its subcontractors to ensure consent is sought from children under sixteen, in 

addition to that of the child’s parent or person with parental responsibility, when the child is deemed 

sufficiently competent to do so (Gillick competence).  Where this is not possible the consent of the 

child’s parent or person with parental responsibility should be sought.  

 

The organisation will follow guidance from the College of Optometrists on consent.  

 

The organisation considers that patients using the service have the right to determine what is 

happening to them throughout their treatment period and must be kept adequately informed 

throughout by subcontractors’ staff.  The organisation’s policy is that clinicians have a moral and 

legal duty to give service users a basic overview of their condition, the likely outcome of their 

condition and their treatment options. 

 

Information consent 

 

The organisation’s policy is that its subcontractors must have a data handling policy according to the 

Data Protection Act 2018 and Freedom of Information Act 2000 freely available, stating that patients 

will need to provide the practice with their consent if the patient wishes the subcontractor to pass their 

information to another health care professional. 

 

The organisation will display a notice on its website stating that it adheres to the Data Protection Act 

2018 and will not pass service user’s personal information to a third party without their consent unless 

there is a clear public interest duty to do so.   

 

The organisation requires its subcontractor practices to ensure appropriate consent is obtained when 

required for all contacts with patient confidential information.  It must be in the service user’s clear 

interest or they must give explicit consent for record cards to be shown, copied or given to other parties. 

 

Please see the organisation’s Data Protection and Privacy Policy for more information on the data that it 

holds about service users. https://primaryeyecare.co.uk/privacy-policy/  

 

Service user engagement 

 

The organisation requires its subcontractors to engage with service users in order to ensure excellent 

patient experience. The Organisation wants its service users to feel that they genuinely have the 

opportunity to influence their patient outcomes. 

 

Service user engagement leads to better communication, enhanced patient confidence, and helps to 

develop subcontractor staff skill-sets. The organisation aims for its service to be fully inclusive and 

outcomes-focused, both now and in the long term, and sees service user engagement as essential to 

achieving this.  

 

The organisation collects patient feedback by SMS, only patients that have consented to receive the 

patient feedback survey will receive the survey. The organisation may employ other methods for patient 

feedback where this has been agreed with commissioners, this may include an online form, telephone, 

and paper forms 

 

https://primaryeyecare.co.uk/privacy-policy/
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All the organisation’s subcontractor practices are well established local practices and hold the General 

Ophthalmic Services contract, with their staff engaging with local patients every business day. By 

utilising a network of local optical practices, the Organisation draws upon existing service user 

engagement skills and experience.   

 

The organisation’s Service User Consent and Engagement Policy will be reviewed annually. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  



 

160 
 

Specialist Data Security and Protection Plan 

 
Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to deliver excellent eye care in the local 

community.  

The organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact. 

Introduction 

The organisation recognises that a Data Security and Protection Plan is necessary to ensure that it is 

best placed to deal with the specialist nature of data incidents. Data Security is essential for protecting 

patients and ensuring that the organisation maintains its reputation, and that commissioners are 

confident that we are fulfilling our responsibilities. This plan is designed to prepare our response to data 

incidents so that we may mitigate the effects of these as best as possible.  

Purpose 

The purpose of this plan is to ensure that the organisation’s staff implement the specialist data 

security and protection plan following a serious data incident and ensure that the business continues 

for the benefit of our patients.  

Audience 

The audience of this policy is: 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

• NHS England and other commissioners 

• Patients 

• Other stakeholders. 

• Subcontractors 

 

Distribution plan 

The policy is provided to all staff. It is used to demonstrate contract compliance to NHS commissioners 

and it is available to view on request to any other interested party. 

Training plan and support 

Training will be as per the organisation’s Data Security and Protection Policy. In addition, organisation 

management and the information lead will conduct regular sessions ‘testing’ this plan to ensure that 

staff implement it correctly in the event of a real incident. Subcontractor optical practices provide 

assurance through the completion of the Data Security and Protection Toolkit (DSPT). 

Roles and responsibilities 

All staff are responsible for ensuring that patients’ information rights are understood and that requests 

are processed correctly and within correct time periods. Staff management and the information lead 

hold the ultimate responsibility for ensuring that the organisation is meeting its requirements. 
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Process/Procedure 

Staff use the following matrix to determine the likelihood and impact of a data security incident: 

 

Risk Assessment descriptors:   

Use the descriptors below to assess the Likelihood of a risk occurring 

Score 5 4 3 2 1 

Descriptor  Probable Possible Unlikely Rare Negligible 

Likelihood of 

occurrence 

More likely to 

occur than not 

Reasonable 

Chance of 

occurring 

Unlikely to occur Will only occur in 

rare 

circumstances 

Will only occur in 

exceptional 

circumstances 

>50% chance 50% to 5% 5% to 0.5% 0.5% to 0.05% 0.05% to 0.005% 

>1 in 2 chance 1 in 20 chance 1 in 200 chance 1 in 2000 chance 1 in 20,000 

Risk Impact:  

Use the descriptors below to assess the Impact severity if a risk occurs 

Score 5 4 3 2 1 

Descriptor Catastrophic Major Moderate Minor Insignificant 

Severity of 

Impact 

Permanent loss 

of core service or 

facility 

Sustained loss of 

service which 

has serious 

impact on 

delivery of 

patient care 

Some disruption 

in service with 

unacceptable 

impact on 

patient care. 

Non-permanent 

loss of ability to 

provide a service 

Short term 

disruption to 

service with 

minor impact on 

patient care 

Interruption in a 

service which 

does not impact 

on the delivery of 

patient care or 

the ability to 

continue to 

provide a service. 

 

Data security Improvement Plan 

 

 

 

 

 

 

 

 

Record the likelihood and impact of potential hazards and /or threats together with the recovery time 

frame options. 

   Estimated Time Mitigation  Comments 

Hazard or threat Likelihood Score Impact Score 
 

(24 hours or more) 
 

Loss of computer 

systems 

1 1 2-24 hours All data is backed up 

on sharedrive.  

All computers are 

password protected 

Loss of the 

telephone system 

2 1 1-5 days 

 

Replace with mobile 

communication. 

Arrange for call 

divert 

Human error 2 3 1-5 days Data Security 

Awareness training 

implemented across 

all staff 
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In the event of a data incident occurring the following plan is to be used: 

 

 

 

Incident Occurs 

↓ 

organisation reports to local reporting systems 

↓ 

Inform patient of serious incident management in process – ideally within three days 

                                         ↓ 

Grade incident (grading chart below) 

↓ 

Notify commissioning body within two working days 

↓ 

Incident reported on Serious Incident Reporting and Learning Framework within two working 

days 

↓ 

Consult commissioner as necessary over grading 

↓ 

The organisation to establish appropriate investigation 

↓ 

Undertake investigation communicating with relevant local health bodies, patients and carers if 

applicable 

↓ 

Develop action plan 

↓ 

Submit incident investigation report to commissioner 

↓                                 ↓ 

            Implement action plan   →   Commissioner closes incident  

                     ↓ 

          Share lessons learned if appropriate 

                     ↓ 

                           Review actions taken 
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The grading chart below is used to determine post-incident action: 

 

Incident  

Grade  

Example Incidents  

 

Investigation  

Grade and action  

Timeframe  

 

1 Data loss and 

information security.  

Investigation Level 1: 

 

Concise root cause analysis (RCA) for both  

No Harm and Low Harm and/or where the 

circumstances are very similar to other 

previous incidents.  

 

A concise RCA will enable the Organisation to 

ascertain whether unique factors exist, thus 

focusing resources on implementing service 

improvement. 

 

Investigation Level 2: 

 

Comprehensive RCA for incidents causing 

moderate to severe harm or death.  The 

Organisation’s policy is this will be the default 

investigation level for grade 1 incidents. 

 

The Organisation may seek advice and 

services from specialist external sources as 

required.   

 

The Organisation to 

submit initial report 

within two working days. 

 

The Organisation will 

submit completed 

investigation within 45 

working days. 

2 Data loss and 

information security 

(DH Criteria level 3-5). 

Comprehensive RCA.  

 

Initial report within 2 

working days. The 

Organisation will submit 

a completed 

investigation within 60 

working days.  

Selected grade 2 

incidents 

 

These might include 

major systemic failure 

with multiple 

stakeholders. 

 

 

Investigation Level 3: 

 

Independent RCA. 

Initial report within 2 

working days. 

Independent 

investigators should be 

commissioned to 

complete an 

investigation  

within 6 months  

 

 

Monitoring of compliance and effectiveness of implementation 

Organisation management and the information lead monitor staff to ensure familiarity with this 

process. Any gaps in knowledge are addressed through training.  

 

The specialist Data Security and Protection Plan is reviewed annually.  
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Subject Access Request SOP 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to deliver excellent eye care in the local 

community.  

 

The organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact. 

 

Summary 

This is a guide on how to manage subject access requests under General Data Protection Regulation 

(GDPR) within the organisation. 

Introduction 

The GDPR extends to all data subjects a right of access to their own personal data as well as other 

supplementary information. This is known as a subject access request (SAR). A request from a data 

subject for information that the Practice holds about them can be made verbally or in writing.  

 

It is important that all members of staff are able to recognise that any request made by a person for 

their own information is likely to be a valid subject access request, even if the individual does not 

specifically use this phrase in their request or refer to the GDPR. In some cases, an individual may 

mistakenly refer to the “Freedom of Information Act” but this should not prevent the Practice from 

identifying the request as being made under the GDPR if appropriate.  

 

Making a Subject Access Request 

A Subject Access Request can be made by contacting the organisation. 

• Email: info@primaryeyecare.co.uk 

• Telephone: 0330 1281544 

 

Optical Practice Staff 

If a Subject Access Request is made at an optical practice then patients should be given the contact 

details above and optical practice staff are required to notify the organisation within 1 working day. This 

can be reported to the organisation using the online reporting tool. 

 

 

 

 

 

 

What is an individual entitled to? 

An individual is only entitled to their own personal data, and not to information relating to other people 

(unless the information is also about them or they are acting on behalf of someone). Therefore, it is 

important to establish whether the information requested falls within the definition of personal data. 

 

Optical Practice Staff Online Reporting Tool Primary Eyecare Services 

mailto:info@primaryeyecare.co.uk
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Individuals have the right to obtain: 

• confirmation that you are processing their personal data; 

• a copy of their personal data. 

 

In addition to a copy of their personal data, the organisation will also provide individuals with the 

following information: 

• the purposes of your processing; 

• the categories of personal data concerned; 

• the recipients or categories of recipient you disclose the personal data to; 

• your retention period for storing the personal data or, where this is not possible, your criteria 

for determining how long you will store it; 

• the existence of their right to request rectification, erasure or restriction or to object to such 

processing; 

• the right to lodge a complaint with the ICO or another supervisory authority; 

• information about the source of the data, where it was not obtained directly from the 

individual; 

• the existence of automated decision-making (including profiling); and 

• the safeguards you provide if you transfer personal data to a third country or international 

organisation. 

 

The organisation’s privacy notice can be found on its website http://primaryeyecare.co.uk/privacy-

policy/ 

Timescale for response 

The SAR must be processed without undue delay and at the latest within one month of receipt. The 

time limit is calculated from the day after the request is received (whether the day after is a working day 

or not) until the corresponding calendar date in the next month. If this is not possible because the 

following month is shorter (and there is no corresponding calendar date), the date for response is the 

last day of the following month. 

If the corresponding date falls on a weekend or a public holiday, the organisation has until the next 

working day to respond. This means that the exact number of days taken for the organisation to comply 

with a request varies, depending on the month in which the request was made. 

The deadline to respond may be extended by a further two months if the request is complex or a number 

of requests have been received by the individual. If this occurs, the individual will be informed within 

one month of receiving their request, explaining why the extension is necessary.  

 

Procedure 

Once received, a SAR application should be recorded in the subject access request log and passed to 

the GDPR lead. 

 

If there are any doubts about the identity of the person making the request, more information should 

be obtained. You should ask for enough information to judge whether the person making the request 

is the individual to whom the personal data relates whilst at the same time being reasonable. This could 

be by: 

1. a phone conversation with the individual to ask them questions based on the data which you 

hold – questions to which only the real subject would know the answer; or 

http://primaryeyecare.co.uk/privacy-policy/
http://primaryeyecare.co.uk/privacy-policy/
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2. asking for proof of identity such as a photocopy of driving license or passport. 

 

The period for responding to the request begins when the additional information is received. 

 

The GDPR lead will ensure that the requested data is collected within the specified time frame. This 

includes: 

• Collecting the data specified by the data subject, or 

• Searching all databases and filing systems within the Practice including all back up and archived 

files and all email folders and archives. The GDPR lead maintains a data map that identifies 

where all data in the Practice is stored. 

 

Third parties 

The GDPR lead reviews all documents that have been found to identify whether any third parties are 

present in it. Information does not have to be provided if it would mean disclosing information about 

another individual who can be identified from that information, except if: 

• the other individual has consented to the disclosure; or 

• it is reasonable to comply with the request without that individual’s consent. 

 

In determining whether it is reasonable to disclose the information, all of the relevant circumstances 

must be taken into account, including: 

• the type of information that we would disclose; 

• any duty of confidentiality we owe to the other individual; 

• any steps we have taken to seek consent from the other individual; 

• whether the other individual is capable of giving consent; and 

• any express refusal of consent by the other individual. 

 

This decision will involve balancing the data subject’s right of access against the other individual’s rights 

and a record of the balance test should be made. 

 

Refusal of a request 

A subject access request can be refused if it is manifestly unfounded or excessive, taking into account 

whether the request is repetitive in nature. A “reasonable fee" can be requested to deal with the request 

or the request can be refused. This decision needs to be justified and a record kept. 

 

The reasonable fee is based on the administrative costs of complying with the request and the individual 

will be contacted promptly and informed. The request does not need to be complied with until the fee 

has been received. 

 

If the request is refused, the individual must be informed without undue delay and within one month of 

receipt of the request. This will include: 

 

• the reasons we are not taking action; 

• their right to make a complaint to the ICO or another supervisory authority; and 

• their ability to seek to enforce this right through a judicial remedy. 

 

We will also provide this information if we request a reasonable fee. 
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Transfer and Discharge Policy 
 
Overview 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to delivering excellent eyecare in the 

local community. 

 

The organisation’s clinical governance and performance lead will be the coordinating commissioner’s 

main point of contact. 

 

Intended audience 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

 

The organisation recognises the importance of discharge as a key component of high quality care, and 

its responsibility to maintain and to implement a safe Transfer and Discharge Policy. 

 

The organisation will offer patients a copy of each item of correspondence relating to their care 

provision sent to the patient’s GP and/or referrer. These copies will be sent to the patient at the same 

time as the originals, where requested. 

Discharge will occur when the clinician and the patient agree that treatment has optimised progress 

towards or has achieved goals and delivered optimal clinical outcomes. 

Discharge will not occur when this would not be in accordance with good clinical practice or good 

health and social care practice.  will make best efforts to avoid circumstances and discharges likely 

to lead to emergency re-admissions or recommencement of care. 

 

Key aims 

The organisation’s key aims of its Transfer and Discharge Policy are that: 

• All patients experience well-organised, safe and timely discharge from services with an agreed, 

smooth transfer to their GP or self care.  

• Each patient is encouraged and supported in self care. 

• There is effective and timely involvement of patients and relatives in discharge planning.  

• Patient outcomes are improved through promoting understanding of, and concordance with, 

follow-up arrangements and discharge medication.   

 

Failed To Engage (FTE) & Failed To Attend (FTA) 

Some Service Users may fail to engage or remain engaged with services. They may do this because 

they do not recognise that they are ill, the services offered to them are not what they would choose 

or accept or because they make a choice to disengage.  

The organisation recognises that providing an appropriate response when Service Users fail to attend 
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for appointments or do not respond to appointment requests is a key component to ensuring safe 

and effective care. This policy sets out the standard procedures clinicians and staff are required to 

follow to ensure an appropriate response. 

Failed To Engage (FTE) 

• 1st Attempt - direct contact by telephone, where contact is not made the clinician / staff must 

leave a message for the patient to contact the service and document this on the patients 

record 

• 2nd Attempt - direct contact by telephone, where contact is not made the clinician / staff must 

leave a message for the patient to contact the service and document this on the patients 

record 

• 3rd Attempt – letter to be sent to patient’s home address requesting patient to contact the 

practice and book in for an appointment, a copy of the letter and date of posting should be 

retained in the patients record. If the patient does not engage within 7 days, then the clinician 

/ staff should close the patients record on the IT system. This will generate a discharge letter 

to the patients GP. 

Failed To Attend (FTA) 

• 1st FTA - Attempt direct contact by telephone on the same day to ascertain the reasons and 

assess clinical risk. Where the patient has been contacted and wishes to proceed, rebook the 

patient as clinically appropriate. 

• 2nd FTA - Attempt direct contact by telephone on the same day to ascertain the reasons and 

assess clinical risk. Where the patient has been contacted and wishes to proceed, rebook the 

patient as clinically appropriate. 

• 3rd FTA – Clinician / Staff should close the patients record on the IT system. This will generate 

a discharge letter to the patient and their GP. 

If a patient cannot be contacted following the 1st or 2nd FTA, clinicians and staff should follow the FTE 

process. 

Clinicians should consider the patients capacity and any potential safeguarding concerns when 

discharging a patient following FTE or FTA.   

 

Discharge reports and correspondence 

On discharge, a letter will be sent to the patient’s GP and/or secondary care professional according 

to the timescales, as per local protocol.  

 

At the point of discharge, the accredited optometrist will produce a discharge report, conforming to an 

agreed standardised format and minimum data set. This will form part of the patient’s integrated health 

record and will be available to all members of the integrated eye team. 

 

This Transfer and Discharge Policy will be reviewed annually. 
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Whistleblowing Policy 
 

Primary Eyecare Services (“the Organisation”) has been established to specifically act as the lead for a 

network of local optical practices (“subcontractors”) dedicated to deliver excellent eye care in the local 

community.  

 

The organisation appoints a clinical governance and performance lead who will be the coordinating 

commissioner’s main point of contact for whistleblowing. The organisation has named Rupesh Bagdai 

as its Freedom to Speak Up Guardian.   

 

Intended audience 

 

All personnel delivering services through the organisation, this includes but is not limited to the list 

below 

• All staff used by the organisation, this includes any person who is directly employed, self-

employed or providing services under a temporary contract. 

• All staff used by subcontractor practices, this includes any person who is directly employed, 

self-employed or providing services under a temporary contract. 

 

1. Introduction 

 

1.1 Staff are often the first to realise that there may be something wrong within an organisation.  

Normally, the organisation would expect our employees (staff) to raise any concerns they have 

with their employer/line manager; however, they may not because they feel they would be 

disloyal to their colleagues or to the practice.  They may also fear harassment or victimisation.  

Our staff must feel they can highlight genuine concerns over malpractice, wrongdoing, fraud, 

suspected criminal activity, danger to health and safety and damage to the environment without 

reproach.  Practice staff must have confidence that their concerns will be treated correctly 

throughout the process. In accordance with this the organisation has a named Freedom to 

Speak Up Guardian. 

 

1.2 The organisation is committed to the highest possible standards of openness, probity and 

accountability.   

 

1.3 This policy makes it clear that openness is encouraged and that staff can raise concerns without 

fear of victimisation, subsequent discrimination or disadvantage.  The policy is intended to 

encourage and enable staff to raise concerns within the organisation rather than overlooking a 

problem, feeling pressured or having to raise the issue with a third party (unless this is 

necessary) 

 

1.4 The policy applies to all staff and those such as locums working for us on our premises.  It also 

covers our provision of services to patients in their home environment. 

 

1.5 These procedures are in addition to the organisation’s complaints procedures and other 

statutory reporting procedures.  The organisation recognises that whistleblowing is not the 

same as a complaint.  The organisation has a separate Complaints Policy in place.  Patients with 

concerns should follow this policy.  
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1.6 All staff should be aware of the existence of these procedures. The organisation ensures that 

neither contracts of employment and/or services will prevent or inhibit its staff making any 

protected disclosure as defined by section 43A of the Employment Rights Act 1996. 

 

1.7    The organisation believes that provision for whistleblowing is essential to ensure that: 

 

• Patient safety remains paramount at all times. 

• The service is delivered according to contract specifications and expectations. 

• Problems do not become entrenched. 

• Safeguarding issues are not neglected. 

• Cover-ups do not arise. 

 

The organisation supports the principles of the NHS’s ‘Speaking Up Charter’.   

 

2. AIMS AND SCOPE OF THIS POLICY 

 

2.1 This policy aims to: 

• Encourage staff to feel confident in raising concerns and to question and act upon concerns 

about practice;  

• Provide a framework within which staff can raise those concerns and receive feedback on any 

action taken; 

• Reassure staff that they will be protected to the best of the organisation’s ability from possible 

reprisals or victimisation if the organisation has a reasonable belief that any of its staff have 

made a disclosure in good faith. 

(Please note that legal protection from reprisals and victimisation extends to employed 

members of staff only.  Self-employed locums cannot be offered the same level of protection 

by the practice) 

 

2.2 The policy is intended to cover major concerns that fall outside, or in a particular instance do 

not appear to have been properly addressed within, the scope of other procedures.  These include:  

• Conduct which is an offence or a breach of the law, including breaches of written practice policy. 

• The performance of staff members including temporary staff such as locums. 

• Health and safety risks, including risks to the public as well as other staff. 

• The unauthorised use of practice funds. 

• Possible fraud and corruption.  

• Sexual or physical abuse of clients and other staff, or 

• Other unethical conduct. 

(Employees wishing to lodge a grievance relating to their own employment with the 

organisation should use the procedure outlined in their contract of employment). 

2.3 Therefore, any serious concerns staff have about any aspect of service provision or the conduct 

of colleagues can be reported under this Raising Concerns (Whistleblowing) Policy. This may be 

about something that:  

• Makes staff feel uncomfortable in terms of known standards, experience or the standards staff 

believe the practice subscribes to; or 

• Is against the practice’s policies; or 

• Falls below established standards of practice; or 
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• Amounts to improper conduct. 

2.4 This policy does not replace the Patient Complaints Procedure. 

 

3. SAFEGUARDS - HARASSMENT OR VICTIMISATION 

 

3.1 The organisation is committed to good practice and high standards and aims always to be 

supportive of all employees. 

 

3.2 The organisation recognises that the decision to report a concern can be a difficult one to make, 

especially for staff who are newly employed.  If what a member of staff is saying is true, or they 

have suspicions that are reasonable, they will have nothing to fear because they will be doing 

a duty to the practice and to those for whom we are providing a service. 

 

3.3 The organisation will not tolerate or allow any form of harassment, victimisation or 

discrimination and will take appropriate action to protect staff when concerns are raised in good 

faith.  If there are any intimidating threats or instances of 

harassment/victimisation/discrimination against a ‘whistleblower’ the practice will take 

appropriate disciplinary action against the individual(s) concerned. 

 

4. CONFIDENTIALITY 

 

4.1 All concerns will be treated, as far as possible, in the strictest confidence and every effort will 

be made not to reveal staff identity if so wished.  However, if staff concerns require any further 

action, individuals may at some future date have to act as a witness and/or provide evidence.  

We will let the concerned member of staff know in advance if this is likely to be necessary. 

 

5. ANONYMOUS ALLEGATIONS 

 

5.1 This policy encourages staff to put their names to allegations whenever possible.  Concerns 

expressed anonymously are much less powerful but will be considered at the discretion of the 

practice. 

 

a. In exercising this discretion the factors to be taken into account would include:  

• The seriousness of the issues raised; 

• The credibility of the concern; and 

• The likelihood of being able to confirm the allegation/s from attributable sources. 

 

 

6. UNTRUE ALLEGATIONS 

 

6.1 If a member of staff makes an allegation in good faith, but it is not confirmed by the 

investigation, no action will be taken against the member of staff.  If, however, a member of 

staff makes an allegation frivolously, maliciously or for personal gain, disciplinary action may be 

taken against the person. 
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PROCEDURE 

7. HOW TO RAISE A CONCERN 

 

7.1 Staff should raise concerns with the clinical governance and performance lead.  This depends, 

however, on the seriousness and sensitivity of the issues involved and who might be involved. 

 

7.2 Staff are encouraged to raise concerns in writing wherever possible.  A member of staff who 

wishes to make a written report is invited to use the attached Form at Appendix 1 which enables 

staff to identify: 

• The background and history of the concern (giving relevant dates). 

• The reason why staff are particularly concerned about the situation. 

7.3 The earlier staff express their concerns the easier it is to take action. 

 

7.4 Although staff are not expected to prove beyond doubt the truth of an allegation, they will need 

to demonstrate to the person contacted that there are reasonable grounds for concern. 

 

7.5 Staff may wish to consider discussing their concerns with a colleague or staff representative 

body (if appropriate) first as they may find it easier to raise the matter through someone they trust. 

 

7.6 Staff may invite a friend or colleague to be present during any meetings or interviews in 

connection with the concerns they have raised. 

 

8. HOW THE ORGANISATION WILL RESPOND 

 

8.1 The practice will respond to all staff concerns.  However staff should be aware that investigating 

concerns is not the same as either accepting or rejecting them. 

 

8.2 Where appropriate, the matters raised may: 

• Be investigated by appropriate management representatives, internal audit, or through the 

disciplinary process. 

• Be referred to the Police. 

• Be referred to the Independent Safeguarding Authority. 

• Be referred to the local Child Protection Team. 

 

For professional staff in addition: 

• Be referred to the General Optical Council; and/or 

• Be referred to the commissioning body. 

8.3 Some concerns may be resolved by agreed action without the need for investigation.  If urgent 

action is required this will be taken before any investigation is conducted. 

 

8.4 Within 5 working days of a concern being raised, the organisation will write to the concerned 

member of staff in confidence: 

• Acknowledging that the concern has been received. 

• Indicating who will deal with the matter. 

• Giving an estimate of how long it will take to provide further information. 

• Telling the staff member whether further investigation will take place and if not, why not.  
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Every effort will be made to ensure that concerns are dealt with as speedily and confidentially 

as possible and concerned staff are kept informed of progress made. 

 

8.5 If necessary, the practice will seek further information from staff.  Where any meeting is 

arranged, away from the practice if, a member of staff wishes, they can be accompanied by a 

friend or colleague. 

8.6  The organisation accepts that staff need to be assured that the matter has been properly 

addressed.  Thus, subject to legal constraints, we will inform the concerned member of staff of 

the outcome of any investigation. 

 

9. THE RESPONSIBLE PERSON 

 

9.1 The Freedom to Speak Up Guardian has overall responsibility for the maintenance and 

operation of this Policy.  He will maintain a record of concerns raised and the outcomes (but in 

a form which does not endanger staff confidentiality) and will report as necessary to others 

within the organisation. 

 

10. WHAT TO DO IF CONCERNS REMAIN 

 

10.1 This Policy is intended to provide staff with an avenue within the organisation to raise concerns.  

We hope staff will be satisfied with any action taken. If they are not, they may feel it is right to 

raise the matter outside the practice.  If staff do take the matter to an outside person or body, 

they should ensure that they do not disclose confidential information. 

 

10.2 If staff concerns relate to the owner/principal of the organisation or, as a professional person, 

to the performance of a professional colleague, staff may not feel comfortable discussing these 

concerns within the organisation.  In this situation it might be appropriate to discuss staff 

concerns, without naming the individual concerned, with; 

• A more senior professional colleague 

• An officer of the Local Optical Committee (LOC) eg. the chairman or secretary 

• Staff representative or professional body 

• A local optometric adviser; or 

• Another suitable person 

• The Public Concern at Work4 helpline 

 

As a result of this discussion it might then be felt appropriate for staff to raise staff concerns with the 

commissioning body or the GOC. This policy will be renewed annually. 

 

 
• 4 Public Concern at Work is a charity.  They provide confidential independent telephone advice, free 

of charge, to people who have concerns about issues at work but are not sure whether or how to 
raise their concern.  They may be contacted on 020 7404 6609 or email on helpline@pcaw.co.uk 

• http://www.pcaw.co.uk/individuals/individuals.htm  

mailto:helpline@pcaw.co.uk
http://www.pcaw.co.uk/individuals/individuals.htm

