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Commissioning for Quality and Innovation (CQUIN) 2016/17- FINAL AGREED 
SCHEME  

 
CQUIN Table 1:  Summary of goals 
Total fund available:  £3,441,000 (estimated) 

 
  Goal weighting  

(% of CQUIN scheme 
available) 

Expected 
financial value 
of Goal (£) 

1 Crisis Care pathway (two year; 
inc. RAID 72-hr follow up in year 
1)) 

25 860,250 

2 Care & Treatment Reviews:  
(A) CAMHS (5%)  
(B) Learning Disabilities (10%) 

15 516,150 

3 NHS staff health and wellbeing 
(national) 

30 1,032,300 

4 Improving physical healthcare to 
reduce premature mortality in 
people with severe mental 
illness  (national) 

20 688,200 

5 Diabetes 10 344,100 

  100.00% 3,441,000 
 
 
 

Name of scheme 1. CRISIS CARE PATHWAY DEVELOPMENT – AGREED  
Trust HPFT 
Indicator weighting 25% 
Outcome intended This CQUIN is intended to support the Hertfordshire Crisis Care Concordat 

action plan, to improve crisis care pathways across the system; improve 
crisis care planning with service users and carers; reduce the incidence of 
repeat crisis; and enable HPFT to improve its understanding of how system-
thinking can support its planning for and response to crisis. 
 
 

Background HPFT has crisis response and support across a range of service areas: 
• RAID/liaison psychiatry (Lister/Watford hospitals) 
• CATT team (adults) 
• C-CATT (children & young people) 
• S.136 suites 
• Street triage (working with Herts Police) 
• Helpline 
• Community teams (Specialist Treatment Teams/Targeted Treatment 

Teams) 
• Single Point of Access 
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A review undertaken on behalf of the Crisis Care Concordat Partnership 
Group during the summer of 2015 found that the join-up between these 
areas could be improved, to better support service users and carers and 
reduce  
(a) repeat crisis; 
(b) unnecessary admissions; and to improve service users’ confidence and 
resilience through better crisis contingency planning. 
 
Engagement with service users in November 2015 provided the following 
feedback in relation to care planning generally: 
 
• “Everyone should have a care plan.  
• The planning process clearly explained beforehand.  
• The plan should offer information about what is available locally.  
• Care plans should be developed in partnership.  
• Care plans should be flexible yet structured  
• Professionals listen to what service users say.  
• Service users are helped to work through that the service user knows 

that helps them.  
• Service users feel fully engaged in care planning  
• A service user feels that they are talked ‘to’ and not ‘about’.  
• Where appropriate, psychiatrists should be involved in care planning. 

The service should explain when this doesn’t happen.  
• Staff and professionals benefit from enhanced training in working in 

partnership with service users  
• Service users are accompanied by a mental health advocate or friend to 

the care planning session.  
• Advanced notice of the care planning session so that a service user can 

prepare for the session.  
• A check list should be provided in advance explaining what will happen 

at a care planning session and how both the service users and the 
service can make the best of it.  

• Care plans should be made available in writing.  
• Recognition should be given to the triangle of care, that is a partnership 

between service user, carer and professional.  
• All correspondence is written in language that is easy to understand.  
• Consideration should be given to when cross border working is 

necessary due to where the service user lives or has recently moved 
from. “  

 
Although most of the above should be regarded as standard operating 
procedure, service users/carer feedback is that practice is inconsistent, 
particularly in relation to crisis contingency planning. The focus of this 
CQUIN is to improve crisis care plans but it is anticipated that the work will 
have a positive effect on raising quality of care planning across all client 
groups. 
 
RAID 72-hour follow up: 
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Significant numbers of people currently attend A and E in Hertfordshire 
because they have suicidal or self-harm thoughts or following incidents of 
self-harm. At present, some are already known to HPFT, so after 
assessment by RAID the relevant HPFT team is contacted and further 
support is provided. Some require intensive crisis support from HPFT.  
 
By providing  an option of telephone or face to face  follow up ( within 3 
days )  to  service users seen  in A and E by  RAID  who have presented 
with suicidal ideation or self harm, HPFT will bring support to these 
vulnerable service users who may deteriorate post- assessment. The same 
level of response will be provided to those already under the care of the  
Trust. This is expected to reduce their A and E re-attendance rate.  This 
element of the Cquin is a continuation of Cquin 6 from 2015/16. 
 
 
The CQUIN will focus on driving improvement in the care pathway to reduce 
the overall incidence of crisis, aligned to the Crisis Care Concordat.  
 
The definition of ‘crisis’ is that set out in the following produced by the Crisis 
Care Concordat.  
http://www.crisiscareconcordat.org.uk/wp-content/uploads/2014/11/mh-
urgent-commiss-doc-102014.pdf 

 
 
 

Specific outcomes or 
actions required 

The plan is that this CQUIN will cover 2 years from 16/17 to 17/18. The 
detail of year 2 (17/18) will be defined in Q4 of 16/17 and will reflect learning 
from the work in year 1 (16/17).  
 
There are three parts to this Cquin: 
 
(a) review and revise crisis care contingency planning (all age), using a 
co-production approach and roll out to target group(s) in year 1 
(b) devise an approach for drawing together and analysing crisis data 
from all HPFT entry points, and using it to drive system improvement, risk 
stratification, and crisis reduction 
(c) RAID 72-hour follow-up of people presenting with suicidal or self-
harming behaviour in Lister and Watford hospitals. 
 
Outcomes for year 1 will be: 
 
Part a: crisis care planning 
 
1. Improvement of the standard and use of crisis plans for the following 
groups: 
 Frequent attenders 
 ‘revolving door cases’  
 High users of SPA/helpline 
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 Those using a high level of service/high risk (the work in year 1 will 
clarify what is meant by high level of service/high risk) 

 Patients in the EIP pathway 
 

2. Collaborative group established with service users, carers, GPs and 
relevant third sector organisation to review crisis planning and 
improvements in the content and distribution of plans. (The GP leads will be 
asked to provide a lead to support this work. Mind will be asked to provide a 
third sector representative.) 
 
3. Information on the actions of other organisations in response to a service 
user in crisis 
4. Agreed priorities and actions for year 2 to enable wider roll out of crisis 

plans.  
5. Agreed service user crisis care pathway particularly setting out the front 
end into HPFT services 
6. Agreed information sharing protocols with other agencies in accordance 

with Crisis Care Concordat 
7. Agreed format for crisis plan in place. 
 
8. Themes and trends emerging from the analysis of the review of a 
crisis setting out how organisations respond and if there are issues with 
access to the plan and adherence to the plan. This report will set out ways 
to improve the pathway. 
 
 
Part b: improving crisis data for business planning and risk stratification 
 
1. Agreed data set focussed on target groups as set out above to enable 

demonstration of impact of the CQUIN and wider crisis work. 
2. Demonstrate increased capacity for analysis of dataset and use for 

business planning and risk stratification on a ‘business as usual’ basis.  
 
It is anticipated that the data work will have benefits beyond the scope of 

the CQUIN to help identify the patients at risk of crisis and take 
preventative action.  

 
Part c: RAID 72-hour follow up service 
 
 
1. RAID will offer and provide follow up support within 3 days to service 

users  who present to the RAID teams via a hospital A and E 
department and who are not being referred into the HPFT Acute 
Pathway or who have an  existing care co-ordinator. 

 
2. Those known to other HPFT services – principally community mental 

health services and well-being teams - will receive the same offer. 
RAID will have notified the relevant HPFT service of the A and E 
attendance. Follow up will be by the relevant HPFT service and not 
RAID.  
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This will provide a space for the service user to raise any concerns they 
have post assessment or questions about their discharge care plan. If 
clinical risks have increased, HPFT will be able to involve other services 
as necessary. 
 
The follow up may be by phone or face to face, as the service user 
prefers. 

 
General: 
 
Reports to commissioners to demonstrate the impact of the crisis work 

including:  
• Outcomes of the Section 136 sub-group work on frequent attenders 
• Impact on use of SPA/helpline based on audit of those identified 

above.  
 
 

Baseline Part a: baseline will need to be identified in Q1 – number of individual 
service users in 15/16 who met the target group critieria 
Part b: not applicable 
Part c: 15/16 Q4 performance will set baseline for RAID performance 
measures  

Denominator • Part c (RAID): 
• Those who are assessed by RAID after attending Herts A and E 

Departments following self-harm, overdose or suicidal ideation 
Numerator • Part c (RAID): 

• Those offered follow up support  from RAID 
• Those offered follow up support  from other HPFT service 

 
• Those for whom contact is attempted by RAID having accepted the 

offer  
• Those for whom contact is achieved by RAID 

 
• Those for whom contact is attempted by other HPFT service having 

accepted the offer  
• Those for whom contact is achieved by other HPFT service 

 
Final year-end target RAID performance  

97% of people who meet the criteria offered follow up support  
For 100% of  those who accept the offer, contact within the 72 hour 
timescale is attempted  
For 90% of  those who accept the offer, contact within the 72 hour timescale 
is achieved   
 

Quarterly targets RAID performance will be measured by audit in Q2 and Q4 
Q1   • Establish collaborative group (including service users, carers, relevant 
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12% of overall CQUIN 
value 

third sector organisations, HPFT clinicians and GPs) to review the crisis 
care planning process and agree priorities for review, revision and roll-
out to target group 

1. Group to agree action plan and audit tool to be used to test the 
effectiveness of a plan post crisis. This will include how service users, 
carers and others nominated by the service user are engaged in the 
process of review and development of recommendations Requirements 
in Q1 are to provide action plan for the work during 16/17 and details of 
audit tool to be used. Define high risk groups 

2. Identify numbers of service users considered high risk in teams in 
community 

3. Review 6/12 admissions data to set baseline for numbers who had a 
crisis plan  

4. Review 6/12 of frequent attenders (all entry points)  
.  

 
Q2 
 
12% of overall CQUIN 
value 

1. Audit of current crisis care planning process undertaken with report 
available by end of the quarter  

2. Agreed recommendations to improve standard of crisis care planning in 
place 

3. Staff training plan agreed including involvement of service users and 
carers. This process will use the practice governance framework to 
cascade through the Trust.  

4. Map the pathways service users followed to Section 136 and assess 
whether they have accessed SPA/A&E/111/ OOH MH helpline prior to 
detention. ( this would be based on previous 6 months of activity) 

5. Deep dive review service users to see how and whether crisis plan is 
used. The first phase of this work would be the target groups. Once this 
has been completed the roll out to services users on CPA will be agreed 
(indicative roll out Q4 Jan – March 2017) . 

6. Maintain RAID 72 hour follow up performance (as above)  
Q3 
 
18% of overall CQUIN 
value 

1. Staff training on any new processes (to be undertaken with service users 
via Making our Services Better group) 

2. Targeted roll-out of revised crisis planning process, with post-crisis 
review to demonstrate the effectiveness of plans 

3. Draft service user crisis care pathway in place. The pathway would 
initially focus on the target groups set out above and consider entry 
points into the pathway. Plans for Q4 include roll out to service users on 
CPA, year 2 would consider the roll out to wider service user groups.  

Q4 
58% of overall CQUIN 
payment 

1. End of year report setting out the delivery of outcomes as set out above 
2. Agree actions to be included in Year 2 of the CQUIN 
3. Maintain RAID 72 hour follow up performance (as above) 
4. Roll out of service user crisis care pathway to those on CPA 

 
 

Other comments This Cquin needs to be developed in conjunction with contract service 
specifications 1, 3, 4, 7, 9, 12 and 16, the Crisis Care Concordat and the 
Hertfordshire Crisis Care Concordat action plan (as it may be amended 
from time to time). 
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Partial Payment Will be made where targets have not been reached and exceptions/ 
mitigation has not been agreed with lead commissioner.  
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Name of scheme 2 (A) CARE & TREATMENT REVIEWS – CAMHS  AGREED 
  
Indicator weighting 5% 
Outcome intended 100% completion of role within Care and Treatment Reviews as per the 

processes detailed for each setting ( with an allowance for exceptional and 
mitigating circumstances as reported to and negotiated with 
commissioners). 
 

Background As part of the new NHS England guidance re Care & Treatment Reviews, 
(CTRs) Hertfordshire has to deliver Care & Treatment Reviews for people in 
inpatient settings and also for those people at risk of admission to an 
inpatient setting. The process is co-ordinated by the Integrated Health & 
Care Commissioning Team for 2016-17 and HPFT will co-ordinate as 
detailed. 

Specific outcomes or 
actions required 

The CQUIN applies only to service users in Forest House (commissioners 
will be responsible for CTRs in other settings). 
 
HPFT will use the NHSE CTR/Blue Light guidance and adhere to the local 
process.  
 
Pre CTR process: 
Prior to any CTR/Blue Light meeting HPFT will complete the Preparation 
Document. This document will need to be completed with the social care 
manager and returned to the commissioner to ensure that the CTR is as 
productive as possible, the right representatives are present. 
 
Community CTR 

 Ensure preparation document completed 
 MCA/BI decision making process followed 
 Communicate with lead commissioner with regard to information 

sharing/liaison and preparation for meeting i.e. date/time/venue  
 Feedback sheets are completed  
 If the Community CTR leads to admission no post admission CTR is 

required for the first 6 months if no discharge occurs and unless requested 
by person or their representative 
 
Blue Light Meeting – in person or by tele conference 

 Ensure preparation document completed 
 MCA/BI decision making process followed 
 Communicate with lead commissioner with regard to information 

sharing/liaison and preparation for meeting i.e. date/time/venue/numbers 
etc. 

 If person is admitted prepare for inpatient post admission CTR within 10 
days 
 
Post admission CTR (Forest House) within 10 days 

 Ensure person receives and is supported with the CTR information pack 
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which includes: 
 Consent to share data 
 Consent to be placed on the risk register 
 CTR easy read information  
 Adhere to MCA/BI decision making process with regard to above 
 Liaise with commissioners to convene 10 day post admission CTR where 

no Community CTR has taken place 
 Facilitate the involvement of the appropriate clinical team and advocacy 
 Liaise with Care manager with regard to family involvement 
 Flag any obstacles to lead commissioner 
 Ensure feedback forms are completed and returned within 10 working days 

from: 
 Person 
 Family 
 MDT 
 Advocate 
 Ensure CTRs are convened 6 monthly thereafter until discharge occurs.   

 
New admission process Forest House only  

 Any new admissions must be reported via the NHSE New Admissions Form 
and sent to the Lead Commissioner within 24 hours 

 New Admissions weekly returns to include update on any CTRs due, 
undertaken and any progress or delays on actions  
 
 

Baseline Baselines to be confirmed in Q1 for training and CTR feedback forms  
Denominator  
Numerator  
Final year-end target 100% - completion and submission of standard weekly documents: 

CAT service weekly reporting Community CTR/Blue Light meetings 
Forest House admission/discharge summary  
(with a tolerance for exceptions/ mitigating circumstances as agreed with 
lead commissioner)  
   
100% - delivery of CTR process training to all staff likely to be included in 
the CTR process (with a tolerance for exceptions/mitigating circumstances 
such as new starters/vacancies etc) 
 
100% - feedback forms offered to service users/patients,  reporting on 
number completed, number declined and identifying who supported person 
to complete the form e.g. advocate, family member etc… 

Quarterly targets CTR process training CTR feedback forms completion 
 
 

Q1   
 
12% of overall CQUIN 
value 

Setting baselines , putting training in 
place – i.e. quantify numbers to be 
trained,  draw up training programme 
and process including refresher 

Inpatient Forest House only – 100% 
offered 25% completed 
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training and new starters programme 
going forward 

Q2 
 
12% of overall CQUIN 
value 

35 % of staff trained Inpatient 100% offered; 50% 
completed 
Community 50 % offered; 20% 
completed 

Q3 
 
18% of overall CQUIN 
value 

75% of staff trained Inpatient 100% offered; 75% 
completed 
Community 75 % offered; 40% 
completed 

Q4 
58% of overall CQUIN 
payment 

100 % staff trained and refresher/new 
starter process in place 

Inpatient 100% offered; 100% 
completed  
Community 100% offered; 60% 
completed 

Other comments  

Partial Payment Will be made where targets have not been reached and exceptions/ 
mitigation has not been agreed with lead commissioner 

 
 
 
Name of scheme 2 (B) CARE & TREATMENT REVIEWS – LEARNING DISABILITIES   

AGREED 
  
Indicator weighting 10% 
Outcome intended 100% completion of role within Care and Treatment Reviews as per the 

processes detailed for each setting ( with an allowance for exceptional and 
mitigating circumstances as reported to and negotiated with commissioners) 
 

Background As part of the new NHS England guidance re Care & Treatment Reviews, 
(CTRs) Hertfordshire has to deliver Care & Treatment Reviews for people in 
inpatient settings and also for those people at risk of admission to an 
inpatient setting. The process is coordinated by the Integrated Health & 
Care Commissioning Team for 2016-17 and HPFT will co-ordinate as 
detailed. 

Specific 
outcomes or 
actions 
required 

HPFT will use the NHSE CTR/Blue Light national policy and adhere to the 
local process.  
 
Pre CTR process: 
Prior to any CTR/Blue Light meeting HPFT will complete the Preparation 
Document. This document will need to be completed with the social care 
manager and returned to the commissioner to ensure that the CTR is as 
productive as possible, the right representatives are present. 
 
Community CTR (Community Assessment Treatment service) 

 Ensure preparation document completed 
 MCA/BI decision making process followed 
 Communicate with lead commissioner with regard to information 
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sharing/liaison and preparation for meeting i.e. date/time/venue  
 Feedback sheets are completed  
 If the Community CTR leads to admission no post admission CTR is 

required for the first 6 months if no discharge occurs and unless requested 
by person or their representative 
 
Blue Light Meeting – in person or by tele conference (Community 
Assessment Treatment service) 

 Ensure preparation document completed 
 MCA/BI decision making process followed 
 Communicate with lead commissioner with regard to information 

sharing/liaison and preparation for meeting i.e. date/time/venue/numbers 
etc. 

 If person is admitted prepare for inpatient post admission CTR within 10 
days 
 
Post admission CTR (Dove ward) within 10 days 

 Ensure person receives and is supported with the CTR information pack 
which includes: 

 Consent to share data 
 Consent to be placed on the risk register 
 CTR easy read information  
 Adhere to MCA/BI decision making process with regard to above 
 Liaise with commissioners to convene 10 day post admission CTR where 

no Community CTR has taken place 
 Facilitate the involvement of the appropriate clinical team and advocacy 
 Liaise with Care manager with regard to family involvement 
 Flag any obstacles to lead commissioner 
 Ensure feedback forms are completed and returned within 10 working days 

from: 
 Person 
 Family 
 MDT 
 Advocate 
 Ensure CTRs are convened 6 monthly thereafter until discharge occurs.  

This is to include all LD inpatient settings within the trust  
 
New admission process  

 Any new admissions must be reported via the NHSE New Admissions Form 
and sent to the Lead Commissioner within 24 hours 

 New Admissions weekly returns to include update on any CTRs due, 
undertaken and any progress or delays on actions  
 
CTR’s Specialist Residential Services 

 Comply with requests for CTRs from all commissioners (Hertfordshire and 
London) with frequency as directed by NHS England. 

 Ensure clear coordination with all commissioners to effectively manage the 
CTR process across the service 

 Ensure person receives and is supported with the CTR information pack 
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which includes: 
 Consent to share data 
 CTR easy read information  
 Adhere to MCA/BI decision making process with regard to above 
 Ensure feedback forms are completed and returned within 10 working days 

from: 
 Person 
 Family 
 MDT 
 Advocate 

Baseline 100% Baseline (with tolerance for mitigating circumstances as agreed with 
lead commissioner) for completion of standard weekly documents: 
CAT service weekly reporting Community CTR/Blue Light meetings 
Dove admission/discharge summary   
     
Zero % baseline for delivery of training 
   
Zero % baseline for feedback forms offered  

Denominator  
Numerator  
Final year-end target 100% - completion and submission of standard weekly documents: 

CAT service weekly reporting Community CTR/Blue Light meetings 
Dove admission/discharge summary  
(with a tolerance for exceptions/ mitigating circumstances as agreed with 
lead commissioner)  
   
100% - delivery of CTR process training to all staff likely to be included in 
the CTR process (with a tolerance for exceptions/mitigating circumstances 
such as new starters/vacancies etc) 
 
100% - feedback forms offered to service users/patients,  reporting on 
number completed, number declined and identifying who supported person 
to complete the form e.g. advocate, family member etc… 

Quarterly targets CTR process training CTR feedback forms completion 
 
 

Q1   
 
12% of overall CQUIN 
value 

Setting baselines , putting training in 
place – i.e. quantify numbers to be 
trained,  draw up training programme 
and process including refresher 
training and new starters programme 
going forward 

Inpatient Dove ward/SRS Forest 
Lane only – 100% offered 25% 
completed 

Q2 
 
12% of overall CQUIN 
value 

35 % of staff trained Inpatient 100% offered; 50% 
completed 
Community 50 % offered; 20% 
completed 

Q3 
 

75% of staff trained Inpatient 100% offered; 75% 
completed 
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18% of overall CQUIN 
value 

Community 75 % offered; 40% 
completed 

Q4 
58% of overall CQUIN 
payment 

100 % staff trained and refresher/new 
starter process in place 

Inpatient 100% offered; 100% 
completed  
Community 100% offered; 60% 
completed 

Other comments  

Partial Payment Will be made where targets have not been reached and exceptions/ 
mitigation has not been agreed with lead commissioner 
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Part Indicator Indicator weighting (% of 
CQUIN scheme  available) 

3a Introduction of health and wellbeing initiatives (Option B) 10% 

3b 
  

Healthy food for NHS staff, visitors and patients 10% 

3c Improving the uptake of flu vaccinations for front line 
staff within Providers 

10% 
 

 
Part 3a. Introduction of Health and Wellbeing Initiatives  
 

Indicator 
Indicator name Introduction of health and wellbeing initiatives- Option B 
Indicator weighting  
(% of CQUIN scheme available) 

0.25% of 0.75% 

Description of indicator The introduction of health and wellbeing initiatives covering 
physical activity, mental health and improving access to 
physiotherapy for people with MSK issues.  
 
Providers should develop a plan and ensure the 
implementation against this plan. This plan will be subject 
to peer review (further guidance will be issue on the peer 
review aspect in the next 4-6 weeks). This should cover the 
following three areas; 
 

 Introducing a range of physical activity schemes for staff. 
Providers would be expected to offer physical activity 
schemes with an emphasis on promoting active travel, 
building physical activity into working hours and reducing 
sedentary behaviour. They could also introduce physical 
activity sessions for staff which could include a range of 
physical activities such as; team sports, fitness classes, 
running clubs and team challenges. 
 

 Improving access to physiotherapy services for staff. A 
fast track physiotherapy service for staff suffering from 
musculoskeletal (MSK) issues to ensure staff who are 
referred via GPs or Occupational Health can access it in a 
timely manner without delay; and 
 

 Introducing a range of mental health initiatives for staff. 
Providers would be expected to offer support to staff such 
as, but not restricted to; stress management courses, line 
management training, mindfulness courses, counselling 

Name of scheme 3. NHS Staff health and wellbeing AGREED  
 

Indicator weighting 30% 
There are 3 parts to this CQUIN indicator 
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services including sleep counselling and mental health first 
aid training;  

Numerator N/A 
Denominator N/A 
Rationale for inclusion Estimates from Public Health England put the cost to the 

NHS of staff absence due to poor health at £2.4bn a year – 
around £1 in every £40 of the total budget. This figure 
excludes the cost of agency staff to fill in gaps, as well as 
the cost of treatment. As well as the economic benefits that 
could be achieved, evidence from the staff survey and 
elsewhere shows that improving staff health and wellbeing 
will lead to higher staff engagement, better staff retention 
and better clinical outcomes for patients. 
 
The Five Year Forward View made a commitment ‘to 
ensure the NHS as an employer sets a national example in 
the support it offers its own staff to stay healthy’. This 
CQUIN builds on this promise and the developments made 
across England during the past year through some of the 
work being undertaken within NHS England’s Healthy 
Workforce Programme to help promote health and 
wellbeing for NHS staff and improve the support that is 
available for them in order for them to remain healthy & 
well. 
 
A key part of improving health and wellbeing for staff is 
giving them the opportunity to access schemes and 
initiatives that promote physical activity, provide them with 
mental health support and rapid access to physiotherapy 
where required. The role of board and clinical leadership in 
creating an environment where health and wellbeing of 
staff is actively promoted and encouraged. 

Data source Local implementation plan  
Frequency of data collection Quarter 1 – once 

Quarter 4 - once 
Organisation responsible for data 
collection 

Provider 
 

Frequency of reporting to 
commissioner 

Quarter 1 – once  
Quarter 4 - once 

Baseline period/date N/A 
Baseline value N/A 
Final indicator period/date (on which 
payment is based) 

Quarter 4, 2016/17 

Final indicator value (payment 
threshold) 

Introducing the agreed initiatives as set out in their plan 
 

Final indicator reporting date Introducing the agreed initiatives as set out in their plan 
Are there rules for any agreed in-year 
milestones that result in payment? 

Yes see milestone requirements below. 

Are there any rules for partial N/A 
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achievement of the indicator at the 
final indicator period/date? 
Milestones 
 
Date/period 
milestone 
relates to 

Rules for achievement of milestones 
(including evidence to be supplied to 
commissioner) 

Date milestone to 
be reported 

Milestone 
weighting 
(% of 
CQUIN 
scheme 
available) 

Quarter 1 Providers should have developed a plan to 
introduce and actively promote the three 
initiatives that is peer reviewed and signed 
off.  

July 2016 0.2 of the 
indicator 
weighting 
for part 3a 

Quarter 4 Providers should have implemented their 
initiatives (as agreed in their signed off 
plan) and actively promoted these services 
to staff to encourage uptake of initiatives. 

March 31 2017 0.8 of the 
indicator 
weighting 
for part 3a 

 
 
Part 3b: Healthy food for NHS staff, visitors and patients  
 

1 The Nutrient Profiling Model can be used to differentiate these foods while encouraging 
the promotion of healthier alternatives. https://www.gov.uk/government/publications/the-
nutrient-profiling-model 

Indicator 

Indicator name Healthy food for NHS staff, visitors and patients 

Indicator weighting  
(% of CQUIN scheme 
available) 

0.25% of 0.75% 

Description of indicator Part a 
Providers will be expected achieve a step-change in the health of 
the food offered on their premises in 2016/17, including: 
 
a. The banning of price promotions on sugary drinks and foods 

high in fat, sugar and salt (HFSS)1. The majority of HFSS fall 
within the five product categories: pre-sugared breakfast 
cereals, soft drinks, confectionery, savoury snacks and fast 
food outlets; 

 
b. The banning of advertisement on NHS premises of sugary 

drinks and foods high in fat, sugar and salt (HFSS);  
 
c. The banning of sugary drinks and foods high in fat, sugar and 
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salt (HFSS) from checkouts; and  
 
d. Ensuring that healthy options are available at any point 

including for those staff working night shifts. 
 
CQUIN funds will be paid on delivering the four outcomes above. In 
many cases providers will be able to achieve these objectives by 
renegotiating or adjusting existing contracts.  
 
Part b 
Providers will also be expected to submit national data collection 
returns by July based on existing contracts with food and drink 
suppliers. This will cover any contracts covering restaurants, cafés, 
shops, food trolleys and vending machines or any other outlet that 
serves food and drink. 
 
The data collected will include the following; the name of the 
franchise holder, food supplier, type of outlet, start and end dates of 
existing contracts, remaining length of time on existing contract, 
value of contract and any other relevant contract clauses.  It should 
also include any available data on sales volumes of sugar 
sweetened beverages (SSBs). 
 

Numerator N/A 

Denominator N/A 

Rationale for inclusion PHE’s report “Sugar reduction – The evidence for action” published 
in October 2015 outlined the clear evidence behind focussing on 
improving the quality of food on offer across the country. Almost 
25% of adults in England are obese, with significant numbers also 
being overweight. Treating obesity and its consequences alone 
currently costs the NHS £5.1bn every year.  Sugar intakes of all 
population groups are above the recommendations, contributing 
between 12 to 15% of energy tending to be highest among the most 
disadvantaged who also experience a higher prevalence of tooth 
decay and obesity and its health consequences. Consumption of 
sugar and sugar sweetened drinks. It is important for the NHS to 
start leading the way on tackling some of these issues, starting with 
the food and drink that is provided & promoted in hospitals. 
 

Data source Quarter 1 
The responses to the proposed questions below will form part of a 
national data collection. Providers will submit the responses via 
UNIFY following locally agreed sign off process by the 
commissioner. 
 

1) Name of franchise holder 
2) Name of supplier or vendor(s) 
3) Type of sales outlet (restaurant, café, vending, shop/store, 
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Date/period 
milestone 
relates to 

Rules for achievement of 
milestones (including 
evidence to be supplied to 
commissioner) 

Date milestone to be 
reported 

Milestone 
weighting (% of 
CQUIN scheme 
available) 

Quarter 1 The collection of the 11 data 
points outlined in part b.) and 
the submission via unify  

July 2016 0.2 of the indicator 
weighting for part 
b 

Quarter 4 To be paid on delivering the 
four outcomes outlined in 
part a.)  

March 31 2017 
 

0.8 of the indicator 
weighting for part 
a 

trolley service) 
4) Start date of existing supplier contract 
5) End date of existing supplier contract 
6) Remaining length of contract (time to expiration) with 

external supplier(s) 
7) Total contract value 
8) Value of contract for the financial year 2015/16 
9) Profit share agreements that are in addition to the contract 

value (percentage of profit that is received by the NHS 
Provider  from the supplier) 

10) Free text box: Contract break clauses 
11)  Volume of Sugar Sweetened Beverages sold   

 
Quarter 4 

 Question: Have you changed your food supplier during 
2016/17(Yes/ No) If yes who is your new food supplier?  
 

Frequency of data collection End of Quarter 1- once only 
End of Quarter 4- once only 

Organisation responsible for 
data collection 

Provider 

Frequency of reporting to 
commissioner 

End of Quarter 1 
End of Quarter 4 

Baseline period/date Not applicable 

Baseline value Not applicable 

Final indicator period/date 
(on which payment is based) 

Quarter 4, 2016/17 

Final indicator value 
(payment threshold) 

To be determined locally 

Final indicator reporting date As soon as possible after Q4 2016/17 

Are there rules for any 
agreed in-year milestones 
that result in payment? 

Yes see -milestones requirements below. 

Milestones 
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Date/period 
milestone 
relates to 

Rules for achievement of 
milestones (including 
evidence to be supplied to 
commissioner) 

Date milestone to be 
reported 

Milestone 
weighting (% of 
CQUIN scheme 
available) 

Rules for partial achievement  
 
Final indicator value for the partial 
achievement threshold 

% of CQUIN scheme available for meeting 
final indicator value 

0 out of 4 changes introduced  No payment 
1 out of 4 changes introduced 25% payment of milestone weighting part a.) 
2 out of 4 changes introduced 50% payment of milestone weighting part a.) 
3 out of 4 changes introduced 75% payment of milestone weighting part a.) 

All 4 changes introduced 100% payment of milestone weighting part a.)  

 
Part 3c: Improving the Uptake of Flu Vaccinations for Front Line Clinical Staff 
 
 

Indicator 
Indicator name Improving the uptake of flu vaccinations for frontline clinical 

staff  
Indicator weighting  
(% of CQUIN scheme available) 

0.25% of 0.75% 

Description of indicator Achieving an uptake of flu vaccinations by frontline clinical 
staff of 75% 

Numerator Number of front line healthcare workers (permanent staff and 
those on fixed contracts) who have received their flu 
vaccination by December 31 2016 

Denominator Total number of front line healthcare workers (permanently 
contracted staff and fixed term contracts) 
 
The overall denominator will be reduced to reflect the staff 
who have either had the vaccine in primary care or have 
proactively refused the vaccine. This recognises the Trust is 
unable to mandate the flu vaccination for staff. To reduce the 
denominator the Trust must be able to demonstrate and 
provide evidence of staff who have confirmed they have 
received the vaccine in primary care and/or those staff who 
have refused to have the vaccination.  
 

Rationale for inclusion Frontline healthcare workers are more likely to be exposed to 
the influenza virus, particularly during winter months when 
some of their patients will be infected. It has been estimated 
that up to one in four healthcare workers may become 
infected with influenza during a mild influenza season- a 
much higher incidence than expected in the general 
population.  
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Influenza is also a highly transmissible infection. The patient 
population found in hospital is much more vulnerable to 
severe effects. Healthcare workers may transmit illness to 
patients even if they are mildly infected. 
 
The green book recommends that healthcare workers directly 
involved in patient care are vaccinated annually. It is also 
encouraged by the General Medical Council and by the 
British Medical Association. 

Data source Providers to submit cumulative data monthly over four 
months on the ImmForm website 

Frequency of data collection Monthly  
Organisation responsible for data 
collection 

Provider 

Frequency of reporting to 
commissioner 

December 2016 

Baseline period/date N/A 
 

Baseline value N/A 
Final indicator period/date (on 
which payment is based) 

December 2016 

Final indicator value (payment 
threshold) 

A 75% uptake of the flu vaccination 

Final indicator reporting date As soon as possible after Q4 2016/17 
Are there rules for any agreed in-
year milestones that result in 
payment? 

N/A 

Are there any rules for partial 
achievement of the indicator at the 
final indicator period/date? 

Yes - see partial payment section 

Rules for partial achievement  
 
Final indicator value for the partial 
achievement threshold 

% of CQUIN scheme available for meeting final 
indicator value 

64% or less No payment 
65% - 74% uptake of flu vaccinations 50% payment 
75% or above 100% payment 
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Name of scheme 4. Improving physical healthcare to reduce premature mortality in people 
with severe mental illness (PSMI) 

 
Indicator weighting 20% 
There are 2 parts to this CQUIN indicator: 
 

 
 
4a. Cardio Metabolic assessment and treatment for patients with psychoses  
 

Indicator 
Indicator name Cardio metabolic assessment and treatment for patients with 

psychoses 
Indicator weighting  
(% of CQUIN scheme available) 

0.8% of 0.25% 

Description of indicator To demonstrate Cardio metabolic Assessment and Treatment 
for Patients with Psychoses in the following areas: 
 

a) Inpatient Wards 
b) Early Intervention Psychosis Services 
c) Community Mental Health Services (Patients on CPA) 

 
Numerator  Inpatients and Early Intervention Psychosis Services 

 
Number of patients in defined audit sample who have both: 
 

i. a completed assessment for each of the cardio-metabolic 
parameters with results documented in the patient’s 
records 

 
ii. a record of interventions offered where indicated, for 

patients who are identified as at risk as per the red zone of 
the Lester Tool. 

 
b) Patients on CPA in Community Mental Health Services 
 
Number of patients in defined audit sample who have both: 
 

i. a completed assessment for each of the cardio-metabolic 

Part Indicator Indicator weighting (% of 
CQUIN scheme available) 

 
4a 
  

Improving Physical healthcare to reduce premature 
mortality in people with SMI: Cardio Metabolic Assessment 
and treatment for Patients with Psychoses 

0.8% of 0.25% 

4b Communication with General Practitioners 0.2% of 0.25% 
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parameters with results recorded in the patient’s records 
ii. a record of interventions offered where indicated, for 
patients who are identified as at risk as per the red zone of the 
Lester Tool. 

Denominator a) Inpatients and Early Intervention Psychosis Services 
Inpatients 
Number of patients in defined national audit sample – (the 
sample must be limited to patients who have been admitted to 
the ward for at least 7 days. Inpatients with an admission of 
less than 7 days are excluded) 
Early Intervention Psychosis Services 
Number of patients in defined national audit sample – (the 
sample must be limited to patients who have been on the team 
caseload for a minimum of 6 months) 
 
b) Patients on CPA in Community Mental Health Services 
Number of patients on CPA in defined national audit sample – 
(the sample must be limited to patients who have been on the 
team caseload for a minimum of 12 months) 

Rationale for inclusion This CQUIN builds on the developments made across England 
on improving physical health care for people with severe 
mental illness (SMI) in order to reduce premature mortality in 
this patient group. It gives providers an opportunity to continue 
building on progress made over the past two years and ensure 
systems are in place to embed learning and sustain good 
practice. 
 
The aim is to ensure that patients with SMI have 
comprehensive cardio metabolic risk assessments, have 
access to the necessary treatments/interventions and the 
results are recorded in the patient’s record and shared 
appropriately with the patient and the treating clinical teams.  
 
Patients with SMI for the purpose of this CQUIN are all patients 
with psychoses, including schizophrenia (see additional notes 
below), in all types of inpatient units and community settings 
commissioned from all sectors.  
 
The cardio metabolic parameters based on the Lester Tool for 
this CQUIN are as follows: 
 
• Smoking status 
• Lifestyle (including exercise, diet alcohol and drugs) 
• Body Mass Index 
• Blood pressure 
• Glucose regulation (HbA1c or fasting glucose or random 

glucose as appropriate) 
• Blood lipids. 

Data source Internal provider sample submitted to National Audit provider 
for the CQUIN. 

22 
 



VERSION 8c 29.04.16 

Frequency of data collection Data for national audit expected to be collected and submitted 
to national audit provider during Quarter 3 of 2016/17 – results 
to be available in Quarter 4 

Organisation responsible for 
data collection 

MH Provider 

Frequency of reporting to 
commissioner 

Results of national audit expected to be available for Quarter 4 
for reporting to commissioners (April 2017). Additional direct 
reporting to commissioners locally in Quarters 2, 3 and 4. 

Baseline period/date Not applicable 
Baseline value Not applicable 
Final indicator period/date (on 
which payment is based) 

Quarter 4, 2016/17 

Final indicator value (payment 
threshold) 

a) Inpatients – 90% 
b) Early Intervention Psychosis Services – 90% 
c) Community Mental Health Services (Patients on CPA) - 

65% 
 

Rules for calculation of 
payment due at final indicator 
period/date (including 
evidence to be supplied to 
commissioner) 

Quarter 4 audit results demonstrate that for 90% of inpatients, 
90% of Early Intervention Psychosis services and 65% of 
Community Mental Health Services audited, the provider has 
undertaken an assessment of each of the cardio metabolic 
parameters below, with the results recorded in the patient's 
records/care plan/discharge documentation as appropriate, 
together with a record of associated interventions where 
indicated (eg smoking cessation programme, lifestyle 
interventions, medication review, treatment according to NICE 
guidelines and /or onward referral to another clinician for 
assessment, diagnosis and treatment) 
 
The parameters are: 
 
• Smoking status 
• Lifestyle (including exercise, diet alcohol and drugs) 
• Body Mass Index 
• Blood pressure 
• Glucose regulation (HbA1c or fasting glucose or random 

glucose as appropriate) 
• Blood lipids 
. 

Final indicator reporting date 30 April 2017 
Are there rules for any agreed 
in-year milestones that result 
in payment? 

Yes- see below 

Are there any rules for partial 
achievement of the indicator at 
the final indicator period/date? 

Yes- see below 

EXIT Route Following review of the Cquin in Q4 and  clinical benefits, 
commissioners and HPFT will determine those aspects to be 
included in future years. 
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Milestones  
 

Date/period 
milestone relates to 

Rules for achievement of 
milestones (including evidence to 

be supplied to commissioner) 

Date 
milestone 

to be 
reported 

Milestone weighting 
(% of CQUIN 

scheme available) 

Quarter 1 Inpatient Wards and Early 
Intervention Psychosis Services 
 
i. Ensure ongoing training 

programme for clinicians on 
improving physical health care for 
patients with SMI (assessed 
locally by commissioners) 

ii. Evidence of successful 
implementation of electronic 
healthcare records data collection 
of physical health assessment 
and measurable outcomes 
(assessed locally by 
commissioners) 

iii. Evidence of routine systematic 
feedback on performance to 
clinical teams (assessed locally by 
commissioners) 

 
Community Mental Health 
Services (Patients on CPA) 
iv. Establish physical health training 

plan for community mental health 
clinicians (assessed locally by 
commissioners) 

v. Identification/development of clear 
pathways for interventions and 
signposting for all cardio-
metabolic risk factors: 

• Smoking cessation 
• Lifestyle (including exercise, diet 

alcohol and drugs) 
• Obesity 
• Hypertension 
• Diabetes 
• High cholesterol 

(assessed locally by 
commissioners) 

31 July 
2016  
 

20% 

Quarter 2 Completed pathways in place and 
disseminated to all clinical teams 
(assessed locally by commissioners) 

October 
2016 

10% 

Quarter 3 Clinical staff training plan fully 
implemented (assessed locally by 

31 January 
2017 

10% 
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commissioners) 
Quarter 4  Results of national audit across both  

inpatients and Early Intervention 
Psychosis Services (see sliding 
scales below for payment details). 
 
Community Mental Health Services - 
(see sliding scales below for 
payment details). 
 

April 2017 60% in all, made up 
of: 
 
30% 
 
30% 

Rules for partial achievement  
 
Inpatients and Early Intervention Psychosis Services 
Final indicator value for the partial achievement 

threshold 
% of CQUIN scheme available for meeting 

final indicator value 
49.9% or less No payment 
50.0% to 69.9% 25% payment 
70.0% to 79.9% 50% payment 
80.0% to 89.9% 75% payment 
90.0% or above 100% payment 
Community Mental Health Services 
Final indicator value for the partial achievement 

threshold 
% of CQUIN scheme available for meeting 

final indicator value 
34.9% or less No payment 
35.0% to 44.9% 25% payment 
45.0% to 54.9% 50% payment 
55.0% to 64.9% 75% payment 
65.0% or above 100% payment 

 
Supporting Guidance and References  
 
• ICD 10 codes: For the purposes of the CQUIN, patients who have a diagnosis of 

psychosis, including schizophrenia and bipolar affective disorder with the relevant 
ICD-10 diagnostic codes will be included in the national audit: F10.5, F11.5, F12.5, 
F13.5, F14.5, F15.5, F16.5, F19.5, F20-29, F30.2, F31.2, F31.5, F32.3 and F33.3  

• Lester tool: 
http://www.rcpsych.ac.uk/pdf/eversion%20NICE%20Endorsed%20Lester%20UK%
20adaptation%20.pdf 

 
 
4b. Communication with General Practitioners  
 

Indicator 
Indicator name Communication with General Practitioners 
Indicator weighting  
(% of CQUIN scheme available) 

0.2% of 0.25% 

Description of indicator 90% of patients to have either an updated CPA ie a care 
programme approach care plan or a comprehensive 
discharge summary shared with the GP. A local audit of 
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communications should be completed. 
Numerator The number of patients in the audit sample for whom the 

provider has provided to the GP an up-to-date copy of the 
patient’s care plan/CPA review letter or a discharge summary 
which sets out details of all of the following: 

i. NHS number 
ii. All primary and secondary mental and physical health 

diagnoses 
iii. Medications prescribed and recommendations (may 

include duration and/or review, ongoing monitoring 
requirements, advice on starting, discontinuing or 
changing medication) 

iv. Ongoing monitoring and/or treatment needs for cardio-
metabolic risk factors identified 

v. Care Plan or discharge plan 
Denominator A sample of a minimum of 100 patients who are subject to the 

CPA –and who have been under the care of the provider for 
at least 12 months at the time of the audit. 

Rationale for inclusion Appropriate sharing of information between practitioners 
about diagnosed physical and mental health conditions is 
essential for safe practice. The rationale for this CQUIN is to 
ensure essential information needed for safe and effective 
care of patients who are also seen by secondary care mental 
health services is communicated to primary care 
professionals. 

Data source Internal audit undertaken by providers 
Frequency of data collection One audit in Quarter 2 
Organisation responsible for 
data collection 

MH provider 

Frequency of reporting to 
commissioner 

Results of local audit required to be reported to local 
commissioners in Quarter 3 

Baseline period/date N/A 
Baseline value N/A 
Final indicator period/date (on 
which payment is based) 

Audit undertaken in Q2, July – September 2016. 

Final indicator value (payment 
threshold) 

90.0% 

Rules for calculation of payment 
due at final indicator period/date 
(including evidence to be 
supplied to commissioner) 

Quarter 2 audit demonstrates that, for 90% of patients audited 
during the period, the provider has provided to the GP an up-
to-date copy of the patient’s care plan/CPA review letter or a 
discharge summary which sets out details of all of the 
following: 

 NHS number 
 All primary and secondary mental and physical health 

diagnoses 
 Medications prescribed and recommendations (may include 

duration and/or review, ongoing monitoring requirements, 
advice on starting, discontinuing or changing medication) 

 Ongoing monitoring and/or treatment needs for cardio-
metabolic risk factors identified 
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 Care Plan or discharge plan 
Final indicator reporting date January 2017 
Are there rules for any agreed 
in-year milestones that result in 
payment? 

N/A 

Are there any rules for partial 
achievement of the indicator at 
the final indicator period/date? 

Yes – see below 

EXIT Route To be determined locally 
Rules for partial achievement  
 
Final indicator value for the partial 
achievement threshold 

% of CQUIN scheme available for meeting final 
indicator value 

49.9% or less No payment 
50.0% to 69.9% 25% payment 
70.0% to 79.9% 50% payment 
80.0% to 89.9% 75% payment 
90.0% or above 100% payment 
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Name of scheme 5. DIABETES – AGREED  

 
Trust HPFT 

 
Indicator weighting 10% 
Outcome intended This CQUIN is intended to support HPFT improve the care to service 

users with diabetes within  bed based units. The scheme will focus on 
the skills and competencies within the workforce to improve the 
management of diabetes in line with NICE guidance. By improving the 
level of support available to service users we would want to see the 
diabetes care built into the recovery plans of service users. HPFT 
would like to enable service users to be self-caring with their diabetes 
and promote the use of service users own devices and to self-
administer insulin based on effective self-management.  
 
 

Background The number of people in the UK with diabetes is rising and it is 
estimated that by 2025 the number of patients with the condition will 
rise to over four million. This has huge implications for the levels of 
care, services and support that will need to be provided in order for 
those people to live with and manage their diabetes. 
 
People with diabetes only have contact with a healthcare professional 
for a few hours per year. The rest of the time they care for and manage 
their diabetes themselves. It is estimated that 95 per cent of diabetes 
management is self-management. 
 
HPFT are seeing increasing numbers of service users on bed based 
units with diabetes. It has been identified that the skills and 
competencies of staff within the units needs to be improved to enable 
the Trust to effectively meet the needs of diabetics.  
 

Specific outcomes or 
actions required 

At the end of the year the following would be in place: 
 
1.Agreed clinical guidelines to manage the care of Type 1 and Type 2 
diabetics in HPFT in-patient services. The clinical guidelines would 
include: 

• clarity on role of HPFT in managing diabetes care  
• prevention and early detection of diabetes 
• referral pathways 
• management of type 1 and type 2 including prescribing 

guidelines and drug charts 
• management of hypo  
• injection sites and techniques 
• dietary management 
• blood glucose monitoring 

 
2. Agreed nurse competencies for management of diabetes 
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appropriate to HPFT 
 
3. Agreed training plan to improve the skills and competencies of all 
staff in our in-patient units 
 
4. Agreement on the role of specialist diabetes support to patients in 
our in-patient units this would include how we would work with 
specialist providers in Hertfordshire 
 
5. Self-care framework in place for roll out in 17/18 setting out how we 
can promote self-care. This will include how we assess risk and 
support service users to use take care of their diabetes. This would be 
developed with service users and carers.  
 

Baseline n/a 

Denominator n/a 

Numerator n/a 

Final year-end target  

Quarterly targets  
Q1   
 
12% of overall CQUIN 
value 

• Agreed clinical guidelines (35%)Draft training needs analysis 
(TNA) tool based on clinical guidelines developed to assess 
competencies of staff (35%) 

• Action plan in place to develop self-care framework including 
service user/carer involvement (30%) 

• .  
Q2 
 
12% of overall CQUIN 
value 

• Finalise and implement TNA (25%) 
• Agree content of training programmes considering use of e-

learning. Plan to include baseline training levels and trajectory 
for the remainder of the year (25%) 

• Regular meetings in place with local specialist providers to 
agree support to existing service users (25%) 

• Update on self- care action plan (25%) 
 

Q3 
 
18% of overall CQUIN 
value 

• Roll out of training programme including detail of numbers who 
have completed training and details of evaluation of training 
(35%) 

• Audit of use of clinical guidelines (35%) 
• Update on self -care action plan (30%) 

 
Q4 
58% of overall CQUIN 
payment 

• Agreement of self-care framework and agreement of 
implementation plan for 17/18 (20%) 

• Implementation of recommendations from Q3 audit (20%) 
• Outcome of training undertaken in 16/17 (20%) 
• Agreement in place with local specialist providers regarding 

support to service users with diabetes (20%) 
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• Plan to build training and implementation of guidelines into 
business and usual processes (20%) 
  

Partial Payment Will be made where targets have not been reached and exceptions/ 
mitigation has not been agreed with lead commissioner. 

Other requirements   
 

Likely difficulty for trust 
to achieve? 

HPFT are not to be financially disadvantaged by the lack of 
engagement of other providers as long as they can demonstrate they 
have made efforts to engage with them  

Other comment  
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