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This document is to help you with any queries once you have registered to enter data onto the Clinical Audit Platform (CAP).

CLINICAL AUDIT PLATFORM (CAP)

1. How will data be recorded and submitted?
Providers will record data using their existing processes, and then input and submit it to the Clinical Audit Platform (CAP). 

It is likely that sending providers already have internal processes in place for monitoring OAPs. However, where this is not the case providers are encouraged to introduce methods of collection and issue clear instructions on how and where to record OAPs within their own systems, and consider how best to support teams, e.g. additional training or guidance. 


2. How do you suggest we record and submit data?
How you record and submit data is up to you: 
· You may prefer to enter/submit data directly into CAP as you make each placement. 
· You may prefer to record the data onto this paper collection form (available on the http://digital.nhs.uk/oaps  webpage), and then batch-submit all a month's forms individually onto CAP before the monthly cut-off date.


3. What is the Clinical Audit Platform?
The Clinical Audit Platform (CAP) is an application hosted and supported by NHS Digital. It is a secure, web based platform that will be used for the collection of OAPs data. 

Users who are registered to the OAPs collection will be able to access CAP over an internet browser.  It is on this platform that they will be able to enter and submit OAPs data.


4. I can’t access the Clinical Audit Platform (CAP), what should I do? 
If you have registered and have been given access to CAP but cannot sign in, check that you are using the latest version of Internet Explorer, Chrome or Firefox. If not you will need to arrange a software upgrade with your IT team. In the interim, use the paper data collection form and submit to CAP later once you are able to access CAP. 

If you need further advice contact the NHS Digital contact centre on: enquiries@nhsdigital.nhs.uk  or phone 0300 303 5678.


5. What is the forgotten password process for CAP?
If a user forgets their password for CAP, they can request a reset without needing to call into the contact centre.  To do this they will need to:
· Click Sign In on the CAP homepage.  There is an option there for 'Forgotten details?’.
· Enter their username or email address - this should to be the one that they are registered to use CAP with. 
· Either ‘Reset my password’ or ‘Send my username’ to be sent an email with further instructions.


6. Who can view data on CAP?
Registered users will have access to data that they have submitted / updated at their current organisation, or that has been submitted by other CAP registered colleagues within the same organisation. If their patient has been seen elsewhere and that has been updated in CAP against the patient record, then they will also be able to see that update.


7. Where will my data be stored?
Once data is submitted to the Clinical Audit Platform (CAP), it will be stored on servers physically located in a secure NHS Digital data centre.

The data will be used by NHS Digital to write reports. These reports will only contain aggregated information (i.e. data that has been grouped or combined) so no individual patient will be identifiable.


DATA SUBMISSION

8. What data is being collected?

Data is being collected on all non-specialised adult acute out of area placements. All information should be known to the sending provider who is to complete the return. If not, please speak to your Trust’s acute service manager or the receiving provider to obtain the data required. 

A full data specification is available under ‘Provider Documents’ on the right hand side of the OAPs webpage: http://digital.nhs.uk/oaps.

In summary, the data required is as follows:

· NHS number
· Date of birth
· First name
· Surname
· Gender
· Ethnicity category
· GP Practice code 
· Sending provider
· Postcode of patient’s usual address
· Referred out of area reason
· Receiving provider
· Out of area placement admission date
· Detained under MHA At Time Of Transfer
· Provisional diagnosis 
· Out of area placement bed type
· Out of area placement discharge date
· Cost per bed day
· Postcode of receiving provider


9. [bookmark: _Toc467359316]Why is patient identifiable data being collected?
The main reasons for collecting patient identifiable data is to ensure the quality and usefulness of data: 
· NHS Number and Date of Birth (DOB) are used to uniquely identify the right person within the dataset, ensuring the correct data is entered against the correct record and to prevent double counting within the dataset. 
· Names are only collected to avoid data entry errors by users when moving in and out of records (i.e. users can see at a glance whose record they are in). Names are not collected or used for any other purpose. 
· Postcode is collected to enable more detailed analysis and reporting on how far away patients have to travel for care. 

NHS Digital does not publish anything that could identify a patient. Publications will use aggregated or grouped data. Small numbers will be replaced with an asterisk *. Data shared within the NHS will be anonymised.


10. [bookmark: _Toc467359317]What is the difference between a patient record and a placement record?
· A patient record is the single record that generally identifies the patient. This includes their NHS number, name, date of birth, gender, ethnicity category, GP Practice Code, postcode of patient’s usual address. Only one patient record should be created.
A placement record is details of a patient’s individual Out of Area Placement. This includes: sending provider, referred out of area reason, receiving provider, OAP admission date, Mental Health Act status at time of transfer, provisional diagnosis, OAP bed type, OAP discharge date, cost per bed day, postcode of receiving provider A placement record should be created for each new OAP the patient is placed on. Each new placement record should be attached to the single patient record.

11. [bookmark: _Toc467359318]Are all data items mandatory?
Most data items are mandatory. The exception is the patient’s ethnicity category which is optional.


12. Can dummy data be used if the information is not yet known?
Yes. Dummy data can be used for the discharge date and cost per day fields. 

Cost per bed day: A zero cost may be entered until the actual cost is known. Any cost information can be amended until the placement record is closed.  A record is closed once the actual discharge date is entered.

You will need to setup a process to receive the cost data. This could be from your Finance team. If the cost is agreed, and invoicing made directly with your Commissioner, you’ll need to get a data feed from them.
Please work to get a smooth process so cost data is received by the time you enter and submit OAPS data each month.

Discharge date: A dummy date of “01/01/1900” may be entered. You will need to obtain the actual discharge date from the receiving provider at a later date in order to close the placement record. Otherwise, you will not be able to add a new placement record for that patient should they be placed again in the future.

To amend the date from the dummy date to the actual date, follow these instructions: 

a)	Enter the NHS number and Date of Birth for the patient in CAP. 
b)	Locate the correct Placement record – this will show the admission date in the Record Tree but with no discharge date. 
c)	Go into the Placement record and update the discharge date. Once done, the record becomes locked and can no longer be amended. You will only be able to view the record and will show up in the Record Tree. 

Note: The patient record remains open until a valid discharge date is entered – this means a date other than 01/01/1900 which is also after the admission date.


13.  I keep getting an error message when I try to submit data.
The common reason for an error message is if you are trying to put your costs in to two decimal places - you will need to enter cost to nearest rounded £.


14. What postcode do I enter if the patient is homeless/has no fixed abode?
Use this dummy postcode: ZZ99 3WZ


15. [bookmark: _Toc466968001]What code should I enter if the GP is unknown or the patient is not registered with a GP?
Enter either code F86730 or F86715.


16. Should historical cases be entered?
Historical cases should not be submitted; only cases in the submission window should be submitted. The monthly submission timetable can be found near the bottom of the of OAPs webpage under Provider Documents: http://digital.nhs.uk/oaps

17. What if we ordinarily send patients, but don’t send any in a month?
You’ll still need to complete a monthly nil return for new placements and update any active placements with a discharge date if any of these have finished in the submission month.

There is a Submission Confirmation section in the online data submission tool – you’ll need to select the applicable month, and tick to confirm the number of admissions and discharges for that month. A nil return will show as 0. If the table shows n/a, then you have not submitted any information for that month, so your return still needs to be completed. 
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18. Cost per bed day can change each day of the placement for various reasons so how do we record this? 
For a placement that has closed within a month - the average cost per bed day should be entered into the CAP where costs have not been consistent across the placement episode.

For placements that are ongoing - providers should enter the cost that would have been agreed with the receiving provider before the patient was transferred. If this figure changes, it can be amended at the same time the discharge date is added to lock and close the placement record.

If a patient moves bed type - this should be recorded as two separate placements on the CAP system. However, only placements that are within scope should be recorded.

· Acute adult mental health care
· Acute older adult mental health care (organic and functional)
· Psychiatric Intensive Care Unit (acute mental health care)

Note: Any cost information can be amended until the placement record is closed.  A record is closed once the actual discharge date is entered.


19. What should be included in the cost per bed day figure?
The figure should include variable costs e.g. intensive observations. Where cost per bed day varies during the OAP episode, then the average cost per day should be entered for placements that have closed within month.  Travel costs should not be included in this figure.


20. [bookmark: _Toc467359319]How do we complete the sending provider and receiving provider fields with the correct organisation codes?
You can enter codes for the sending/receiving provider as a Trust (3 digit code) or a site (5 digit code).

Please use the ODS portal, http://odsportal.hscic.gov.uk, to search for the correct code – enter the site name and then codes with that name will be displayed. This includes closed codes, so only choose an open code. 
Some addresses have several open codes, if you’re unsure which to use please ring the receiving site – you may want to keep a list of typically used codes for future use.
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Data will be collected within a prescribed 1 month reporting period, every month for 12 months. The reporting period will be from day 1 of the month until the last day of the month (with the exception of October 2016). Each month, users will be given 5 working days following the last day of the month to enter details of new OAPs for that month, and close episodes which have ended. A data extract will be downloaded following the cut-off date.

The document ‘OAPs Data Submission Timetable’ under Provider Documents on the OAPs webpage: http://digital.nhs.uk/oaps sets out the calendar of cut-off dates for submitting monthly data, and the dates when the corresponding reports will be published. This covers the period October 2016 to October 2017.
[bookmark: _Toc462414740][bookmark: _Toc462414789][bookmark: _Toc462414745][bookmark: _Toc462414794][bookmark: _Toc462731695]

22. If a patient is placed out of area in one month and discharged in the following month, do they need to be included separately in each monthly submission? 
No. A record will be opened and entered into CAP once. However, if the discharge date isn’t yet known (e.g. if they are still on placement the following month), then use the dummy date instructions as covered in Item 12, which will ensure the record remains open for amendment until the patient has been discharged.


23. What happens if a patient is on an OAP for several months? 
Each month, only new placements need to be recorded on the CAP system. When a new placement is recorded it will remain open until a valid discharge date is entered, as there will be instances where OAPs span more than one reporting period.
In addition to recording new placements, each month care should be taken to ensure that any confirmed discharge dates are correctly entered into the CAP system to close any open placements already entered. 

Each monthly report will clearly distinguish between new, active and closed OAPs. Certain analyses will only look at closed placements to date, e.g. average length of stay and average cost calculations will be based on closed OAPs.


24. If a patient is transferred from one out of area provider to another out of area provider, do we have to include the transfer date as a discharge date from the 1st provider and the admission date for the 2nd provider?
If this scenario occurs each OAP would have to be a separate entry on the CAP system – because technically there are two OAPs being made.
The admission date of the second OAP would be the same as the discharge date for the first OAP.


25. What happens if a patient has multiple OAPs/discharges in the same month? What about onward placements from an existing OAP to another OAP?
Each out of area episode should be recorded separately onto the CAP system. Care should be taken to:

a) Ensure that the start and discharge dates for each OAP episode are correctly entered into the respective records on the CAP system to prevent double-counting. 
b) In the case of an onward placement, from one OAP to another OAP, ensure that the ‘sending provider’ on the second (and any subsequent placements) is entered as the patient’s initial/original provider, as they are ultimately responsible for making the decision to place the patient out of area— they will have to agree to any onward placement and will be responsible for funding that placement.


26. When the discharge date is known, do we resubmit the patient in the month that the discharge happened? How do we do this practically?
Records on the CAP system will remain accessible until the actual discharge date has been entered. Once a discharge date is confirmed, it is not a case of ‘resubmitting’ the patient’s record on CAP, but of updating it. 
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Monthly Data Entry Report
This report indicates the number of patient Admissions and Discharges made in the stated month, as recorded by your organisation.

Please select the tick box to confirm that the figures in this report are correct.If they are not correct, please make the necessary updates to the data and then
return to the report to confirm

Month: [1-30 November 2016 Vi

Last confirmed as 3 admissions and 1 discharge at 15:10 06/12/2016

Organisation Name: GP Reporting Holding Trust Organisation Code: 222

onth | Discharges in Month 1 confirm the monthly data s correct: [
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