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Summary of External Visits Notifications 
 

External review commissioned 
by, or notified to Service

Accreditation sought by Service

Mandatory for 
service

Voluntary to 
improve Service

Care Group 
triumvirate 
informed

External Review or 
Accreditation form 
completed by Care 

Group or Lead

Send to 
rcht.externalreviews@nhs.

net

Risk and 
Compliance Team 

record on 
appropriate Trust  
log with follow-up 

date

External visit/
Accreditation visit 

takes place

Summary of 
initial finding 
compiled or 

received

Final Report & 
Recommendations 

received

Reported through 
Service & Care 

Group reporting 
route

Action plan developed 
to address 

recommendations

Monitoring route/
Committee agreed for 

action plan

Report to Clinical 
Effectiveness Group

Reporting 
progress of 
action plan

Notification of Getting it 
Right First Time (GIRFT) 

visit received

Clinical Effectiveness Team 
(CET) contact service/

clinical leads & record on 
Trust GIRFT log

CET confirm date 
with GIRFT

CET work with specialty to 
co-ordinate visit

- identify attendees
- complete organisational 

questionnaire
- provide requested details 

to GIRFT
- distribute data pack prior 

to visit

Reported to Quality 
Assurance CommitteeAction plan 

monitored by 
CQC Scrutiny 

Group  
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1. Introduction 
 

1.1. There are many external organisations that regulate, audit, inspect or review 
elements of health and social care in England. Inspections are defined as audits, 
reviews, assessments and the regulation of services. The Care Quality Commission 
(CQC) expects trusts to comply with the recommendations from external agencies 
and requires evidence to demonstrate that the trust has a robust process. 
 
1.2. This policy applies to all external organisations. It outlines the Royal Cornwall 
Hospitals NHS Trust’s (hereafter referred to as “the Trust”) philosophy and approach 
to the management of, and response to, these visits, and their resulting 
recommendations.  
 
1.3. The outside agencies potentially inspecting the Trust are numerous and it is 
difficult to define an exhaustive list, but the main ones are listed in Appendix 3.  
 
1.4. The Trust values the feedback from inspections and visits and engages fully in 
the process managing visits so that they are positive experience for all involved. The 
Trust will demonstrate commitment to these principles through the involvement of the 
Chief Executive, Directors and senior managers in the process. 
 
1.5. It is very important that the Trust responds appropriately to all recommendations 
following reviews. The consequences of not complying with the recommendation and 
actions arising out of such reviews can range from potential termination of services to 
monetary penalties, affecting both the organisation and patients. 
 
1.6. This version supersedes any previous versions of this document.  
 

1.7. Data Protection Act 2018 (General Data Protection Regulation – 
GDPR) Legislation  
 
The Trust has a duty under the DPA18 to ensure that there is a valid legal basis 
to process personal and sensitive data. The legal basis for processing must be 
identified and documented before the processing begins. In many cases we may 
need consent; this must be explicit, informed and documented. We can’t rely on 
Opt out, it must be Opt in. 
 
DPA18 is applicable to all staff; this includes those working as contractors and 
providers of services. 
 
For more information about your obligations under the DPA18 please see the 
‘information use framework policy’, or contact the Information Governance Team 
rch-tr.infogov@nhs.net 
 

2. Purpose of this Policy  
 

2.1. This Policy has been established to ensure that: 

 The Trust maintains a current, complete and accurate record of External visits, 
peer reviews, accreditations and inspections; 

 The Trust has a systematic approach to registering and maintaining service 
accreditations;  

mailto:rch-tr.infogov@nhs.net
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 The Trust responds to and learns from External visits, Inspections and Peer 
Reviews; 

 The Trust complies with recommendations made and monitors the response, 
actions and outcomes achieved as a result of all recommendations;  

 

 Learning is shared throughout the Trust to improve the quality of services. 
 

3. Scope 
 

3.1. This Policy applies to all services provided by the Trust. 
 
3.2. This Policy applies to all staff who are involved in the management of 
external visits or who are identified as leads and contacts for professional bodies 
for both internal and external scrutiny. 

 

3.3. The scope of this Policy does not include visits to the Trust by official 
visitors such as very important persons (VIPs), celebrities and media teams. 

 

4. Definitions / Glossary 
 

 Accreditation: Accreditation is the formal recognition that an organisation is 
competent to perform specific processes, activities, or tasks (which are detailed 
in a scope of accreditation) in a reliable credible and accurate manner.   

 External body: An organisation other than the Royal Cornwall Hospitals Trust. 

 External Visit:  those reviews at the request of external agencies and 
organisations which undertake assessments of the Trust systems and 
processes against a set of standards e.g. CQC, NHSE, NHSI, CCG and HSE.  

 Inspection: a visit from an external body to ensure the Trust is meeting 
statutory requirements e.g. CQC, NHS Resolution, CCG, Fire Service, Health 
and Safety Executive, Environmental Health Agency.  

 Peer Review:  objective evaluation of the performance of a professional or 
technical service by qualified experts in the same field.  

 Getting it Right First Time (GIRFT): Getting It Right First Time is a national 
programme designed to improve the quality of care within the NHS by reducing 
unwarranted variations. 

 Compliance: To meet the requirements of a standard or recommendation of a 
report. Partial compliance implies that the requirement has not been met but 
there is some progress towards full compliance. 

 

5. Ownership and Responsibilities  
 
5.1. Role of Medical Director 
The Medical Director is responsible for providing Executive level oversight of this 
policy and associated processes. 

 

5.2. Role of the Clinical Effectiveness Group  
The Clinical Effectiveness Group is responsible for:  
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 Regularly receiving a record of all External visits being assured that the responses 
and actions identified are appropriate, and delivered. 

 Regularly receiving a record of all accreditations, being assured that services are 
accredited as required, or taking action where not. 

 Requesting reports and updates from Care Groups/Review Leads where relevant 
and seeking assurance on delivery of actions following all types of 
reviews/accreditation. 

 

5.3. Role of the CQC Scrutiny Group 
 Oversee the Trust’s response to actions arising from all external visits, inspections 

and peer reviews ensuring that improvements are sustained. 

 

5.4. Role of Care Group Management Team(s)/Identified Review 
Lead(s)  
The Care Group Management Teams, along with identified review leads are 
responsible for:  

 Identifying all External visits and accreditations relevant to services within the Care 
Group. 

 Acting as primary contact to work with any visiting agencies to plan and meet any 
requirements for the External visit/accreditation. 

 For GIRFT reviews, notify and work with the Clinical Effectiveness Team to set up 
the visit as required by the national team. 

 Ensuring that all External visits are notified promptly to the Compliance and 
Governance Team using the form in Appendix 5. 

 Communicating the accreditation of clinical services (both mandatory and 
voluntary) to the Compliance and Governance Team using the form in Appendix 6. 

 Providing a summary of the initial findings of the agency visit to the Compliance 
and Governance Team, highlighting any areas of high risk or possible media 
interest 

 On receipt of the report following the external agency visit ensuring that all 
information in the report is accurate. 

 Undertaking a risk assessment on the activities identified in the report 
recommendations and if appropriate record a risk on the departmental/ Care 
Group risk register. 

 Compiling an Action plan in order to respond to the report recommendations. 

 Identifying the appropriate committee reporting and monitoring route for the report 
and action plan. 

 Ensuring that a copy of the report & action plan are forwarded to the Compliance 
and Governance Team for recording on the ‘External visits & Accreditations Log’ 
and review at Clinical Effectiveness Group. 

 Respond in a timely way to requests from the Compliance and Governance team, 
CQC Scrutiny Group and Clinical Effectiveness Group for further information and 
assurance on delivery of actions. 
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5.5. Role of the Compliance and Governance Team 
The Compliance and Governance team is responsible for:  

 Maintaining the corporate record of External visits and accreditations, being the 
“External visits & Accreditations Log”; 

 Working with identified clinical leads and Care Groups to ensure that all required 
information on External visits and accreditations are included on the central log. 

 Providing regular Assurance Reports to the Clinical Effectiveness Group and 
Quality Assurance Committee  

 Monitoring delivery of the Action Plan to include as part of the Assurance reporting 
to the CQC Scrutiny Group; 

 

5.6. Role of the Clinical Effectiveness Team 
The Clinical Effectiveness team is responsible for:   

 Co-ordinating GIRFT visits, acting as a liaison between the specialty and national 
teams. 

 Liaising with the Care Group leads on management of GIRFT action plans. 

 

6. Standards and Practice 
 

6.1. The practices, system and processes staff are expected to follow in order to 
comply with this policy are outlined in the ‘Summary’ and ‘Ownership and 
Responsibilities’ sections. 

 
6.2. It is important for the Trust to have adequate preparation for an external visit in 
order to maximise value and minimise adverse consequences.  When preparing for a 
visit, it is important for the Lead to ascertain: 

 

 Purpose of the visit and manner in which the visit will be carried out; 

 Format of the day – in order to prepare an agenda, plan primary Trust contact for 
inspectors; 

 Staff who will be required to meet inspectors; 

 Locations for the visit; 

 Facilities required for the visiting team. 

 
6.3. Unannounced Visits 
The CQC may arrive at any time to inspect the Trust and its services. Please see 
Appendix 4 for the process for the management of unannounced visits. 

 

7. Dissemination and Implementation 
 

7.1. This policy document will be held in the public section of the Documents Library 
with unrestricted access, replacing the previous version which will be archived in 
accordance with the Trust Information Lifecycle and Corporate Records Management 
Policy.   
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7.2. The policy will be disseminated to Care Group Management Teams and 
Specialty Governance Leads when it is published.   Word versions of the notification 
forms are available from the Clinical Effectiveness intranet site. 

 

8. Monitoring compliance and effectiveness  
 

Element to be 
monitored 

Care Group Management Teams are expected to  
 

 Provide detailed  information regarding a forthcoming external 
agency visit, for the purposes of inspection or accreditation  

 Provide a summary briefing of the initial findings of the external 
agency visit, highlighting any areas of high risk or possible media 
interest  

 Provide an Action Plan to respond to the Report 
recommendations 

 Provide regular assurance updates to the Compliance and 
Governance team on the status of the Action Plan  

Lead Co-ordinated by the Compliance and Governance team 

Tool Completion of appropriate forms by the relevant Care Group 

Frequency Annual review 

Reporting 
arrangements 

Report will be sent to the Medical Director and tabled at the Clinical 
Effectiveness Group. 

Acting on 
recommendations  
and Lead(s) 

Recommendations and actions arising from the annual review will be 
agreed at the Clinical Effectiveness Group with leads identified and 
deadlines for completion. 

Change in 
practice and 
lessons to be 
shared 

Required changes to practice will be identified and actioned by 
appropriate members of the relevant Care Group by agreed deadlines.  
Lessons will be shared with all the relevant stakeholders. 

9. Updating and Review 
 

9.1. This policy document will be reviewed no less than every three years or more 
frequently following any significant process changes or national policy instruction. 

9.2. Consultation, approval and dissemination of subsequent revisions will follow the 
guidance set out in the Trust Organisation-wide Policy for the Development and 
Management of Knowledge and Procedural Documents (The Policy on Policies). 

9.3. All revision activity is recorded in the Version Control Table as part of the 
document control process. 

10. Equality and Diversity  
 

10.1. This document complies with the Royal Cornwall Hospitals NHS Trust service 
Equality and Diversity statement which can be found in the 'Equality, Diversity & 
Human Rights Policy' or the Equality and Diversity website. 
 

10.2. Equality Impact Assessment 
The Initial Equality Impact Assessment Screening Form is at Appendix 2. 

http://www.rcht.nhs.uk/GET/d10268876
http://www.rcht.nhs.uk/GET/d10268876
http://www.rcht.nhs.uk/RoyalCornwallHospitalsTrust/OurOrganisation/EqualityAndDiversity/HumanRightsEqualityAndInclusion.aspx
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Appendix 1. Governance Information 

Document Title 
External Visits (including Inspections and Peer 
Reviews) and Accreditation Policy V6.0 

Date Issued/Approved: 1 September 2019 

Date Valid From: December 2019 

Date Valid To: December 2022 

Directorate / Department 
responsible (author/owner): 

Bernadette George, Director of Integrated 
Governance 

Contact details: 01872 25 3033 

Brief summary of contents 

To ensure that the RCHT provides the safest and 
best quality care that it can, the organisation must 
ensure it is accredited for all applicable services 
and responds and learns from External visits 
(including inspections and peer reviews). 

Suggested Keywords: 
External visits, Inspections, Peer Reviews, 
Accreditation, GIRFT 

Target Audience 
RCHT CFT KCCG 

   

Executive Director responsible 
for Policy: 

Chief Executive  

Date revised: 1 September 2019 

This document replaces (exact 
title of previous version): 

A Policy for the Management of External 
Recommendations Specific to Royal Cornwall 
Hospitals NHS Trust V5.1 

Approval route (names of 
committees)/consultation: 

Clinical Effectiveness Group 

Care Group General Manager 
confirming approval processes 

Director of Integrated Governance 

Name and Post Title of additional 
signatories 

Not Required 

Name and Signature of Care 
Group/Directorate Governance 
Lead confirming approval by 
specialty and care group 
management meetings 

{Original Copy Signed} 

Name: Ceri Evans 

Signature of Executive Director 
giving approval 

{Original Copy Signed} 

Publication Location (refer to 
Policy on Policies – Approvals 
and Ratification): 

Internet & Intranet  Intranet Only  
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Document Library Folder/Sub 
Folder 

Chief Executive / Corporate Governance 

Links to key external standards 
Care Quality Commission (Registration) 
Regulations 2009 

Related Documents: None. 

Training Need Identified? No 

 

Version Control Table  
 

Date 
Version 

No 
Summary of Changes 

Changes Made by 
(Name and Job Title) 

January 
2008 

V0.1 Initial draft - new policy Director of Corporate 
Affairs 

February 
2008 

V1.0 Final amendments & publication Director of Corporate 
Affairs 

12.06.09 V2.0 Policy review required following review of 
process – working draft 

(acting) Head of 
Corporate Governance 

June 2011 V3.0 Policy review for NHSLA compliance Sally Shipley, 
Quality Improvement 
Manager 

Dec 2011 V3.1 Minor revisions to reflect changes to the terms 
of reference for Governance Committee and 
Divisional Quality & Learning Group 

Sally Shipley, 
Quality Improvement 
Manager 

July 2012 V4 Policy revised to reflect updated NHSLA 
standards and inclusion of Rule 43 letters and 
change of exec lead 

Sally Shipley, 
Quality Improvement 
Manager 

February 
2016 

V5.1 Policy revised to reflect changes to committee 
structures, coroner’s letters and new policy 
template. Academy of Medical Royal Colleges 
guidance included 

Sally Shipley, 
Quality Improvement 
Manager 

September 
2019 

V6.0 Review of policy and update of notification 
details and management of action 
responsibilities. 

Ceri Evans, Project 
Manager, Compliance 
& Governance 

 

All or part of this document can be released under the Freedom of Information 

Act 2000 
 

This document is to be retained for 10 years from the date of expiry. 

This document is only valid on the day of printing 

 

Controlled Document 

This document has been created following the Royal Cornwall Hospitals NHS Trust 

Policy for the Development and Management of Knowledge, Procedural and Web 

Documents (The Policy on Policies). It should not be altered in any way without the 

express permission of the author or their Line Manager. 
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Appendix 2. Initial Equality Impact Assessment Form 
 

Are there concerns that the policy could have differential impact on: 

Name of the strategy / policy /proposal / service function to be assessed  
External Visits (including Inspections and Peer Reviews) and Accreditation Policy V6.0 

 

Directorate and service area: 
Patient Safety & Clinical Effectiveness 

 

New or existing document: 
Existing 

Name of individual completing assessment: 
Ceri Evans 

 

Telephone: 
01872 253033 

 1. Policy Aim* 
 
Who is the strategy / 
policy / proposal / 
service function aimed 
at? 

 The Trust maintains a current, complete and accurate record of External 
visits, peer reviews, accreditations and inspections; 

 The Trust has a systematic approach to registering and maintaining 
service accreditations;  

 The Trust responds to and learns from External visits, Inspections and 
Peer Reviews; 

 The Trust complies with recommendations made and monitors the 
response, actions and outcomes achieved as a result of all 
recommendations 

 Learning is shared throughout the Trust to improve the quality of services 
 

2. Policy Objectives* 
 

To ensure that the RCHT provides the safest and best quality care that it 
can, the organisation must ensure it is accredited for all applicable services 
and responds and learns from External visits (including inspections and peer 
reviews). 

 

3. Policy – intended 
Outcomes* 
 

Accurate corporate record of External visits and accreditations. 

4. *How will you 
measure the 
outcome? 

Annual audit of the policy. 

5. Who is intended to 
benefit from the 
policy? 

The individual clinical services provided by the RCHT. 

6a Who did you 
consult with 
 
 
b). Please identify the 
groups who have 
been consulted about 
this procedure. 

Workforce  Patients  
Local 
groups 

External 
organisations 

Other  

X     

Please record specific names of groups 
 
Members of the Clinical Effectiveness Team 
Director of Integrated Governance 

What was the 
outcome of the 
consultation? 

Several changes made to most sections of the Policy, both of a 
corporate and clinical nature. 

7. The Impact 
Please complete the following table. If you are unsure/don’t know if there is a negative 
impact you need to repeat the consultation step. 
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Equality Strands: Yes No Unsure Rationale for Assessment / Existing Evidence 

Age  X  
This policy does not have any impact on any particular 
equality group. 

Sex (male, 

female, trans-gender / 
gender reassignment) 

 X  

This policy does not have any impact on any particular 
equality group. 

Race / Ethnic 
communities 
/groups 

 X  

This policy does not have any impact on any particular 
equality group. 

Disability - 
Learning disability, 
physical 
impairment, sensory 
impairment, mental 
health conditions and 
some long term health 
conditions. 

 X  

This policy does not have any impact on any particular 
equality group. 

Religion / 
other beliefs 

 X  
This policy does not have any impact on any particular 
equality group. 

Marriage and 
Civil partnership 

 X  
This policy does not have any impact on any particular 
equality group. 

Pregnancy and 
maternity 

 X  
This policy does not have any impact on any particular 
equality group. 

Sexual 
Orientation, 
Bisexual, Gay, 
heterosexual, Lesbian 

 X  

This policy does not have any impact on any particular 
equality group. 

You will need to continue to a full Equality Impact Assessment if the following have 
been highlighted: 

 You have ticked “Yes” in any column above and 

 No consultation or evidence of there being consultation- this excludes any policies which have 
been identified as not requiring consultation.  or 

 Major this relates to service redesign or development 

8. Please indicate if a full equality analysis is recommended. Yes   No X 

9. If you are not recommending a Full Impact assessment please explain why. 

 ‘Not indicated’. 

Date of completion and 
submission 

1 September 2019 
Members approving 
screening assessment  
 

Policy Review Group 
(PRG) 
 
‘APPROVED’  

 
This EIA will not be uploaded to the Trust website without the approval of the Policy 
Review Group.  
 
A summary of the results will be published on the Trust’s web site. 
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Appendix 3. Nominated Lead Individuals for Visits Inspections 
and Accreditations 
External Agencies Lead 

Executive 
Clinical 

Lead(CL) 
Management Lead(ML) 

Academy of Royal 
Colleges  

Medical Director CD for Speciality Appropriate General 
Manager  

Clinical Pathology 
Accreditation  

Director of Operations  CD for CS Pathology Service Lead 

Health and Safety 
Executive 

Director of Operations  Medical Director Head of Health and 
Safety 

Care Quality 
Commission 

Director of Nursing, 
Midwifery and AHPs 
/Director of Integrated 
Governance 

Deputy Director 
of Quality, Safety 
& Innovation in 
Clinical Practice   

Deputy Director of 
Quality, Safety & 
Innovation in Clinical 
Practice 

Getting It Right First 
Time (GIRFT) 

Medical Director CD for Specialty Appropriate General 
Manager / Clinical 
Effectiveness Manager 

Human Fertilisation 
& Embryology 
Authority 

Medical Director CD for Speciality General Manager 
Women’s & Children’s 

Human tissue 
Authority 

Medical Director CD for Speciality General Manager 
Surgery 

Imaging Services 
Accreditation 
Scheme 

Director of Operations CD for CS Specialty Lead 

International 
Organisational 
standardisation(ISO) 

Director of Operations CD for Speciality Specialty Lead 

NHS Improvement Chief Executive  
 

Medical Director Appropriate General 
Manager  

NHS Digital Chief Finance Officer Medical Director Director of IM&T 

OFSTED Director of Operations Medical Director General Manager 
Women’s & Children’s 

PLACE Director of Operations Medical Director Appropriate General 
Manager 

Peer Reviews Medical Director  CD for General 
Surgery & Cancer  

Appropriate General 
Manager  

Post Graduate 
Medical Education & 
Training Board 

Medical Director Trust Medical 
Education Lead 

Post Graduate Manager 
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External Agencies Lead 
Executive 

Clinical 
Lead(CL) 

Management Lead(ML) 

External Auditors  Chief Finance Officer Medical Director Deputy Director of 
Finance 

Environmental 
Health  

Director of Operations  Medical Director Associate Director 
Estates and Facilities 

Fire Authorities Director of Operations Medical Director Trust Fire Lead 

HM Coroners Office Director of Integrated 
Governance 

Director of 
Nursing, 
Midwifery and 
AHPs 

Head of Legal Services 

Medicines and 
Healthcare products 
Regulatory Agency 

Medical Director Chief Pharmacist General Manager  
Clinical Support 

Information 
Commissioners 
Office (ICO) 

Director of  
Integrated Governance  

Medical Director Information Governance 
Manager 

United Kingdom 
Accreditation 
Service (UKAS) 

Medical Director CL for Speciality Appropriate General 
Manager  

Universities of 
Plymouth and 
Exeter 

Director of Nursing, 
Midwifery and AHPs 
and Director of 
People/OD 

Head of Learning 
and Development 

Head of Learning and 
Development 
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Appendix 4. Unannounced CQC Inspection Process 
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Appendix 5. Notification of External visit (including peer 
reviews and inspections) 

 

  

 
Please send completed form, any reports/feedback and action plans to: 
 

The Clinical Effectiveness Team for Get It Right First Time (GIRFT) specialty reviews 
and action plans. Key Contact: Richard Johnson richard.johnson20@nhs.net or ext. 2279 
 

The Compliance and Governance Team for all other external reviews, inspections 
and accreditations. 
Key Contact: rcht.externalreviews@nhs.net or ext. 3033  

Title of External Review  

Summary/purpose of Review Remit of review including which service(s). State any 
safety/quality standards used or referred to. 

 
 
 
 
 

Category choose one of… 

(a) External Review  

(b) Peer Group   

(c) Inspection  

(d) Other (please state)  

Date of review  

Visiting Organisation  

Accountable Director  

Care Group or Departmental 
Co-ordinator/Lead 

 

Department/Service covered 
by review 

 

Feedback received (please send copy of any reports/feedback once received) 

Initial feedback received 
(written or verbal) 

 

Date full report due  

Date full report received  

Action planning (please send copy of action plan once developed) 

Action plan developed  

Reporting/monitoring route 
(i.e. committee) for action 

plan and frequency of 
reporting 

 

Has visiting organisation 
asked for action plan/ 

response to report (provide 
response deadline and 

details) 

 

mailto:richard.johnson20@nhs.net
mailto:rcht.externalreviews@nhs.net


 
 

External Visits (including Inspections and Peer Reviews) and Accreditation Policy V6.0 
Page 18 of 18 

Appendix 6. Notification of Accreditation 
Title of Accreditation  

Services covered 

 
 
 

Mandatory required for the RCHT to deliver the service Y/N 

 

Date of accreditation visit  

Period of accreditation 
(valid from and to) 

 

Accrediting Organisation  

Accountable Director  

Care Group or 
Departmental 

Co-ordinator/Lead 

 

 

Feedback received (please send copy of any reports/feedback once available) 

Outcome of accreditation 
visit 

 

Initial feedback received 
(written or verbal) 

 

Date full report due  

Date full report received  

 

Action planning (please send copy of action plan once available) 

Action plan developed  

Reporting/monitoring 
route (i.e. committee) for 

action plan and frequency 
of reporting 

 

Has accrediting 
organisation asked for 

action plan/ response to 
report (provide response 

deadline and details) 

 

 
Please send completed form, any reports/feedback and action plans to: 
 
The Clinical Effectiveness Team for the Get It Right First Time (GIRFT) specialty 
reviews and action plans. 
 
Key Contact: Richard Johnson richard.johnson20@nhs.net or ext. 2279 
 
The Compliance & Governance Team for all other external reviews, inspections and 
accreditations. 
 
Key Contact: rcht.cqc.inspection@nhs.net or ext. 3033 / 8196 

mailto:richard.johnson20@nhs.net
mailto:rcht.cqc.inspection@nhs.net

