HEALTH SCRUTINY FORUM
AGENDA

HARTLEFOOL

BOROUGH COUMCIL

Tuesday 24 February 2009
at 3.00 pm
in Council Chamber

Civic Centre, Hartlepool

MEMBERS: HEALTH SCRUTINY FORUM:

Councillors: Barker, Brash, R W Cook, S Cook, A Lilley, Plant, Simmons, Sutheran
and Young

Resident Representatives: Jean Kennedy, Linda Shields and Mike Ward

1. APOLOGIES FORABSENCE

2. TORECHVEANY DECLARATIONS OF INTEREST BY MEMBERS

3. MINUT ES

3.1 Minutes of the meeting of the Health Scrutiny Forum held on 10 February
2009 (to follow)

4. RESPONSES FROM LOCAL NHS BODIES, THE COUNCIL, EXECUTIVE OR
COMMITTEES OF THE COUNCIL TO FINAL REPORTS OF THIS FORUM

None

5. CONSIDERATION OF REQUEST FOR SCRUTINY REVIEWS REFERRED VIA
SCRUTINY CO-ORDINATING COMMITTEE

None
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10.

CONSIDERATION OF PROGRESS REPORTS/ BUDGET AND POLICY
FRAMEWORK DOCUMENTS

None

ITEMS FOR DISCUSSION

7.1

7.2

7.3

7.4

Healthcare Commission Annual Health Checks for North Tees and Hartlepool
NHS Foundation Trust and Hartlepool Primary Care Trust:-

(a)
(b)

(c)

Covering Report — Scrutiny Support Officer;

Annual Health Check for North Tees and Hartlepool NHS Foundation Trust
— Director of Clinica Governance; and

Annual Health Check for Hartlepool Primary Care Trust (PCT) — Planning
Manager.

Consultation Feedback — Local Procurement of GP Practices and GP Led
Health Centres:-

(a)
(b)

Covering Report — Scrutiny Support Officer; and

Consultation Feedback Presentation - Practice Based Commissioning
Manager, Hartlepool Primary Care Trust (PCT).

Externalisation of Provider Services - Hartlepool Primary Care Trust (PCT) and
North Tees and Hartlepool NHS Foundation Trust - Update:-

(a)
(b)

(c)

Covering Report — Scrutiny Support Officer;

Presentation by the Assistant Chief Executive North Tees and Hartlepool
PCT; and

Presentation by Hartlepool NHS Foundation Trust Foundation Trust,
Director of Strategic Service Development.

Six Monthly Monitoring of Agreed Health Scrutiny Forum’s Recommendations —
Scrutiny Support Officer

ISSUES IDENTIFIED FROM FORWARD PLAN

FEEDBACK FROM RECENT MEETING OF TEES VALLEY HEALTH SCRUTINY
JOINT COMMITTEE

9.1

Tees Valley Health Scrutiny Joint Committee — Scrutiny Support Officer

ANY OTHERITEMS WHICH THE CHAIRMAN CONSIDERS ARE URGENT



ITEMS FOR INFORMATION
Date of Next Meeting

Tuesday, 7 April 2009 at 3.00 pm in the Council Chamber, Civic Centre,
Hartlepool
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HEALTH SCRUTINY FORUM

MINUTES

10 February 2009

The meeting commenced at 3.00 pm. in the Civic Centre, Hartlepool

Present:

Councillor: Jonathan Brash (In the Chair);

Councillors: Caroline Barker, Rob Cook, Chris Simmons, Lilian Sutheran,
David Young and in accordance with Paragraph 4.2 (ii) of the
Council's Procedure Rules, Councillor Carl Richardson as
substitute for Councillor Shaun Cook

Officers: Geraldine Martin, Head of Adult Services

lan Merritt, Head of Commissioning and Children’s Partnership
Keith Munro, Research and Development Officer

Joan Wilkins, Scrutiny Support Officer

Sarah Bird, Democratic Services Officer

Also Present: Pauline Bratt, Hartlepool Families First
Judith Hall, Advisory Services Manager, Jobcentre Plus
Carol Jones, Hartlepool New Deal for Communities (NDC)
Kevin McAuley, Connected Care Manager
Paul McGee, Connected Care Manager
Sheila Taylorson, Parent and Toddler Care in Hartlepool
(PATCH)

Paul Thompson, Hartlepool Families First
lan Worthy, Hartlepool NDC
113. Apologies for Absence

Apologies were submitted on behalf of Councillor Shaun Cook and
Resident Representatives Jean Kennedy and Michael Ward

114. Declarations of Interest by Members

None

115. Minutes

The minutes of the meeting held on 20 January 2009 were confirmed.
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116.

117.

Reaching Families in Need Investigation -
Presentations on the Common Assessment
Framework and the Activities of the Connected Care

Service and New Deal for Communities (Scrutiny Support
Officer)

The Scrutiny Support Officer introduced representatives from the Local
Authority, Connected Care and New Deal for Communities who had
attended to provide evidence in relation to the Forum’s investigation into
‘Reaching Families in Need'.

Reaching Families in Need Investigation - Evidence

from Common Assessment Framework (Head of
Commissioning and Children’s Partnership)

The Head of Commissioning and Children’s Partnership and the Research
and Dewelopment Officer gave a presentation outlining the Common
Assessment Framework (CAF), a shared assessment tool for use across all
children’s services in England which aimed to help eary identification of
need and promote co-ordinated service provision.

The CAF included a pre-assessment checklist to help practitioners decide if
a child may benefit from a common assessment. The checklist was
handed round to those present and was a two page document which could
be completed if there was any concem about a child or young person.
There was also a process to help practitioners gather and understand
information about the needs and/or strengths of a child based on
discussions with the child and family. The CAF form itself consisted of 10
pages which could be completed by a variety of practitioners involved with
the child/family. It was outlined how the CAF was a continuing process
which supported children and families according to their needs at the time
and a child could move from having complex involved support by a number
of practitioners to having support from a single practitioner.

A CAF could be completed at any time even on unborn babies when there
was concern about progress when needs were unclear or broader than a
single service could address on its own. The Common Assessment would
help identify the needs and provide a basis for involving other services.
The decision about whether to carry out an assessment would be made
jointly with the child and or parent.

The benefits of the CAF were outlined as being a quicker and better service
provision for children and family with less repetition by information being
shared, with consent between practitioners. This would result in more
effective communication amongst practitioners as a result of a common
language around the CAF with resultant time saving as practitioners would
be able to build upon existing information rather than collecting it
themselves from scratch.
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The system had been introduced in July 2007 and up until 2 February 2009
there had been 278 assessments completed. There were 826 workers
from a range of agencies trained in its use. A breakdown of use of the
system was provided with most referrals being from the Health Sector
although there had been referrals from Schools, the 3" Sector, Family
Intervention Project (FIP), Anti-Social Behaviour Unit (ASBU), Housing,
Connexions and others. Thus far, only 5 families had refused to participate
in the supportive process which links children/young people/parents/carers
to targeted services and to a wider range of informal and voluntary projects,
although one parent had visited the Central Library after her son had
received a common assessment to enquire what further services were
available.

Discussion ensued and the following points were raised:-

* What scope was there to utilise the pre-assessment checklist by other
organisations? The Head of Commissioning and Children’s Partnership
said its purpose was to decide whether a CAF is appropriate

* Is the pre-assessment less complicated? This could be completed
within hours rather than days and would flag up any concerns and
whether a CAF was required. It would save wasted time as itwas a low
level initial assessment.

* Concem was expressed that parents could lie to questions put to them.
It was acknowledged that the pre-assessment form was low level but if
there were any concerns the CAF would be completed.

» Concem that schools were not always trained to deal with children with
problems e.g. Attention deficit hyperactivity disorder (ADHD). Schools
can use the CAF tool for assessment of a pupil and if they needed to
exclude a pupil, this tool must be used. The tool would be used by a
wide variety of Specialist Services, including ASBU and the Mental
Health teams. There should be a designated teacher at each school
who was aware of the procedure.

* Is there a long waiting time for a CAF and what if a child in need was
missed whilst waiting for an assessment? |If a children was in need of
Child Protection then action would be taken straight away by those with
a concern and the CAF would be by-passed going straight to a Child
Protection referral.

e Surely schools have the most contact with children and young people
and yet theirs was only the second highest percentage of referrals. It
was acknowledged that initially the take up from schools was low as it
was felt that completion of the forms was too onerous. However usage
was on the increase and there had been events at 2 schools in the
previous week to publicise the system. The risk with babies was higher
than with young people and therefore it was understandable that health
referrals would be higher.
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* Is the uptake with the system disappointing? It was acknowledged that
a higher uptake of the system would be preferable but it was
comparative with other local authorities.

e Schools take care of pupils ensuring that their needs are met. It was
likely that health referrals were higher as health professionals were more
in touch with the whole family. The CAF is a new way of processing
information and was a step forward in preventing past mistakes
recurring.

« What were the reasons for the 5 families refusing consent? Some of the
families are hard to reach and these were families with only low level
support required not needing involvement from Social Services.

Recommendation

That the evidence provided and the comments of the Forum be used to
assist with the scrutiny investigation

118. Reaching Families in Need Investigation — Evidence
from Connected Care (Connected Care)

Two representatives from the Connected Care Team attended the Forum to
infoom members of the scheme which was currently only available in the
Owton Ward of the town which had been chosen because 50% of
residents, including 27% of those of working age, had health problems.
There were a high number of wlinerable people be it drugs, family
circumstances or age who were unaware of what services were available
for them and what choices they had.

The scheme was funded by the PCT and was the first pilot scheme in the
country. The scheme was a care navigation scheme providing someone
you could trust to sort out a problem via various agencies if necessary. A
case study was outlined which followed a young single mother with literacy
difficulties, having problems with her neighbours. This had been referred
by the Duty Social Work Team and on being taken up with the Connected
Care Team they had acted as advocates with other agencies with a
resulting positive outcome for the client.

The Connected Care team also wished to tackle ASB in the area as this
affected mental health or ability to work as some people were unwilling to
leave their homes because of it. The team also provided a mobile office on
a regular basis in the area and was highly visible to residents. The team
was committed to giving time to listening to clients and gaining the best
help possible for them.

The initiative had been in operation for a year and was being assessed by

Durham University. Itwas hoped to extend the service throughout the town
but this would depend on funding being obtained.
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The Head of Adult Services outlined that the Local Authority had signed up
to Personalisation which essentially was about people organising and
having control over their own support needs. Other words to describe this
are being "In Control" and having an "Individual Budget’. Connected Care
navigators could identify gaps in care offered.

Discussion about the service then ensued and the following points were
raised:-

» Although the service sounded perfect on paper for the client i.e. not
having to repeat personal circumstances to a number of professional
in order to gain assistance, Members were concerned about hard to
reach individuals. The Connected Care team said that they had
excellent connections with residents associations and groups and
worked with staff there. They referred to the mobile unit which had
been sited in 10 locations over a 6 week period which had had an
excellent response especially in relation to Benefit queries and those
in family homes who wished to move to single person properties. A
bid had been put forward to the Department of Health for a purpose
built vehicle. Leaflet drops took place in the area 3 — 4 times a year
to keep the service high profile.

* What will happen at the end of the three year programme? Wil
funds still be available or will other agencies be asked to contribute
to continue the service? The Connected Care team stated that in
early May a seminar was to be planned to show how the system
could work across the town. This would be a refined service
learning from successes from the current system. The Connected
Care team referred to the Orwell Walk development which was to be
funded by the Primary Care Trust (PCT), Department of Health and
Local Authority which would provide support for residents.

* What about elderly residents who live in private accommodation,
would they qualify for help if Connected Care is rolled out to other
areas? The Connected Care team stated that this group of
wilnerable people would benefit from practical help, e.g. with re-
wiring, help with electrical appliances. All this was available under
the Connected Care umbrella.

* Residents of Owton ward mustbe very pleased with the services on
offer for them. A member queried how many people had been
helped in claiming benefits as this would provide revenue for the
local businesses. He was informed that many people were
frightened to report changes in personal circumstances in case their
benefits were reduced and they were unable to cover their
outgoings.

* Could Councillor details be added to the next publication? The
Connected Care team said that useful information was put into the
magazines so this could be added.

09.02.10 H ealth Scrutiny Forum Minutes 5 HARTLEPOOL BOROUGH COUNCIL



Health Scrutiny Forum— Minutes — 10 February 2009 3.1

1109.

« Members were all agreed that this service was of extreme benefit to
residents and it would be a shame if it could not be continued.

Decision

That Members note the evidence provided and comments of the Forum be
used to assistin the Scrutiny investigation.

Reaching Families in Need Investigation — Evidence
from New Deal for Communities (New Deal for Communities)

Two members of staff from the NDC attended the Forum to advise
Members of the work of the NDC.

Members were advised of a number of projects including a Social Inclusion
Project operating in Lynnfield and Stranton Primary Schools employing two
Social Inclusion Assistants to work within the schools with pupils and
teachers. It aimed to reintegrate disengaged pupils back into mainstream
education and worked particularly on attendance, punctuality, behavioural
issues and the effects of pupils transfering between schools.
This pilot project had resulted in a significant decrease in pupil absence
from school e.g. at the start of the project in Summer 2001, there were 677
unauthorised absences (in half days) from Stranton Primary. By the end of
the pilotin Spring 2003 this had dropped to only 16 unauthorised absences.

The Service was now based at the Community Safety Officers at 173 York
Road and co-located with other organisations including the Police and
Victim Support which assisted with quicker referrals to these agencies.

Members were then informed of the support available for those who were
struggling with debt and advice that was given to them. This had a

significant impact on the ability of children to thrive. Many new mothers
would rather do without themselves in order to ensure their children were
fed. 10,500 people in the Borough were classed as living on the breadline
with 5,500 classified as ‘credit hungry i.e. working but on low incomes. It
was pointed that there was a prevalence of doorstep lenders with extremely
high rates of interest on repayments. There was a high occurrence of debt
related stress and depression which had an impact on physical well being
and placed more demand on health services and professionals.

Help available from the Citizens’ Advice Bureau and Credit Union was
outlined although it was said that it would be more helpful if these could be
sited in other areas of the town as the cost of bus fares putsome people off
seeking help from these organisations.

It was necessary to get information out to residents as well as other
organisations, so that those in need and those helping them, were aware of
what help was available. Two financial conferences had been organised
and another was due to be held later this year.

Issues raised from these presentations were:-
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120.

» Partnership working was important between the various agencies to
provide a cohesive service to those in financial difficulties

* People should be made aware of different deals for utilities like gas
and electricity as those on lowest incomes pay the highest rate,
usually on pre-pay meters. Access to a bank account via the Credit
Union could help them access lower rates.

* Members agreed that putting outreach services in different localities
in the town would assist in helping those in financial difficulties.

Decision

That Members note the evidence provided and comments made assist in
the Scrutiny investigation.

Reaching Families in Need Investigation — Evidence
from Stakeholders (Scrutiny Support Officer)

The Scrutiny Support Officer introduced a number of representatives from a
variety of stakeholders in Hartlepool who had a role in reaching families in
need.

Job Centre Plus

The representative from Job Centre Plus stated that she was an advocate
of Partnership working and praised the work done by Connected Care.
She explained that the service had an action team which had publicised
help and benefits available by visiting communities and had a market stall.
She said that there were outreach services in Owton Manor and the
Headland. It was proposed to have advisors’ Criminal Records Bureau
(CRB) checked so that they could move into the Children’s Centres to
provide advice. The Job Centre Plus also worked closely with NDC to refer
people to the Credit Union to get a bank account. It also had links with the
FIP. It was acknowledged that Job Centre Plus did not identify problem
families and that people needed work not benefits.

Points raised by the Forum were:

* Why does the Job Centre Plus feel involved and could they be more
involved in reaching those in need? It was stated that many people
did not wish to divulge problems at their fortnightly interview.

Hartlepool PATCH

The representative from PATCH stated that she was excited by the work
done by Connected Care as this encompassed much of the ethos of
PATCH. She stated that there was a feeling by some, that voluntary
agencies’ standards were not as high as professional agencies but this was
not the case. She said that many families who were struggling with bills
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put their children’s needs second. She said that PATCH signposted those
in need towards statutory agencies i.e. NDC and Children’s Services but
said that it did not matter whether agencies were voluntary or statutory, as
long as families were helped. Families should be offered what they needed
and not what others thought they required.

Points raised by Members were:-

* If a family had multiple needs would PATCH refer them to other
agencies? PATCH works well with other voluntary agencies but
there had been difficulties with professional agencies. PATCH had
connections with Housing Hartlepool but a great many families live in
private rented accommodation with extremely difficult living
conditions i.e. damp mouldy houses. This in tum pushed up fuel
bills as families struggled to keep wam.

* Members acknowledged work done by Housing Hartlepool in
improving standards in living accommodation but agreed that the
private rented sector still needed to raise standards in many areas.

* It was also acknowledged that the Statutory and Voluntary sectors
should move forward together to meet the needs of those in need as
the Voluntary Sector were more likely to be approached by those in
need than professionals.

» Support should be given to voluntary organisations and help them in
measuring targets.

 Families needed advocates

Hartlepool Families First

The representative explained that the organisation’s work was varied but its
aim was to improve the quality of life for children, young people and
families, through a range of social, welfare and educational measures. It
worked with those living in disadvantaged areas, including children and
young people with disabilities. There was a health bus and special needs
home support available. Work was undertaken with families on the FIP and
the organisation had built up trust with parents. The organisation would
direct families to other bodies including the Credit Union if required. It was
pointed out that Hartlepool Families First only looked after children up to
the age of 13 and after that age, there was a gap services available.

Members raised a number of points including:-

This organisation appeared to reach a number of families which statutory
bodies missed.

The Health bus was a good idea and should be utilised more by the Local
Authority.

The Local Authority should organise a seminar to bring together statutory
and voluntary bodies to forge links between all and to showcase the
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121.

122.

123.

124

strengths of each organisation.

The voluntary sector appeared to plug gaps in services offered by statutory
bodies. Residents appeared to prefer working with the voluntary sector and
more funding should be available so that these services were not lost.

Decision

The issues raised were noted by Members and would be used in the
investigation.

Those who had attended to assist in the investigation were thanked by the
Chair.

Six Monthly Monitoring of Agreed Health Scrutiny
Forum’s Recommendations (Scrutiny Support Officer)

This item was deferred.

Issues Identified from Forward Plan

None.

Feedback from Recent Meeting of Tees Valley Health
Scrutiny Joint Committee (Scrutiny Support Officer)

This item was deferred.

Date and Time of Next Meeting

The next meeting was scheduled to take place on Tuesday, 24 February
2009 at 3.00 pm in the Council Chamber, Civic Centre, Hartlepool.

The meeting concluded at 5.40 pm.

CHAIR
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HEALTH SCRUTINY FORUM

24 February 2009

HARTLLFOEL

I HICH CORRTI]

Report of: Scrutiny Support Officer

Subject: HEALTHCARE COMMISSION ANNUAL HEALTH

CHECKS FOR NORTH TEES AND HARTLEPOOL
NHS FOUNDATION TRUST AND HARTLEPOOL
PRIMARY CARE TRUST

11

2.1

2.2

PURPOSE OF REPORT

To introduce representatives of North Tees and Hartlepool NHS Foundation
Trust and Hartlepool Primary Care Trust, in attendance at today's meeting to
address the Forum in respect of the Healthcare Commission’s Annual Health
Checks.

BACKGROUND INFORMATION

As the Forum is aware, under the Healthcare Commission’s quality checking
regime, the government established 24 core standards that set minimum
levels of services that patients have a right to expect. On an annual basis,
the Healthcare Commission asks trusts to demonstrate how they have
performed against each of these core standards through a declaration, which
this year needs to be submitted by the 1 May 2009.

In order to meet the requirements for the Core Standards Element of the
Annual Healthcheck and provide assurances to the Boards, and all external
stakeholders, that the organisations are compliant with the standards an
internal assessment process is in place. Through this internal assessment
process:-

(i) Each core standard has a lead director and operational lead for each
organisation. The assessment framework contains a series of questions
designed to detemrmine compliance for each standard based on the
information published by the Healthcare Commission;

(i) The operational leads are required to detemrmine the compliance level for
each standard based on the responses to the questions within the
framework and the evidence identified to support the compliance level
provided;

1-7.1(a) 09.02.24 - HSF- SSO - Annual Healthcheck
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2.3

24

2.5

2.6

2.7

(iii) All evidence used to support compliance levels is documented in the
framework and linked to a central evidence base by the nominated
leads;

(iv) Updating of the framework is undertaken on an ongoing basis and
quarterly reports are submitted to the Corporate Management Team
Performance Clinic and Board to provide assurance on ongoing
compliance throughout the year;

(v) Directorate level reports are provided to facilitate validation of evidence
identified by operational leads and sign off by lead directors;

(Vi) The compliance levels are transferred into the annual submission
document prior to submission to the Audit Committee and Board in
March.

As part of this process, trusts are responsible for inviting ‘third parties’ to
comment on their performance, including local authorities, Strategic Health
Authorities, Local Improvement Networks and overview and scrutiny
committees.

Hartlepool's Health Scrutiny Forum has the opportunity today to participate
in this process and decide whether, following discussion, it wishes to
express any views in relation to each of the Trust’s performance. Any view
will then be inserted into the trusts’ declaration of performance against the
standards as unedited contributions.

To assist the Forum, representatives from North Tees and Hartlepool NHS
Foundation Trust and Hartlepool Primary Care Trust are in attendance at
today's meeting to take Members through the core standards and each of
the Trust's evidenced performance against those standards. This evidence
will take the form of written briefing papers (as provided at 7.1 (b) by the
Foundation Trust and 7.1 (c) by the PCT), and supporting presentations by
representative from each of the bodies.

To further assist the Forum in formulating its response, additional
documentation is also provided as follows:-

(i) Appendix A and B - copies of the criteria for assessing core standards
in 2008/09 for Acute Trusts and Primary Care Trusts; and

(i) Appendix C and D - a summary of the Healthcare Commission 2007/08
rating for the North Tees and Hartlepool NHS Foundation Trust and
Hartlepool Primary Care Trust.

Please note that whilst a summary of the PCT's Compliance Core Standards
is provided at 7.1(b) a full copy can be obtained from the Scrutiny Support
officer should it be required.
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2.8

29

3.1

3.2

In terms the health check for 2008/09, members are asked to note that the
PCT now have two functions; as commissioners (purchasers) and providers
of care. In commissioning services the PCT has to ensure that services are
provided most effectively, meeting the needs of the local population. Most
PCT’s will also be providers of some services and this will be reflected in the
2008/09 annual health check with separate assessments on provider and
commissioning functions. When considering its response it may be useful
for the Forum to consider these two functions separately.

It should also be brought to the attention of the Forum that the Healthcare
Commission will in April 2009 be replaced by the Care Quality Commission,
who will be solely responsible for the delivery of the 2008/09 Annual Health
Check, including care standard bases assessments for April 2009. This will
in have an impact on the way in which the annual health check process s
undertaken from next year.

RECOMMENDATIONS

That the Forum considers the attached papers and presentations received
from the North Tees and Hartlepool NHS Foundation Trust and Hartlepool
Primary Care Trust.

That the Forum detemrmines whether it wishes to make a contribution to each
of the Trusts’ declaration to the Healthcare Commission.

BACKGROUND PAPERS

No background papers were used in the preparation of this report.

Contact Officer:-  Joan Wilkins — Scrutiny Support Officer

Chief Executive’s Department - Corporate Strategy
Hartlepool Borough Council

Tel: 01429 284142

Email: joan.wilkins @hartlepool.gov.uk
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Use of "we" [Overview section)

The new Care Quality Commissicn will replace the Healthcare Commission, the Commission for Social
Care Inspection and the Mental Health Act Commission fram April 2009, providing an integrated approach
to regulation across these bodies' current areas of respongibility. The Care Cuality Commission was
established on 1 October 2008 with kmited preparatory functions to enable it to take over the regudation of
health and adult social care from 1 April 2009,

The Care Quality Commission will be responsible for defivery of the 2008/2009 annual health check,
inciuding the core standards based assessment from 1 April 2009,

Where this document refers to "we” this is a reference fo the Healthcare Commissian up wntil 31 March
2009 and to the Care Quality Commission from 1 April 2008,

2 Healihcare Commission Criteria for assessing core standards in 2008/2009 Acute



Overview

These are the 2008/09 criteria for assessing core standards between 1 April 2008 and 31 March
2009 for trusts that provide acute and spec ialist services. As for previous years, we have set out
our criteria as 'elemenis’ for each of the core standards.

What has changed?

Primary care trusts

The main change this year affects primary care trusts (PCTs), As sef out in the Healthcane
Commission publication, The Annual Health Check in 2008/09: Assessing and rating the NHS,
our assessment of PCTs for the performance rating in 2008/08 will have a different structure
from previous years, This will allow us to report separately on the performance of services that a
PCT provides itself (such as community health services) and its rola as a commissioner of
healthcare services for its local community. We have developed two sets of criteria for assessing
PLCTs; one for their role as providars and cne set for their role as commissionears of services, A
single PCT document containing both 2008/09 s ets of criteria has been produced and is
gvailable to PCT frusts.

What else has changed?

This year, we have expanded our rationa les in order to assist trusts further in the assessment
process. Some criteria have also been written for greater clarity and in some cases this has
made them longer. Although some documents have, in tum, become longer, trusts should find
the criteria and the rationales more explicit, clearer and hence helpful when assuring them salvas
of their compliance against core standards.

As set out in our publication The Annual Health Check in 2008/09: Assessing and rating the
NS, while we have split the criteria for PCTs into provider and commissioner criteria, there has
been limited change to actual content of criteria. We have however reviewed the elements in
order to:

&« Continue to increasa the focus on the cutcomes of the standards. We expect trusts” boards
to consider these outcomes when reviewing their assurance of compliance with the
standards.

e Add further clarity to elements by explicitly stating within the criteria the stafus of guidance,
codes of practice, efc referred to. For exam ple, where clear legal duties are referred to, trusts
are assessad as to whather they have acted “in accordanc e with” those duties : or for some
statutory codes of practice whether they "have had regard to" them, as required by the code,
Where the core standard itself refers to specific guidance, this gives that guidance a “must-
do” status and the criteria will also reflect this. Other guidance has varying status and we
have tried to make this explicit within the critesia .

For exampha;

o The healthcare organi sation follows National Instiiute for Clinical Excellence
(MICE) interventional pmmdums‘ guidance in accordance with The
Interventional Procedures Programme (Health Service Circular 2003/01 1). (C03)
{NICE interventional procedures are required by the standard itself) .

" ‘An interventional procedure is one used for diagnosis or freatment that imvolved incision, puncture, entry
into a body cavity, electromagnetic or acoustic enengy.’ (Source; The intenventional procedures
programme Hea Ith Service Circular 2002001 1)
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o Medicines are safely and securaly procured, prescribed, dispensed, prepared,
administerad and monitored, In accordance with the Medicines Act 1968, and
the good praclice identified in The Safe and Secure handiing of medicines; A
team approach (RPS, March 2005) should be considered and w here
appropriate followed. (C04d)

Where references are recognised as useful for trusts but are not directly the subject of
assassment, again we will provide these in an appendix fo the final docum ent, However, as was
the case with the documents in Appendix 2 of the 2007/08 criteria, thes e references will not be
the basis on which we will make judgments in inspection.

Trusts should also note that core standards C3, C4c and C22b will be assessed for all provider
sectors in 2008/09. See rationales in this document for further details,

How should trusts’ boards consider the elem ents?

The criteria are written to reflect the requirements upon trusts throughout the asses sment year,
they do not introduce new requirements. As in previous years of the core standards assessment,
we ask thal NHS trusts’ boards determine whether they have reasonable assurance of
compliance with a standard, without a significant lapse, from 1 April 2008 to 21 March 2009, As
part of the annual health check, trusts will then be asked lo make a declaration of their
compliance for the whole year. :

Reasonable assurance

Reasonable assurance, by definition, is not absolute assurance. Conversely, reasonable
assurance cannot be based on as sumption. Reasonable assurance is based on documentary
evidenca that can stand up to intemal and external challenge. In determining what level of
assurance is reasonable, trusts must reflect that the core standards are not optional and
describe a level of service which is acceptable and which must be universal. Our expectation is
that esch frust's cbjectives will include compliance with the core standards. This will be
managed throwgh the trust's routine processes for assurance.

Trusts’ boards should consider all aspects of their services when judging whether they have
reasonable assurance that they are meeting the published criteria for assessment. Where
healthcare organisations provide services directly, they have primary respoensibility for ensuring
that they meet the core standards. However, their responsibility also extends to those senvices
that they provide via partnerships or other forms of contractual arrangement (for example, where
human resource functions are provided through a shared service). When such arrangements are
in place, each organisation should have reasonable assurance that those services meel the
requirements of the standards.

Significant lapse

Trusts boards should decide whether a given lapse is significant or not. In making this decision,
we expect that boards will consider the extent of risk of harm this lapse posed to patients, staff
and the public, or indeed the harm actually done as a result of the lapse. The type of harm could
be any sort of detriment caused by lapse or lapses in compliance with a standard, such as loss
of privacy, compromised personal data or injury, etc. Clearly this decision will need to include
consideration of a lapsa's duration, its potential harmful impact and the likelihood of that harmful
impact occurring. There is no simple formula fo determine what constitutes a ‘significant lapse’.
This is, in part, because our assessment of compliance with core standards is basad on a
process of salf-declaration through which a trust's board states that it has received ‘reasonable
assurance’ of compliance. A simple quantification of the actual and/or potential impact of a
lapse, such as the loss of more than £1 million or the death of a patient or a breach of
confidentiality, for example, cannot provide a complete answer.
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Determining what constitules a significant lapse depends on the stand ard that is under
consideration, the circumstances inwhich a trust cperates (such as the services they provida,
their functicns and the population they sene), and the extent of the lapse that has been
identified (for example, the duration of the lapse and the renge of senices affected, the numbers
exposed to the increased risk of harm, the likely severity of harm to those exposed to the risk
{taking account their vulnerability o the potential harm, etc). Note that where a number of issues
have been identified, these issues should be considerad together in order to detarm ine whether
they constitule a significant lapse.

Equality, diversity and human rights

One of the Healthcare Commission's strategic goals confinuas to be to encourage respect within
senvices for people’s human rights and for their diversity, and o promate action o reduce
inagualities in people's health and exparenceas of healthcara. In line with the intention of
Slandards for Belte r Health, we expect that healthcare organizations will interpret and implameant
the standards in ways which challenge discrimination, promote equity of access and quality of
sarvices, reduce inequalities in health, and which respect and protect human rights.

More specifically, core standard CYe asks trusts to challenge discrimination, promote equality
and respact human rights. The criteria for C7e include a focus on how the trust is promoling
equality, including by publishing informalion specified by slatute in relation to race, disability and
gander. Mote that we have run three audits of trusts' websites, looking for this information, and
we ramain concerned that many trusts are still not compliant with legislation, particularly in
relation to race equality.

Using the findings of others

Ve will continue o make uze of the findings of others and have reviewed how we do this in
arder to increase this whera possible, and to ensure that it is effective, both in reducing burden
on trusts and alzo in targeting cur inspections. Note that, as in 200708, we will make usa of
others’ in-year findings - e, findings based on observance of com pliance during the
assessment year 200809, as evidance of assurance of compliance during the year 2008/09.
Findings of othars relating to recent years will be used to help target inspections.

Tha MHS Litigation Awthority's Risk Management Standards have now been rolled out to all
sactors enabling us 1o make in-year use of their findings for all sectors in 2008/02 where this
provides a level of assurance of compliance.

Flease sea Appandix 1 for more details about this and other changes, in particular & change in
the way we use pafient environment action team findings.

In-year revisions to legislation, codes of practice and guidan ce
Al legislation, codes of practice and guidance referred to in the core standard criteria/elements
are up to date at the time of publishing. During the assessment year trusts are expected to

ensure they comply with any replacements, revisions, amendments or supplements to the said
legislation, codes of practice or guidance, and will be assessed on this basis.
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First domain: safety

Domain outcome: Patient safety is enhanced by the use of healthcare processes,
working practices and systemic activities that prevent or reducs the risk of harm to

patients.

Core standard Cla

Healthcare organisations protect patients through systems that identify and learn from all patient
safety Incidents and other reportable incidents, and make improvements in practice based on

Elameants

local and national experience and information derived from the analysis of incidents.

Ratlonale

Element one

Incidents are reported locally, and
nationally via the appropriate reporting
routels to the Mational Patient Safety
Agency (NPSA), Health and Safety
Executive, Medicines and Healthcare
products Regulatory Agency (MHRA),
Health Protection Agency, Healthcare
Commission, the Counter Fraud and
Security Management Service and all
other national organisations to which the
healthcare arganisation is required to
report incidents.

Element two

Individual incidents are analysed rapidly
after they occur to identify aclions
required to reduce further immediate
risks, and where appropriate i ndividual
incidents are analysed to seak to identify
root causes, likelihood of repetition and
actions required to prevent the
recccurence of incldents in the fulure.

Element three

Reported incidents are aggregated and
analysad fo seek to identify common
patierns, relevant frends, likelhood of
repetition and actions required to prevent

Elements one and two :
Healthcare organisations should report incidents
nationally to the relevant national organisations.
These organisalicns include the National Patient
Safety Agency (NPSA) and a wider range of
organisations that have been listed in the alement,

Healthcare organis ations should analyse incidents
rapidhy after they occur so that immediate risks are
removed for those involved in the incident.
Furthermore, where appropriate, i ncidents should be
analysed to ientify root causes, and likelihood of
repetition in order to prevent the reoccurrence of
incidents in the future,

The information arising from the analysis of incidents
must also enable the identification of actions
required to prevent the recccummence of incidents and
this has been made more explicil in the element.

Element three

Incidents should be aggregated (including all
incidents raparted over a period of time) and
analysed, to identify relevant frends, common
patierns and likelihood of repetition, in order to
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the reccocu rence of similar incidents in
the future, for the benefit of patients /
service usars as a whole,

Element four

Demonstrable improvements in practice
are made to prevent the reoc currence of
incidents based on information arising
from the analysis of local incidents and
the national analysis of incidents by the
organisations stated in element one
(abowe),

prevent the reoccurrence of incidents in the future.
Common patterns include factors such as location of
incident, time of day of incident, patient
characteristics, elc. Analysis of relevant trends
includes changes over time.

This requirement was previously included in alement
two in 2007/08 and has been brought out in a
separate alement to provide greater clarity .

As with alemant two regarding individual incidents,
tha information arising from the analysis of
aggregaled incidents must also enable the
identification of actions required 1o prevent the
reoccurrence of incidents and this has been made
more explicit in the element. :

Elemeant four

Healthcare organisations should make changes 1o
practice based on the analysis of local incidents and
the national analysis of incidents. The national
analysis of incidents is carried out by NPSA and a
wider range of organisations that have been listed in
element one.

Core standard C1b

Healthcare organisations protect patients through systems that ensure that patient safety
notices, alerts and other communications concerning patient safety which require action are

acted upon within required time-scalaes.

Elements

Rationale

Element one

All communications conceming patient
safety issued from the National Patient
Safety Agency (NPSA) and the
Medicines Healthcare products
Regulatory Agency (MHRA} via national
distribution systems, including the Safety
Alerl Broadcast System (SABS), tha
Central Aler System (CAS) the UK
Fublic Health Link System {UKPHLS),
ara implemented within the required
timescales.

Element one

SABS is being brought together with the UKPHLS to
form the CAS. However, it is likely that all three
systems will continue to be used in parallel during
the introductory phase of CAS.

There are other routes through w hich this

information may be issued. For example MHRA
issues field safety notices via its website and targets
particular trusts with directly mailed safety letters.
While these cannot be considered official distribution
systems, they do communicate information regarding
patient safety that may accasionally require trusts to
take action.
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Core standard C2

Heslthcare organisations protect children by following national child protection guidance within
their own aclivities and in their dealings with olher organisations.

Elements

Rationale

Element one

The healthcare organizations have made
arrangements to safeguard children
under Section 11 of the Children Act
2004 having regard to statutory guidance
entitted Stafufory Guidance on making
arrangements lo safequard and prom ote
tive weilfare of children under section 77
of the Children Act 2004,

Element two

The healthcare organisation w orks with
parners to protect ¢ hildren and
pariicipabe in reviews as set ouf in
Warking together to safequarnd children
(HM Government, 2008).

Element three

The healthcare organisation has agreed
systems, standards and protocols abouwt
sharing information about a child and
their family both within the organisation
and with outside agencies, having regard
to Statufory guidan ce on making
arangements to safequand and prom ale
the welfare of children under section 11
of the Children Act 2004,

Element one

In March 2007 stalutory guidance was published,
updating previous guidance, which is based on the
Children Act 2004. Compliance with this was
required by Oclober 2005 and all elements should
now be in place.

The guidance issved under section 11(4) of the
Children Act 2004 which requires each person or
body to which the Section 11 Duty applies to have
regard o any guidance given to them by the
Secretary of State. This means that they must take
this guidance into account and, if they decide to
depart from it have clear reasons for doing so.

Element bva

Again this element has been extended to include
activities that are required, such as participation in
serious case reviews and child death reviews, bath
requirements from 1 Apsil 2008,

Element threa

Thera was some overlap between the 200708
alement three (CRB checks) and Core standard
C10a so this is removed. Instead a particular aspect
of the Statutory Guidance is drawn out and wording
is used from this document to emphasise the
imponance of information sharing between agencies.
This information sharing process can include the
Common Assessment Framework, ContactPoint
when it is introduced, and a ganeral responsibility on
boards to ensure thal s ystems are in place. Qutside
agencies referred fo include for example, local
authorities, the police, Connexions, Probation
sanvice, Youth Offending Teams, prisons efc.
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Core standard C3
Healthcare organisations protect patients by following NICE Interventional Procadures guidance.

Elements Rationale N

Element one Element one

The healthcare organisation follow s National Institute for Clinical Excellence (NICE)
NICE interventional pm-:ae-duraaz interventional procedures guidance applies to any
guidance in accordance with The irust that carres out interventional proceduras.,
inferventional procedures program me Following clarification from MICE and Department of
(Health Service Circular 2003/011). Health {DH) the application of the standard has bean
Arrangements for compliance are extended to all trust types fo better reflect this.

eommunicated to all relevant staff,
The element makes reference to the need o
communicate arrangem ents to all relevant staff. This
is to reflect that even where no 'new’ interventional
procedures” have been undertaken in the last year
{which may be more [lkely in non-acute trusts) an
organisation should still ensure that relevant staff are
aware of the process in case it occurs.

Core standard Cda

Healthcare organisations keep patients, siaff and visitors safe by having systems to ensure that
the risk of heaith care acquired infection to patients is reduced, with particular emphasis on high
standards of hygiene and cleanliness, achieving year-on-year reductions in Methicillin-Resistant
Staphylococcus Aureus (MRSA).

Elements Rationale

Element one Element one

The healthcare organisation has systems  The Hygiene Coda was revised in January 2008,
to ensure the risk of healthcare All healthcare associated infection issues are
associated infection is reduced in covered by this criteria with the exception of the

accordance with The Hezalth Act 2006 following:
Code of Practice for the Frevenfion and

Control of Healtheare Associatod Covered by C21 = Cleaning of the environment:
Infactions (Department of Health, 2006 =  Hygiene Code Duty 4 (a, b, {in relation to
revised January 2008). cleaning) ¢, d, e, g and h).

To note: the measuramant of the MRSAtarget s Covered Cde — Decontamination
underiaken through the ‘national prionties’ medical d?vi::es' of reusable

corponent of the annual health checks. N )
# Hygiene Code Duty 3 (if related to
decontamination)
+ Hyglena Code 4b

2 An interventional procedure is one used for diagnosis or treatment that involved incision, puncture, antry
into a body cavity, electromagnetic or acoustic anergy,” (Source: The infenventional procedures
.E’WEI"EHHTI'E'.HEE Hih Service Circular 2003011},

An interventional procedurs is considered ‘mew’ If a clinician no longer in a training post is using it for the
first time in his or her NHS clinical practice.
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* Hygiene Code 41,

Naote that, in complying with a provision specifiad in
any duty contained in the Code, an NHS body must
consider and, where appropriate, follow the content
of each annex so far as it is relevant to the provision,
including the content of guidance and other
publications referred to in any relevant citation.

Core standard Cdb

Healthcare organisations keep patients, staff and visitors safe by having systems to ensure that
all risks associated with the acquisition and use of medical devices are minimised.

Elements Rationale

Element one Element one

The healthcare organisation has systems Mo change to this elemeant from 2007/08
in place to minimise the risks associated

with the acquisition and use of medical

devices in accordance with guidance

issued by the Medicines Healthcare

Froducts Regulatory Authority .

Element two Element two

Tha healthcare crganisation has systems  One of the amendments to the IRM ER 2000

in place to meet the requirements of the  regulations was in 2006 when enforcement

lonksing Radiation (Medical Exposure) responsibilities were transferred to the Healt heare
Regulations 2000 [IR{ME)R] and any Commission. Further amendments are likely and =o
subsequant amendment. an explicit reference is now made to this,

Core standard Cdc

Healthcare organisations keep patients, staff and visitors safe by having systems to ensure that
all reusable medical devices are properly decontaminated pricr to use and that the risks
associated with decontamination facilities and processes are well mianaged.

Elements Raticnale

Element one Element one

Reusable medical devices are properly The Hygiena code was revised in January 2008,
dacontaminated in accordance with The  Criterla Cde covers:

Health Act 2006 Code of Practice for the  « Hygiene Code Duty 3 {if related to

Prevention and Controf of Healtheare deconiamination)
Associated Infections (Department of * Hygiena Code 4b
Health, 2008 revised January 2008). = Hygiene Code 4f.

All other aspects of healthcare associated infection
and dulies of the Hygiene Code are covered by C4da
or C21.

Note that, in complying with a provision spacified in
any duty contained in the Code, an NH S body must
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Core standard C4d

=T e — .

consider and, where appropriate, follow the content
of each annex so far az it is relevant to the provision,
including the content of guidance and other
publications referred to in any relevant citation,

In 2006407, this standard was not assessed for
ambulance trusts and mental health trusts as the
focus for assessment was on the stenlisation of
invasive medical eguipment thal presented a known
risk of infection. However, this criteria will apply to all
trust types on 2008/09 because;

¢« Decontamination has a wider meaning than
sterilisation alone and is defined as a
combination of processes, including cleaning,
dizinfection and sterilization, used to render &
reusable item safe for further use on patients
{ service users and handling by staff.

¢ Medical devices refers to all products, except
medicines, used in healthcare for diagnosis,
prevention, monitoring or treatment.

A single use medical device is a davice that is
intended to be used on an individual patient during a
single procedure and then di scarded. Therefore, any
device which is not single usa must be considered a
reusable medical device. These devices are used by
ambulance and mental haalth trusts.

Haalthcare crganisations keep patients, staff and vistors safe by hawng aystems to ensure that

medicines are handled safely and securely.

Eleameants

—

Rationale

Elament one

Medicines are safely and securely
procured, prescribe d, dispensed,
prapared, administered and monitored, in
accordance with the Medicines Act 1968
(as amended, and subsaguent
ragulations, including the Medicines for
Human Usa (Prescribing) Order 2005,
the Health and Safety at Work Act 1574,
as amended, and subsequent regulations
including the Control of Subs tancas
Hazardous to Health Regulations 2002;
and the good practice identified in The
safe and secure handling of medicines: A
team approach (RPS, March 2005)
should be considered and where
appropriate followed.

Element one

In referring to the Medicines Act, all amendmenis
and subsequent regulations are now included within
this reference. Subsequent regulations include the
Medicines for Human Use (Prescribing) Order, which
provides additional requirements for prescribing (eg,
reauthorising repeat prescriptions every six months).

The Duthie Report {The safe and secure handiing of
medicines: A Team approach) has now bean
included as it describes recognised good practice
and requirementis underpinned by the legislation
referred to in the criteria (Medicines Act, Health and
Safety at Work Act and the Contral of Substanceas
Hazardous to Health ) for several elements of
medicines management (with the exceplions beaing
procurament and monitoring).
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Element two

Controlled drugs are handled safely and
securaly in accordance with the Misuse
of Drugs Act 1971 (and amendmants),
Safer Management of Controlled Drugs:
Guidance on strengthened governance
amangements (Deparmeant of Health,
Jan 2007) and The Confrolled Drugs
(Supendsion of Management and Use)
Regulations 2006,

In addition feedback received during the 2008/09
annual health check consultations suggested
including this reference within the criteria for C4d.

Element two

The proposed elameant makes reference to all
amendments for the Misuse of Drugs Act 1971,

The guidance on strengthened governance
arrangaments has beean replaced with the updated
2007 version. The proposed element additionally
makes reference to the Controlled Drugs Regulation,
which came into effect on 1 January 2007.

Core standard Cda

Healthcare organisations keep patients, staff and visitors =afe by having systems to ensure that
the prevention, segregation, handling, transport and disposal of waste is praoperly managed so as
to minimise the risks to tha health and safety of staff, patients, the public and the safaty of the

envircnment.

Elements Rationale
Element one Element one

The prevention, segregation, handling,
transport and dis posal of wasta is
properly managed o minimise the risks
to patients/service users, staff, the public
and the environment in accordance with
all relevant legislative requirements
refarred bo in Emvironment and
Sustainability: Health Technical
Mermorandum 07-01; Safe management
of healthcare waste (Department of
Health, November 2006) and
Environment and sustainability: Health
Technical Memorandum 07-05- The
treatment, recovery, recycling and safe
disposal of waste elecirical and
electronic equipment (Department of
Health, June 2007).

Element one has been amended to incorporate HTM
07-05 relating to the management of electrical and
electronic equipment waste, which was published in
June 2007, This supplements the broader HT M 07-
01, and addresses the requirements of the Eurcpean
Waste Electrical and Electronic Equipment (WEEE)
Directive (2003) and the Use of Hazardous
Substances in Electrical and Electronic Equipment
Regulations (RoHS).

The advice contained in documents HTM 07-01 and
HTM 07-05 are not in thernselves mandatory, but the
legislative requirements described therein are.
Healthcare organisations choosing not to follow this
advice must take alternative steps to comply with all
raeiavant legislation,
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Second domain: clinical and cost effectiveness

o

Domain outcome: Patients achieva healthcare benefits that meet thair individual needs
through healthcare decisions and services based on what assessed research evidence
hasz shown provides effective clinical oufcomas,

Cora standard Cha

Healthcare organizations ensure that they conform to NICE technology appraisals and, where it
iz available, take into account nationally agreed guidance when planning and delivering

treatment and care.
Elements Rationale
Element one Elements one and two

The healthcare organisation ens ures that
it conforms to MICE technalagy
appraisals where relevant to its senvices,
Mechanisms are in place to: identify
relevant technology appraisals; take
account of clinical views and current
practice in decision-making; and where
necassary assess costs, and develop,
communicate, implement and review an
action plan for relevant technology
appraisals.

Element two

The healthcars organisation can
demonsirate how it takes into account
nationally agreed guidance whera it is
available as defined in National Service
Frameaworks (MNSFs), NICE guidelines,
national plans and nationally agread
guidance, when delivering care and
treatmant. The healthcare organisation
has mechanisms in place to: identify
relevant guidance; take account of
clinical views and current praciice in
decision-making; and where necessary
assess costs, and develop,
communicate, implement and review an
action plan for appropriaie guidelines.

MNew technology appraizals are ahways under
devalopment, therefore all MHE trusts need to have
mechanisms in place fo review the appropriate ness
of these for their sarvice, even if many of them will
not be relevant to some frust types.

Currant healthc are policy emphasises the
importance of the quality of clinical care and of
having consistent care for all patients / service users.
The effective implementation of NICE technology
appraisals and use of clinical guidelines that ara
based on best practice are crucial to the promotion
of consistent and high quality clinical care. To reflect
this. elements one and two have baen made more
explicit to give greater focus on the different aspects
of the standard.
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Core standard C5h

Healthcare crganisations ensure that clinical care and treatment are caried out under
supervision and leadership,

Elements Rationale

Elemant one Element one

The healthcare organisation ensures that  The wording of the elements has been amended to
appropriate supervi sien and clinical clarify that the responsibility being assessed is that
leadership is provided to staff when of the: crganisation and not that of individual
delivering clinical care and treatment. clinicians.

Where appropriate, staff also have the

opportunity to receive 'clinical Element one has been amended to clarify that

supervision™; and where appropriate, this  supervision of staff in the day-to-day delvery of
is in accordance with requirements from  clinical care and treatment, and the formal process

relevant professional bodies. of recelving ‘clinical supervision’ (see definition
Arrangemaents for clinical leadership and  below) are two distinct concapts that are both
supervision (including ‘elinical important to ensuring patients / service users recaive
supervision') are communicated to all care which will lead to effective clinical outcomes.

relevant staff, The effecliveness of these  When making a declaration against this standard the
arrangements is monitored and reviewed  Healthcare Commission would expect an

on a regular basis and action is taken crganisation to assure itself that arrangem ents for
accordingly, both of the above are in place and effective.

Current healthc are policy emphasises the
mportance of clinlcian-led services. To reflect this,
the elements have been mads more explicit to give
greater focus on the different aspects of the standard
against which we would expect an organisation fo
assune itsalf.

Element two Element two

The healthcare organisation ens ures that  With this additional element the criferia now better
it provides opportunitie s for clinicians® to  reflects the standard

develop their clinical leadership skills and

experiencao.

Core standard C5c

Healthcare organisations ensure that elinicians continuously update skills and techniques
relevant to their clinleal work.

_Elements Rationale

Element one Element one
The healthcare organisaion ens ures that  The woarding of the elements has been amended to
clinicians from all disciplines participate better reflect the standard and to clarify that the

! Clinical supervision is “a formal process of professional suppor and leaming which enables individual
practitioners fo develop knowledge and competence, assume responsibility for thelr cwn practica and
enhance consumer protection and safety of care in complex siluations.” (Quoted in various sources,
Incfuding Clinical supervision for registered nurses, NMG, 2008).

* Clinicians are “professionally qualified staff providing ciinical care to patients®, (Source: Standards for
Better Health, DH, 2004)
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in activities to update the skills and
technigues that are relevant to their
clinical work in accordance with relvant
guidance and curricula. This includes
identifying and reviewing skills neads and
skills gaps; providing and supporting on-
the-job training and other training
opportunities; and where appropriate
working in partnership with education
and training providers to ensure effective
delivery of fraining.

responsibility being assessed is that of the
organis afion and not that of individual dinicians.

Current healthc are policy emphasises the
importance of the quality of clinical care. The skills
and technigues of clinicians are vital fo ensuring
good quality care. To reflect this, the elemeant has
been made more explicit o give greater focus on the
different aspects of the standard against which we
would expect an organisation to assure itself.

Core standard Cod

Healthcare ocrganisations ensure that clinicians participate in negular clinical audit and reviews of

clinical services.

Elamants

Rationale

Element one

Tha healthcara organization ens ures that
clinicians® are invelved in priorilising,
conducting, reporting and acting on
regular clinical audits”,

Elemant two

The healthcare organisation ens ures that
clinicians participate in regular reviews of
the effectiveness of clinical services
through evaluation, audit or research.

Core standard C&

Elements one and two

The wording of the elements have been amended to
better reflect the standard and to clarify that the
responsibility belng assessad is that of the
organisation and not that of individual clinicians.

Healthcare organisations cooperale with esch cther and soclal care organisations o ensure that
patients' individual needs are properly managed and meal.

Elements

Rationale

Element one

The healthcare organisation w orks in

parinership with other health and sockal

care organisations Lo ensure that the

individual needs of patients [ service

usars arg properly managed and met:

s  \Where responsibility for the care of a
patient is shared between tha

Elements one and two

The structure and wording of the alements have
baen amended 1o better reflect the standard and to
clarify that the partnership responsibilities being
assessed are those of the organisation as well as
those of siafi. Element one considers an
organisation's responsibility o ensure effective
parnership agreem ants and working at an

* Chinicians are "professionally qualified staff providing clinical care to patents™. (Source: Standards for

Better Health, DH, Z004)

" Chnical audit is “a quality improvement process that seeks to improve patient care and outcomes through
systemnatic review of care against explicit criteria and the mplemantation of change. Aspects of the
structure, processes and outcomes of cane are selected and systematically evaluated against specific
criteria. Where indicated, changas are implamented at an individusl, team, or serdice leval and further
menitoring is wsad to confirm improvement in healthcare delivery.” (Source: Standards for Better Health,

DH, 2004}
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organisation and one or more other
health andfor sockal care
organisations,

andfor

= Where the major responsibility for a
patient's care iz moved (due to
admission, referral, discharge or
transfer”) across organisational
boundaries.

Where approprigfe, these arrangem enis

are in accordance with:

= Section 75 partnership arrangem ents
aof the Mational Health Senvice Act
2008 (previously section 31 of the
Health Act 1999).

*  The Community Care (Delayed
Discharges etc.) Act 2003 and
Discharge from hospital pathway,
process and practice (DH, 2003).

Where appropriate, these arrangem enls
are in accordance with the relevant
aspects of the following guidance or
equally effective altematives:

= Swidance on the Health Acl Sechion
31 partnership agreem ents (DH,
1298).

« Guidance on partnership working
contained within relevant Mational
Service Frameworks and national
cirategies (for exampla, the Mationsl
Service Framawork for Mental Health
{DH, 1999}, ihe Mational Service
Framework for Older People (DH,
2001) and the Cancer Reform
Strategy (DH, Decambear 2007),

= The National Framework for NHS
Continuing Healthcare and NHS-
funded Mursing Care (DH , 2007).

Elemeant two

Staff concemed with all aspects of the
provision of healthcare work in
partnership with colleagues in othar
health and social care organisations to
ensura that the needs of the patiant /
senice user ang properly managed and
et

organisational level. Elemeant two focuses on the
need for groups of staff from different organisations
to work together to meet the needs of patients /
service users. This may be facilitated through
engagement in clinical netwerks, for example.

Element one has been made more explicit to
indicate that we would expect an organisation to be
assured that it is using partnerships to ensure that a
patient's/service user's needs are met when they
move between organis ations and when more than
one organisation is contributing to a patient's care.

Various guidance and legislative documents are

refevant to this standard.

= Organisations are legally obliged to comply with
arrangemeants laid out in Section 75 of the
Mational Health Service Act 2006 and the
Community Care (Delay ed Discharges efc.) Act
2003,

= The additional documents listed in eleament one
are all good practice guidance or strategic
frameworks which organisations are not
mandated to follow. The Healthcare Commission
would, however, expect an organisation to have
good reason and clear rationale for following a
different course of action from that set cut in
these documents.

Element two
With this additionzl element the criteria now batter
raflects the standard

& The term ‘ransfer’ is as defined by the NHSLA Risk Management Standard, “the process wheraby a
patient is moved from one clinical area to another within the organisation or o another organisation”,

(Source: hitp.twww nhela com/Pubilicationsd
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Third domain: governance

Domain outcome: Managsrial and clinical leadership and accountability, as well as the
organisation’s culture, systems and working practices ensure that probity, quality
assurance, guality improvement and patient safety are central components of all
activities of the healthcare organisation.

Core standard CTa&c

Healthcare organisations:
a) apply the principles of sound clinical and corporate governance; and
¢} undertake systematic risk assessment and risk management.

Elements Rationale

Element one Element one

The healthcare organisation has effective  Element one has been revised to clarify the link with
clinical governance® arrangements in the domain cutcome.

place to promofe clinical leadership and
improve and assura the qguality and
zafety of clinical senvices for patients /
sanice USers.

Element two Element two

The healthcare organisation has effective  Element two has been updated to provide m ore
corporate governance ' arrangements in - clarity about the relevant directives and guidance
place that where approprigte are in against which we would axpect frusts to develop
accordance with Governing the NHS: A their corporate governance structures.

guide for WHS boards (Department of

Health and NHS Appointments

Commission, 2003), and the NHS frust

model standing orders, resenvalion and

delegation of powers and standing

financial instruchions March 2006 (DH,

2006).
Element three Element three

The healthcare crganisation Element threa has been revised to clarify that it
systematically assesses'’ and refers to both corporate and clinical risks and to
manages "~ its risks, both focus on the domain cutcome.

corporatedclinical risks in order to ensure
probity, clinical gquality and patient safety.

® Clinical governance Is “a system through which NHS organisations are accountable for confinucusly
improvirg the quadity of their services and safeguarding high standards of care, by crealing an
anvironment in which clinical excellance will flourish® (Source: Standards for Better Heatth, DH, 2004),

" Governance is "a mechanism to provide accountability for the way an organisation manages itsetf”
{;Snurm: Standards for Better Healh, DH, 2004).

! Systematic risk assessment is “a systematic approach to the identification and assessment of risks
using explicit risk management techniques.” (Sowrce: Standerds for Better Health, DH, 2004).
™ Risk managemant “covers all processes invoheed in identifying, assassing and judging risks, assigning
ownership, taking actions to mitigate or anticipate thern, and monitoring and reviewing progress.® (Source:
Standards for Better Heallh, DH, 20:04).
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Core standard CTh

Healthcare organisations actively support all employees to promote openness, honesty, probity,
accountability, and the economic, efficient and effective use of resources.

Elements Rationale
Element one Element one
The healthcare organisation actively There is a change lo wording to better reflact

promotes openness, honesty, probity and  legislative requirem ents. The Directions ta NHS
accountability 1o its staff and ensures that  bodies on the Counter Fravd M easures 2004 (as
resourcas are protected from fraed and amended) state at Direction 2(1) that * Each NHS
corruption in accordance with the Code Body must take all necessary steps to counter fraud

of condue! for NHS managers in the Nalional Health Service in accordance with
(Department of Health, 2002), NHS -..the NHS Counter Fraud and Corruption Manual:
Counter fraud & cormuption manual third  ...and having regard to guidance or advice issted by
edition (NHS Counter Fraud Searvice, the CFSMS". Reference to "having regard to

2006), and having regard to guidance of  guidance or advice issued by the CFSMS" has
advice issued by the CFSMS. therefore been added. How ever the NHS Counter

Fraud and Corruption Manual remains the
operational guidance for all Local Counter Fraud
Specialists. Note that the CFSMS Compound
Indicators are based on this Manual.

Core standard G7d

Healthcare organisations ensure financial management achieves economy, effectiveness,
efficiency, prabity and accountability in the use of resources

Elements ; Rationale

This standard will be measured through Mot applicable
the use of resources assessmant.

Core standard CTe
Healthcare organisations challenge discrimination, promote equality and respect human rights

Elements Rationale

Element one Elgment one
The healthcare organisation challenges  This element has been amended to emphasise that
discrimination and respects human rights  frusts need 1o cover the issues in terms of

in accordance with the: challenging discrimination in the provision of
; sernvices, goods and faciliies, as well as
»  Human Rights Act 1998, amployment.

= No Secrels: Guidance on developing
and implementing mulli-agency
policies and procedures to profect
vulnerable aduits from abuse
(Departrment of Health, 2000).

+ The genecral and specific duties
imposed on public bodies in relation  «  The Statutory Code of Practice on the Duty to
to race, disability and gender Promote Race Equality’ {issued by Commission

The Race Relations (Amendment) Act 2000,
Disability Discrimination Act 2005, and E guality Act
2006 each have associated codes of practice, listed
below:
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{including, among other things,
aquality schemes for race, disability
and gerder, along with impact
assessments) under the “public body
dutias".

= “Employment and equalities
legislation™* including legislafion
regarding age, disabi lity, gender,
race, religion and belief, sexual
orentation, part-time workers, fixed
term employees, flexible working and
working time.

**Acting in accordance with ‘public body
duties™ means: Acting in accordanc e
with the general and specific duties
imposed on public bodies (including,
among other things, equality schemes for
race, disability and gender, along with
impact aszessments) under the following
statutes:

= Race Relations (Amendment) Act
2000.

+« Disability Discrimination Act 2005,
= Equality Act 2005.

and, where appropriate, having due
regard to the as sociabed codes of
practice.

**“Acting in accordance with
‘emplayrment and equalities legislation™
means: Acting in accordance with
relevant legislation including:
« Eqgual Pay Act 1970 (as amended).
= Sex Discrimination Act 1975 (as
amended).
+ Race Relations Act 1976 (as
ameanded).
« Disability Discrimination Act 1585

« Employment Equality (Religion or
Balief) Regulations 2003,

=  Employment Equality {Sexual
Orientation) Regulations 2003,

«  Employment Equality (Age)
requlations 2006,

¢ Part Tima workers (Protection from
Less Favourable Treatment)

for Racial Equality published May 2002)

= 'The Duty to Promote Disability Equality.
Statutory Code of Practice’ (England and Wales)
(issued by Disability Rights Commission
publishad 2005)

» ‘Gender Equality Duty Code of Practice (England
and Wales) (issued by Equal Opportunities
Commission published 2007

Similarty the acts cited under “em ployment and
equalities legislation” have associate codes of
praclice, including:

« CRE Code of practice on equality in employment
2005

« EOC Code of practice on sex discrimination
1985

»  EQOC Code of practice on equal pay 2003,

+ DWP Guidance on the definition of disability
2006, and

* DRC Code of Practice on Employment and
Decupation 2004

These codes of practice and guidance provide
guidance o assist relevant persons or bodies o
effectively and appropriately carry out their statutory
public body duties and employmeant law obligations
(as appropriate). The acts do not impose a legal duty
te comply with the codes but those to whom the
codes of praclice are addressed should have regard
to the guidance contained in the codes. The Codes
are admissible in evidence in any legal action and
can be taken into account by courts and tribunals .
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Regulations 2000,

* Fixed Term Employees (Protection
from Less Favourable Treatment
Regulations 2002).

= Employment Rights Act section
80F- (relating to the right to request
flexible working).

*  Working Time Ragﬁ lations 1998 (as
amended).

And, where appropriate, having due
regard to the as sociated codes of
practice

Element two

The healthcare organisalion prom otes
equality, including by publishing
infarmation specified by statula, in
accordance with the general and specific
duties imposad on public bodies
(including, among other things, equality
schemes for race, disability and gender,
aleng with impact assessments) under;

= The Race Relations (Amendment)
Act 2000,

= The Disability Discrimination Act
2005,

= The Equality Act 2006.

And where appropriate, having d ue
regard to the associated codes of

praclice.

Element two

There have been minor changes to wording to
emphasise that this element is concemned with the
duties to promote equality, rather than the anti-
discrimination focus of the original 1975, 1976 and
1995 Acts.

See the rationale to element one above for detail
on the codes of practice.

Core standard C71
| organisations meet the existing performance requirements

_Elements

Rationale

This standard will be measured through
the existing national fargets ass essment

Mot applicable

Core standard CBa

Healthcare organisations support their staff through having access to processas which permit
them to raise, in confidence and without prejudicing their position, concerns over any aspect of
service delivery, treatment or management that they consider to have a detrimental effect o

patient care or on the delivery of services.

Elements

Rationale

Elament one
Staff are supported, and k now how, fo

Element one
Mo change to the element. The HSC 199%/198 has
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raise concems about services
confidentially and without prejudicing
their position including in accordance
with Tha Public Disclosure Act 1998
Whistle blowing in the NHS (HEC
19991 98).

been confirmed by Department of Health as being
extant. It is concerned with the Public Disclosure Act
1988 which Is the legislation relating to whistle-
blowing.

Core standard CBb

Healthcare organisations support their staff through having organisational and personal
devalopment programmes which recognisa the confribution and value of staff, and address,

where approprizte, under-representation of minority groups.

Elements

Rationale

Elament one

The healthcare organisation s upports
and involvas stalfl in organisational and
personal development programimes as
defined by the relevant areas of the
Improving Working Lives (IWL) standard
at Practice Plus level and in accordance
with “amployment and equalities
fegizlation™ including legisiation
regarding age, disa hility, gender, race,
refigion and belief, sexual orientation,
part-time workers, fixed term employees,
flexible working and working time; and in
accordancea with itz “public body dulies™
in relation to employees, including, bt
not restricted to, its monitoring duties in
relation to race, dizability and gandar;
and where appropriale, having due
regard to the as sociated codes of
prachice.

* Tha phrases “public hody duties” and
“employmeant and egualilies legisiafion”
are defined in CVe

Elemeants one and two

The slandard deals specifically with the under
representation of minority groups and the element
now reflects requirements fo monitor the
participation in personal development opportunities
by gender, race, disability stc, not explicity required
under WL The addition of discrimination legislation
is intended to addres s this.

The phrases "public body dufies” and "employment
and equalities legisfation™ ara defined in CTe and
information about the codes of practice is given in
the rationale to CTe.
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Element two

Staff from minority groups are offered
opporiunities for personal devel oprment
o address under-representation in the
workforce compared to the local
population in accordance with
“employment and equalities legisfation™
including legislation regarding age.,
disability, gender, race, religion and
belief, sexusl orentation, part-lime
workers, fixed term employees, flexible
wiorking and working time; and in
accordance with its “public body duties™
in relation to employees, including, but
not restricted to, its monitoring duties in
relation to race, disability and gender.

* The phrases “public body duties” and
“employment and equalifies legistation”
are defined in Ce.

Element two
The meaning of “under-representation” is now more
clearly stated.

This element also now addresses under-
representation across the whole workforce, not
limited fo senior roles. Under-representation remains
a concem at senior roles but also in other areas for
example, in paricular occupations or spacialisms.

Core standard C9

Healthcare organisations have a systematic and planned approach to the managemeant of
records to ensure that, from the moment a record is created until its ultimate disposal, the
orgainsation maintains information so that it serves the purpose it was collected for and disposes
of the information appropriately when no longer required.

The healthcare organisation has effective
systams for managing records in
accordance with Records manage ment:
NHS code of practice (Department of
Health, April 20086), Information secunty
management: NHS cods of practice
{Department of Haalth, April 2007) and
NHES Information Governance
(Department of Health, September

2007).

The healthcare organisation complies
with the actions specified in the NHS
Chief Executiva's lotter of 20 May 2008
[Gateway reference 8312); and with
supplemental mandates and guidance if
they are infreduced during the
assessment period.

Element one

Records management involves the creation and
implementation of systematic contrels for records
and information activities, from the moment of
creation through to disposal. Information
govemance is the application of law and good
practice that governs the way in which information is
obtained. handled, used and disclosed, Records
management provides the systems, frameworks and
procedures to ensure s taff comply with information
governance reqguirements.

The Records management: NHS code of practice
(Departrnent of Health, April 2006} is a guide to the
standards of practice required for the management
of NHS records, based on current legal requirem ents
and professional best practice,

Information secunty management: NHS code of
practice (Depariment of Health, April 2007) and NHS
Information Governance (Department of Health,
September 2007) upd ate guidance on legal,
information security and other requirements,

The NHS Chief Executive's letter of 20 May 2008 to

22 Healthcare Commission Criteria for assessing core standards in 20082000 Acute




Element two

The infarmation management and
technology plan for the organisation
demonstrates how a comect NHS
MNumber will be assigned o every clinical
record, in accordance with The NHS in
England he Opearaling Framew ork for
200809 (Departmeant of Health,
Dacember 2007,

all NHS Chief Executives (Gateway raference 9912)
identifies three specific acticns for all NHS
arganisations, two of which are relevant to C9
(actions v and vi):

«  MHS organisations must make specific reference
o information governance and identifying and
managing information risks in their annual
statements from 200708,

= NHS organisations must identify a Senior
Information Risk Owner.

And one of which is ralevant to C13¢ (iv).

Element two

A new element has been included to reflect that the
MHS Medical Director has written to all NHS chiaf
exacutives and medical directors on the imporance
of using NHS numbers as the main patient identifier
on clinical records and the numerous incidents, and
some cases of serious harm and death, relaled to
duplication in local numbering systems. These
deficiencies in records management should no
longer be acceptable (letter of 13 May 2008,
Galeway referance 5801), The operating framework
sats out the prionties for the yvear; the Department of
Health expects that MHS organisations will produce
an information management and technology plan in
200809 to deliver the mandated use of the NHS
Mumber.

Core standard C10a

Healthcare organisations underake all appropriate employment checks and ensure that all
employed or contracted professionally qualified staff are registerad with the appropriate bodies.

Elaments

Rationale

Elemant one

The necessary checks are underiaken in
respect of all applications for NHS
positions (prospective employees) and
staff in ongoing NHS employment™ in
accordance with the NHS Employment
Check Standards (MHS Employears)
2008)

Element one

MNHS Employers published a revised set of standards
in March 2008, These standards are mandatory for
all applicants for NHS positions and employmeant
checks should be carried out prio r to appeintment of
individuals to work in health settings.

Six documents make up the NHS Employment
Check standards which replace, from April 08, the
previows publications *Safer recruitment — A guide
for NHS Employers” and "CRE disclosures in the
HHZ"

™ This mcudes perrnanent staff, staff on feed-temm contracts lemparary slaf, valunleers, shudents, trainees,
confractors and highly mobile statl supplied by an agency, Trusts appointing locums and agency staff will meed 1o
engure 1hel their providers comply wilh these standards.
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The new standards were launched on 18 March
2008 and include those checks that are required by
law, those that are Depa rtment of Health poficy and
those that are required for access to the NHS Care
record service,

Launch of the standards was announced in the NHS
Employers workforce bulletin issue 105 dated 25
March 2008™,

Core standard C10b

Healthcare organisalions require that all employed professionals abide by relevant publizhed
codes of professional practice.

Elements Rationale

Element one Element ona

The healthcare organisation explicitly Following clarification from the Department of
requires all employed healthcare Health, the details of this element have been
professionals' to abide by relevant updated to clarify that the standard is concerned with
codes of professional conduct, employed healthcare professionals only.

Mechanisms are in place to identify,
report and take appropriate acti on when
codes of conduct are breached.

Core standard 11a

Healthcare organisations ensure that staff concerned with all aspects of the provision of
healthcare are appropriately recruited, frained and qualified for the work they underake.

Elements Rationale

Element one Elarment one

The healthcare organisafion recruits staff  The changes have been made to include

in accordance with “employment and employment legislation covering equalities related
equalities legisiation™ including issues such as flexible working but at the same time
legislation regarding age, disability, to avoid extending the list of legislation in the

gender, race, religion and belief, sexual  element itself at the risk of reducing clarity. The
orientation, part time workers, fixed term  changes also provide more clarity regarding the
emplayees, flexible working and working  equality duties requirements in that the criteria now
fime; and in accordance with its “public specifically require organisation to meet the

body duties™ in relation to employess, employment related duties under RRA, DDA and
including, but not restrictad fo, its Equality Act under this standard.

manitoring duties in relation to race,

™ The bubatin can be found 21 waw nhsemployers. argifilesfvoikforcearchive/NHS Warkioree Bulatn-105 hired

* A heakhcare profiessional is ‘s parson wha is 0 mensber of 2 profession repulated by 2 body mentiosed in seclion 253y of
the Mational Heahh Secvice Reform and Healibeare Frofessians Act 2042° (Source: Bection %3, Mational Healih Services Act
2006, The bodies mentioned in Section 25(3) which regulate profissionals within Englard are: the (General Medical Councid
(GMIC), the Mursing and Midwifery Council (MMC), the Health Professions Couscdl (HBFCY, the General Dental Council
{GOC), the Geresal Optical Councal (GOC), tbe General Chiropractic Courscl (LAY, the General Osteopathic Coancil
{E0=C), the Boval Pharmaceutical Society of Great Britain (RPSGE),
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disability and gender; and where
appropriate, having due regard to the
associated codes of practice,

* The phrases “public body dulies” and
“employment and equalities legislation”
are defined in C7e.

Elemant two

The healthcara organisation aligns
workforce requirements to its service
neads by undertaking workforce
planning, and by ensuring that its staff

are appropriatel y trained and gualified for

the work they undertake,

The phrases "public body duties” and "em ployment
and aqualities legislation” are defined in C0Te and
information about the codes of practica is given in
the rationale o CO7e

Element two

The wording has been changed to more clearly
raflect the standard by making explicit reference to
training and qualification combined with workforcea
planning.

Core standard 11b

Healthcare organisations ensure that stafl concermed with all aspects of the provision of
_healthcare participate in mandstory training programmes.

Elements

Rationale

Element one

Staff participate in relev ant mandatory
fraining programmes as defined by the
relevant sector-specific NHSLA Risk
Management Standards

Element two
Staff and studanls participate in relevant
induction program mes.

Element thres

The healthcare organisation verifies that
staff parlicipate in those mandatory
training program mes necessary to
ensure probity, clinical quality and patient
safely (Including that referred o in
element one). Where the healthcare
organisation identify non-attendance,
action is laken o rectify this.

Element one

In 2007708 the MHSLA Risk Management Standards
operated in full in the acule sector, and were pilotad
in ather sectors. The Risk Management Standards
have now been published (March 2008) and are
operating in full in all types of trusts for the year
2008/09. The criterion/eriteria have been updated to
reflect this.

Element two
Mo change o this element from 2007008,

Element three

This element has been added to reflect the need for
trusts to check uptake of fraining in order to ansure
participation. This will ba the case for all types of
mandatory fraining necessary io ensure the domain
outcome — ie, probity, clinical quality and patient
safaly (including risk management fraining refemred
o in tha MHSLA risk management standards and
elemeant ona). An explicit link has bean made (o the
outcome required by the domain.
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Core -stanliard“:”{.‘
Healthcare organisations ensure that staff concerned with all aspects of the provision of

healthcare participate in further professional and occupational development commensurate with
their work throughout their working lives.

_Elements Rationale
Element one Element one
The healthcare organisafion ens ures that  The wording of the element has been amended to
all staff concerned with all aspects of the  better reflect the standard and to clarify that the
provision of healthcare have responsibility being assessed is that of the
opportunities to participate in organisation and not that of individual staff members.
professional and cccupational
development at all points in their career  The phrases “public body duties” and “employment

in accordance with “employment and and equalities legislation” are defined in C07e and
equalities legislation™. This includes information about the codes of practice is given in
legislation regarding age, disability, the rationale to COTe.

gender, race, religion and ballaf, sexual

onentation, part time workers, fixed term  Reference to this legislation is included 1o reflect the
employees, flexible working and working  need for organisations to ensure that com parable
time; and in accordance with its “public development opportunities are provided to all staff,
body duties™ in relation to employees,

including, but not restricted to, its The document Warking fogether — leaming tog ether
monitoring duties in relation to race, (DH, 2001) is a strateglc framework that sets out a
disability and gender; and whera co-ordinated approach to lifelong learning in
appropriate, having due regard to the healthcara. While trusts are not legally obliged to
associated codes of practice; and conform to the framework we would expect a trust to

in accordance with the relevant aspects  have good reasons and clear ration ale for following a
of Working together — learning together:  differant course of actlon from that set out in the
a framework for fifelong learning for the  framework.
MHS {Depariment of Health 2001) or an
equally effectiva alternative.

* The phrases “public body duties” and
“employment and equalities legislation”
ara defined in CTea

Core standard C12

Healthcare organisations which either lead or participate in research have systems in place to
ensure that the principles and requirermnent of the research governance framework are
consistently applied. |

Elements Rationale

Element one Element one o
The healthcare organisation has effective  Minor amendments have been made to make the
research governanc & in place, which criteria clearer: two references to “framework” could
complies with the principles and be slightly confusing so " principles” replaces the first
requirements of the Research occurrence, (which also brings the element closer to

governance framework for health and the wording of the standard)
social care, second edition (ODH 2005).
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Fourth domain: patient focus

Domain outcome: Healthcare is provided in parfnership with patients, their carers and
relatives, respecting their diverse neads, preferences and choices, and in partnership
with other organisations (especially social care organisations) whose services impact on

patient well-baing.

= = =

Core standard C13a

Healthcare organksations have sysiems in place fo ensure thal staff treat patients, their relatives

and carers with dignity and respect.

Elemeants

Rationale

Element one

The healthcare organisation ens ures that
staff treat patients / service users, carers
and relatives with dignity and respect at
every stage of their care and trealment,
and, whera relevant, identify, and take
preventive and cormective actions where
there are issues and risks with dignity
and respacl

Element two

The healthcare organisation meaels the
needs and rights of different patient
groups with regard to dignity including by
acting in accordance with the Human
Rights Act 1998 and the general a nd
specific duties imposed on public bodies
in ralation to race, disability and gender
(including, among other things, equality
schemes for race, disability and gender,
along with impact assessments) under
the following “public body dulies™
statutes

» the Race Relations (Amendment) Act
2000

s the Disability Discrimination Act 2005

* the Equality Act 2006,

And where appropriate, having d ue
regard to the associated codes of
practica.

The healthcare organis afion should act in
accordance with the requirements in the
Mational Service Framework for older
people (Health Senvice circular

Element one

The wording of the element has bean changed to
include identification of risk and appropriate action to
reduce the risk of occurrence of compromise in
dignity or respect. The change hig hlights the need
for healthcare organisations to ensure dignity and
respect throughout the stages of care, for example,
End of Life {(EoL), dementia etc, and during
transfers, It also emphasises the need to take
preventive action to ensure com promise in dignity
and respect does not happen.

Elameant two

Note that the Eace Relations (Amendment) Acl

2000, the Disability Discrmination Act 2005 and the
Equality Act 2008 have associated codes of practice
and explicit reference io these has been added this

YEar.

The phrase "public bo dy duties” is defined in CTe
and information about the codes of practice is given
in the rationale to CTe.

The codas of practice provide guidance to assist
relevant persons or bodies to effectively and
appropriately carry oul Iheir duties. The Acts do not
imposea a legal duty to comply with the codes but
those to whom the codes of practice are addressed
should have regard to the guidance contained in the
codesThe Codes are admissible in evidence in any
legal action and can be taken inte account by courts
and Iribunals.

A further addition has been made to include the
National Service Framework (NSF) for older people
(DH notification letter HSC 2001/007) which
specifically addresses age discrimination, among
other things.
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2001/007), to ensure that older peop e
are not unfairly discriminated against in
accessing NHS or social care services as
a result of their age.

* The phrase "public body duties” is
defined in CTe.

Core standard C13b

information.

Healthcare organisations have systems in place fo ensure that appropriate consent is obtained
when required for all contacts with patients and for the use of any patient confidential

_Elements

Rationale

Element one

Walid consent, including from those who
have communication or language support
needs, is obtained by suitably qualified
staff for all treatments, procedures
{including post-mortem) investigations
and decisions in accordance with the
Human Rights Act 1988, the Reference
guide fo consant for ex aminalion or
freatmant (Depariment of Health 2001),
Human Tissue Authornfy: a code of
practice {July 2006}, and having regard
io the Code of Practice fo the Mental
Health Act 1983 and 2007 and the Code
of Praclice to the Mental Capacity Act
2005,

Element one

The changes from 2007/08 criteria include adding
the term *decizions” as well as freatments and
procedures to reach a consistent approach across all
healthcare organisations as # applies across the
board and in paficular fo those subject to the Merntal
Health Act in acute or other hospitals.

The Human Tissues Authority guidance now referred
to supersedes the Families and Post-Morterns
guidance referred to in 2007708,

Mote that trusts are expected to have regard to a
revised version of The Code of Practice to the
Mental Health Act from 031 1/08 when revisions to
this Code take affect,

The element refers to the Human Rights Act 1998
{(HRA) as issues around consent could, and have
led, to breaches of the Act under a number of
different Articles, namely 8 and 14. The addition of a
reference to HRA provides a kegal imperative for the
guidance on consent that is referred to particul arly in
retation to Article 8. Consent issues in health have
baan at the centre of the development of Human
Rights case law and associated guidance (e.g.
Boumnmewood and Glass vs UK cases, Bristol, Alder
Hey and the introduction of the Human Tissue Act
and associated Authority),

Continuing to rely solely on reference to the
Department of Health and Depariment of
Constitutional Affairs guidance (as in 2007/08) would
no longer give sufficient emphasis to the implications
for Human Rights. This is particularly true regarding
the protection of the human rights of patients who
are not being treated by Mental Health or Learning
Dizability Trusts, The Code of Practice to the Mental
Capacity Act deals only briefly with
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Elament two

Patients/service usars, including those
with language andfor com munication
support needs, are provided with
appropriate and sufficlent information
suitable fo their needs, on the use and
disclosure of confidential information held
about them in accordance with
Confidentiality: NHS code of pracfice
(Department of Health 2003).

Element three

The healthcare organisation monitors
and reviews current practices o ensure
effactive consant processes,

communicationlanguage issues. The other guidance
was produced before recant case law as HRA
applies to all patients and senvice users the
additional requirement helps ensure that thesa
criteria for assessment continue to reflect standards
now expected of a healthcare organisati on in
obtaining valid consent for all patients/senvice users,

So as the capacity of patients/service users needs lo
be considered at all stages of all interventions, the
need to comply with MCA guidance is added to the
element.

Element two

Changes in wording to make clear that information
provided must be suitable and sufficient for
patientfservice user needs.

Element three
This supports an outcome focus to consent
standards and to improve consent processes,

Core standard C13c

Healthcare organisations have systems in place to ensure that staff treat patient information

cenfidentially, except where authorised by legislation to the conirary.

Elements

Rationala

Element one

Vihen using and disclosing
patients/service users' personal
information siaff act in accordance with
the Data Protection Act 1998, the Human
Rights Act 1898, the Freadom of
Information Act 2000 and Confidentialify:
NHE code of practice (Department of
Health 2003), Caldicoll Guardian Manual
2006 (Department of Health 200&).

The healthcare grganisation complies
with the actions specified in the NHS
Chief Executive's letter of 20 May 2008
(Gateway reference 9912); and with
supplemental mandates and quidance if
thay are infroduced during the
assessment penod

Element one
The element has been updated to take into account
the updated Caldicolt Guardian Manual.

The NHS Chief Executive's letter of 20 May 2008 to
all NHS Chief Executives (Galeway referance 9912)
identifies three spacific actions for all NHS
organisations, two of which are relevant to C8
(actions v and vi) and cne of which is relevant to
C13e (iv):
¢ MHS organisations must include details of
Serious Untoward Incidents involving data loss or
confidentiality breaches in their annual reports
from 200708,
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Core standard C1da

Healthcare organisations have systems in place to ensure that patients, their relatives and carers

hawve suitable and accessible information about, and clear access to, procedures to registar
formal complaints and feedback on the quality of services.

Elemeants

Raticnale

Element one

Fatients { sanice users, relalives and
carers are given suitable and accessible
information about, and can easily access,
a farmal complaints system, Including
information aboul how to escalate their
concerns; and the heal thcare
organisation acts in accordance with the
MHS (Complaints) Regulations 2004 (as
amended) in so far as they are relevant
to the healthcare arganisation.

Element two

Patients / service users, relatives and
carers are provided with opporunities to
give feedback on the quality of services.

Element one

The reference in element one to the NHS
(Complaints) Regulations 2004 ("Regulations”) has
been added because the Regulations place specific
legal obligations on healthcare organisations in
redation to complaints. The term 'in so far as
relevant’ has been added because the Regul ations
apply differently to foundation and non-foundation
trusts. For example, the Regulations require non-
foundation trusts, but not foundation trusts, 1o inform
complainants of their right 1o complain locally.

Elament bwo
Mo change to this element from 200708,

Core standard C14h

Healthcare organisations have systems in place to ensure that patients, their relatives and carers

are not discriminated against when complaints are made.,

Elements

Rationale

Element one

The healthcare organisation h as systems
in place to ensure that patients / service
usars, carers and relalives are not
treated adversely as a result of having
complained.

Element one
Mo change to this element from 2007/08.

Core standard Cidc

Healthcare organisations have systems in place to ensure that patients, their relatives and carers
are assured that organisations act appropriately on any concerns and, whera appropriate, make
changes o ensure improvemeants In senvice delivery,

Elements

Rationale

Element one

The healthcare organisation a cle on, and
responds fo, complaints approprigtely
and in a timely manner; and acts in
accordance with the NHS {Complaints)
Fegulations 2004 (as amended) in so far
as thay are relevant o the healthcare
organisation.

Element one

The Regulations place specific legal obligations on
healthcare organisations in relation to complaints,
The term ‘in so far as relevant' has been added
because the Regulations.apply differently to
foundation and non-foundation trusts. For example,
the Regulations require non-foundafion trusts, but
not foundation trusts, to inform complainants of their
right to complain locally
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Elament two

Demonstrable improvements are made
to service defivery as a result of concemns
and complaints from patients / service
users, relatives and carers.

Element two

Has been revised to emphasise the improvements
expected in response to concerns and complaints
raisad by patients / service users, relatives and
carers.,

Core standard C15a

Where foad is provided, healtheare organisations have systems in place to ensure thal patients
are provided with a choice and that it is prepared safely and provides a balanced diet.

_Elements

Rationale

Element one

FPatients/service users are offered a
choice of food and drink in line with the
requirements of a balanced diet reflecting
the rights (including the rights of different
faith groups), needs (including cultural
neads) and preferances of its service
usar population.

Element two

The preparation, dis tribution, delivery,
handling and serving of food, storage,
and disposal of food is camied out in
accordanca with food safety legislation
including the Food Safely Act 1980 and
the Food Hygiane (England) Regulalions
20086,

Element one

There are two changes to the wording of this
element: 1. Making explicit the inclusion of drink as
an integral par of foed which is consistent with the
Food Safety Act 1920 which defines food 1o include
food and drink (note this is the approach also taken
with C15b) and 2. Making the rights of faith groups
explicit as determined by article 9 of the Human
Rights Act 1998,

The term “balanced diet” is a concapt waell
recognised by users and providers of health
sernvices, this is reinforced by considerable publicity
by various agencies such as NHS Direct and Food
Standards Agency. Additionally the imporiance of
balanced and healthy diet ks part of the training for
nutritionists and dieticians. It is expected that when
these professionals assess dielary requirements
they would ensure that the requirements identified
include meeting the needs of a balanced diet.

Element two

The Foog Safefy Act 1930 provides the framawork
for procuring and selling food in a mannar thet is
safe for the consumer. It also provides for the duties
for safe handling of food and provision of training for
stall in food hyglene. The amendmeant to this Act in
2004 brought this in ling with the new EC
regulations,

The Food Hygiene (England) Regulations 2006
provide for the execution and enforcement in relation
to England of the EC food hygiene regulations
Bo22004 (hy giene of foodstuffs) and 853/2004
(specific hygiene rules for food of animal origin) in
England. These Regulations apply o all slages of
production, processing and distrbution of food.
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Core standard C15b

Where food is provided, healthcare organisations have systems in place to ensure that patients’
individual nutritional, personal and clinical dietary requirements are met, Including any necessary

help with feeding and access to food 24 hours a day.

Elements

Rationale

Element one

Patients/zervice users have access to
food and drink that meets the individual
needs of the patients [ service users 24
hours a day.

Elemant two

The nutritional, parsonal and clinical
dietary requirements of individual
patients/service users are assessed and
met, including the right to have religious
dietary requirements met at all stages of
their care and treatm ent,

Element three

Patients/service users requiring
assistance with eating and drinking are
provided with appropriate suppo rt
including provision of dedicated meal
times, adapted appliances and
appropriate consistency of food whare
NECEESary.

Element one

it should be noted that individual food praferences
are not within the scope of this element. However
the wording has been amended to make it clear that
meeting individual needs are in scope of the
element. It is not sufficient for a trust to provide food

and drink 24 hrs & day if patients / service users who

need it are unable to eat it, for example due to
swallowing difficulties, food intolerance, faith/euttural
regsons elc,

Element two

The wording has been amended to include "at all
slages of their care” to em phasise within the element
the expactation that there are no gaps in the service
provision. This continuity is important for continued
effective care. For instance, if the condition of a
patient changes such as they have lost weight or
have developed a need for pureed food it is
expected that the changed need is catered for,
Similarly if patients/service users have moved to 3
different ward the nutritional assessment details
should be passed on to ensure c ontinuity,

Element three

The wording has been amended to include,
“including provision of dedicated meal limes,
adapted appliances and appropriate consistency of
food where necessary”. These are essential ta
providing meals in a safe manner, including support
with eating and drinking . These are recommended
by NICE and are recognised across the service as
acceplable reasonable standards. There is evidence
from NPSA that due fo inadequate dedicated support
at mealtimes both in terms of time and staff
assistance there have been incidents, which have
led to patients being unable to eat meals.

Core standard C18

Healthcare organisations make information available to patients and the public on their services,
provide patients with suitable and accessible information on the care and treatment they receive
and, where appropriate, inform patients on what to expect during treatment, care and after-care.

Elements

Rationala

Element one

Element ane
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The healthcare organisation has
identified the information nesds of its
service population, and provides suitable
and accessible information on the
services it provides in response to these
needs. This includes the provision of
information in relevant languages and
formats in accordance with the general
and specific duties impoased on public
bodies (including, among other things,
equality schemes for race, disability and
gender, along with impact assessments)
under the foliowing “public body duties™
slatules:

+ the Raca Relations (Amendment) Act
2000

« the Disability Discrimination Act 2005

« the Equality Act 2006.

And where appropriate, having d ue
regard to the as sociated codes of
practice,

* The phrase “public body duties” is
dafined in CTe.

Element two

The healthcare organisation provides
patients / service users and; where
appropriate, carers with sufficient and
accassible information on the patient’s
individual care, treatment and after care,
including those patiants | service users
and carars with communicalion of
language support needs . In doing so
haalthcare organisations must have
regard, where appropriate , to the Code of
Practice to the Menlal Capacity Act 2005
(Department of Constitutional Affairs
2007) and the Code of Fractice fo the
Mental Health Act {Depariment of
Constitutional Affairs 1883).

The element emnphasises the need for healthcare
organisations to identify the needs of its service
population in the first instance.

The phrase “public body duties” is defined in C7e
and information about the codes of practice iz given
in the rationale to CTa.

Element two

The wording has been changed to ensure adeguate
emphasis on sufficient and accessible information
provision for all patients and carers (as well as for
patients with particular language and communication
support neads).
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Fifth domain: accessible and responsive care

Domain outcome: Patients receive services as promptly as possible, have choice in
access to services and treatments, and do not experience unnecessary delay at any
stage of service delivery or of the care pathway,

Core standard C17

The views of patients, their carers and others are sought and taken into account in designing,

| planning, delivering and improving healthcare services.

Elemeants

Rationale

Element one

The healthcare organisation s eeks and
coliects the views and experiences of
patients/service users, carers and the
Iocal community, parficularly those
people who are seldom listened to, on an
ongoing basis when designing, planning,
delivering and improving healthcare
sefvices as reguired by Section 242 of
the National Health Services Act 2006 in
accordance with Strengthening
Accountability, patient and publ ic
invohvement policy guidance — seclion 11
of the Health and Social Care Act 2007
(Depariment of Health 2003) and any
subsequent statulory guidance
imtroduced in the assessment year. In
doing so the health care organisation acts
in accordance with the general and
specific duties imposed on public bodies
{including, among other things, equality
schemes for race, disability and gender,
along with impact assessments) under
the foliowing "public body duties®
*statubes:

« the Race Relations (Amendmeant) Act
2000
the Disability Discrimination Act 2005
the Equality Act 20086,

And where appropriate, having d ue
regard to the associated codes of
practice

* The phrase "public body duties” is
diefined in CTe.

Element one and two

Element one has been re-written to maks it clear that
the trust ‘seeks and collects’ the ‘views and
experiences’ of patients/service users, carers and
the local community as public views reflect service
delivery and are more often based on experience.
This helps to clarify that frusts are expected to bring
Information from patients and the public logether
across the organisation, and that this information
should include the stories of the experiences of
users and carers as well as their views of services.

The reference to "disadvantaged and marginalised
groups’ has been replaced with 'seldom listened to"
groups sa that trusts are clear that this is to
encompass any people whose views are not
commonly gathered

Section 11 of the Health and Soclal Care Act 2001,
which placad a duty on NHS organisations to involve
and consult, became Saction 242 of the National
Health Servica Act 2006, as of 1 March 2007

Reference to equalities legislation and their
associaled codes of practice Is included to reflect the
need for organisations 1o ensure that their dutie s are
carried out in a manner com patible with the
legislation.

The phrase “public body duties” is defined in C7e
and information about the codes of practice is given
in the rationale to CTe,
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Element two

The healthcare organisation
demonstratas (o patients/service users,
carers and the local community,
paricularly those pecple who are seldem
listened to, how it has taken their views
and experiences inlo account in the
designing, planning, de livering and
improving healthcare services, in
accordance with Strengthening
Accountability, patient and public
immiverneant policy guidance — seclion 17
of the Health and Social Care Act 2001
{Department of Health 2003) and any
subsequent statutory guidance
intreduced in the assessment year. In
doing so the healihcare organisation
should act in accordance with the
general and specific duties imposed on
public bodies {including, among other
things, equality schemes for race,
disability and gender, along with impact
assessments) under the following "public
body duties™ statutes:

+ the Race Relations (Amendment) Act
2000

s the Disability Discrimination Act 2005

« the Equality Act 2008.

And where appropriate, having d ue
regard to the associated codes of
practice,

* The phrase "public body duties” is
defined in CVe.

Core standard C18

Healthcare organigations enable ali members of the population to access services equally and

offer choice in access to services and treatment equitably.

Elements

Rationale

Element one

The healthcare organisation enab les afl
members of the population i serves to
access its services equally, incleding
acting in accordanc e with the genaral
and specific dulies imposed on public
bodies (including, among other things,
equality schemes for race, disability and
gender, along with impact assessmenis)

Elament one

The reference to public body duties has replaced
pravious reference to discrimination and equality
legislation in order to clarify that the public bodies
have a duty with regard to ensuring access to
BEMVICES,

The phrase "public body duties” is defined in Cie
and information about the codes of practice is given
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under the following “public h-ﬂdf
duties""slatutas:;

+ the Race Relations (Amendment) Aot
2000

+ the Disability Discrimination Act 2005

= the Equality Act 2008,

And where appropriate, having d ue
regard fo the as sociated codes of
practica.

* The phrases “public body duties” is
dafined in CTe.

Elament two

The healthcare organisation o ffers
patients/sarvice users choice in access
lo services and treatment, and those
choices In access to services and
treatment are offered on a fair, just and
reasonable basis, including to
disadvantaged groups and including
acting in accordance with the general
and specific duties imposed on public
bodies as in element one and including,
where appropriate, having due regard to
the associated codes of practice.

inn the rationale to CFe.

Elemeant two

As in element one, wording changed for clarity and
to more precis ely express the meaning of this
element. In particular more appropiate em phasis is
given to providers ensuring that all members of the
population are offered choice in access fo services
and treatment aqually.

Core standard C19

Healthcare organisations ensure that patients with emergency health needs are able o access
care promptly and within nationally agreed timescales, and all patients are able o access
services within national expectations on access to services.

_Elements

Rationale

This standard will be measured under

the existing naticnal targets and new
national targets assessment

Mot applicable
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Sixth domain: care environments and amenities

Domain outcome: Care Is provided in environments that promote patient and staff well-
being and respect for patients’ needs and praferences in that they are designed for the
effective and safe delivery of treatment, care or a specific function, provide as much
privacy as possible, are well maintained and are cleaned to optimise health cutcomes

for patients.

Core standard C20a

Healthcare senvices are provided in environments which promote effective care and optimise
health outcomes by being 8 safe and secure environment which protects patients, staff, visitors

and their property, and the physical assets of the orgainsation.

Elements

Rationale

Element one

The healthcare organisation effectively
manages the health, safety and
environmental risks o patients/z ervice
users, staff and visitors, in sccordanca
with all relevant™ health and safety
lagislation, fire safety legislation, the
Disabilily Discrimination Act 78985, and
the Disabiliy Discrimination Act 2005;
and by having regard to The duly lo
promote disability eguality; Statudony
Code of practice (Disability Rights
Cammission, 2005). It also acls in
accordance with the mandatory
requirements set out in Flrecode < fne
safely in the NHS Health Technical
Memorandum (HTM) 05-01: Managing
healthcare fire safely (Department of
Health, 2008), in =0 far as the
requirements ara ralevant 1o the
healthcare organisation, and follows the
guidance contained therein, or equally
effective alternative means to achieve
tha same objectives. it also considars,

and where appropriate follows, the good
practice guidance referred to in The NHS

Healthy Workplaces Hardbook (MHS
Employers 2007) or equally effective
alternative means to achieve the sama
ohjectives.

" Relevan keqlstation incledas:
= Heaiih and Safety at Work eic Act 1574

® ¥ # % A&

Elemant one

The Disability Discrimination Act 1995 has been
amended by the Disability Discrimination Act 2005
and includes a new duty of disability equality. Tha
associaled code of practice provides public
authorities with guidance on how to understand and
meet the general duty and specific duties, which
include undertaking an impact assessment of its
policies and praclices on equality for disabled
persons and having due regard to the requi rement fo
fake steps to take account of the needs of disabled
pPErSOns.

The mandatory requirements relating to fire safety in
the NHS are contained within Firecode — fire safely
in the NHS Health Technical Memorandum (HTM)
05-01: Managing healthcare fire safefy (Department
of Health, 2008), which have been mandated by the
Minister of Stata (Delivery and Quality), This
decument also contains a suite of guidance covering
fire safety in the NHS. However, alternative means
of achieving the same outcomes may be possible.
Where alternative solutions to Firecode are
proposed, healthcare organisations shoukd
demonstrate that they result in equally effective
slandards of fire safety.

The Management of Health, Safety and Welfare
Issues for NHS staff (NHS Employars 2005) has
bean updated and publi shed as The NHS Healthy

Display Screan Equipment Regulations 1982
Managamant of Healih and Sately al Work Regulations 1994
Manual Handling Operations Regulalians 1952

Provision and Uze of Work Equipment Regulations (PUWER) 1988
Confred of Subsiences Hazardous to Health Reguations 2003
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Elemant two

Thea healthcare organisation provi des a
secure anvironment which protects
patients/service users, staff, visitors and
their property, and the physical assets of
the organisation, including in accordance
with Secrefary of Slale direclions on
measures to tackle viclence against staff
and professionals who work in or provide
senvices to the NHS (Department of
Health 2003, as amendad 2006) and
Secretary of State directions on NHES
securily management measures
(Depariment of Health 2004, as
amendead 2008)

Werkplaces Handbook (NHS Employers 2007). T his
covers both NHS employers' legal responsibilities
and other elements of recognised good practice with
regard to providi ng a healthy workplace. While this
good practice is not mandatory in its own right,
organisations choosing not to adopt it should have
equally effective alternative measures in place to
achieve the overall outcomes of the standard,

Element two

Element two has been amended to include
mandatory secretary of State Directions to the NHS
on security management arrangements and work fo
tackle violence, and recent amendments,

Trusts should also note that these directions require
trusts to have regard to any other guidance or advice
issued by the NHS CFSMS, and therefore that this
will be assessed as part of this element,

Core standard GZ0b

Healthcare services are provided in environments which promote effective care and oplimise
health outcomes by being supportive of patient privacy and confidentiality.

Elements

Rationale

Elament one

The healthcara organisation provi des
sarvices in environments that are
supportive of patient privacy and
confidentiality, including the provision of
single sex facilities and accommodation,
access o private areas for religious and
spiritual neads and for confidential
consuitations. This should happen at all
stages of care and during transfers’”.

Element one
The wording of the element has been changed to
Include privacy for spiritual needs and confidential
consulations which is an Integral part of the
requirements of privacy.

This year all sectors have been combined on the
basis that the types of measures that need to be
taken to ensure patient privacy and confidentiality
are broadly the same across the sectors (such as
locks on bathroom doors which can be overridden in
emergencies, partitions that offer auditory and vicual
privacy, staff not enfering clo sed curtains
unannouncad efc.) Each sector will of course need
to take info account the specific aspects of their
service and condition of patients in deciding exactly
what combination of measures are appropriate. It is
also recognised that the need for privacy and

7 The term fransferys) is as defined by fhe NHSLA Risk Managermant Standard, * process whenshy o palient is
mowed from one clhinicel ares fo anothar within the omenizalion or fo anofber orgranisation. [Souroe

hitpi*snvew nhela comdPulicstions)
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Element two

Healthcara organisations hawve sysiems
in place to ensure that preventi ve and
corrective actions are taken in situations
where there are risks andfor issues with
patient privacy and/or confidentiality.

confidentiality will often nead 1o be balance d with
measures neaded to deliver effective and safe
healthcare in the various stages of care. Again the
specific measures in achieving this balance will vary
according fo sector and cincumstance.

Element two

This is important to ensure that the ¢ rileria for
assessment of this standard includes whether there
are adequate checks and proactive approach to
prevent situations where patient privacy andior
confidentiality may ba compromsed.

Cora standard C21

Healthcare services are provided in environments which promole effective care and optimise
health cutcomes by being well designed and well maintained with cleanliness levels in clinical

and non-clinical areas that meel the national specification for clean NHS premises,

=l il

Elements

Rationale

Element one

The hezalthcare organisation h as systems
in place and has taken steps o ensura
that care is provided in well designed and
well maintained environmants, including
in accordance with all relevant legislative
requirernants referred to in Health
Building Notes (HEN}) and Health
Technical Memoranda (HT M), and by
following the guidance confained therein,
or equally effective alternative means fo
achieve the outcomes of the
HBNs/HTMs. Tha healthcars
ocrganisation should also act in
accordance with the Disabiity
Dizcriminalion Act 1985,

the Disability Discrimination Act 2005,
and have regard to The duly fo promota
dizahility equality: Stalutory Code of
practice (Disability Rights Commission,
2005).

Element two
Care is provided in clean environments,
in accordance with the relevant’™

Element one
Modified wording to focus on assurance systems as
well as the technical guidanca.

Health Building Motes and Health Technical
Memoranda conlain both legal requirements and
good practice guidance, While the guidance in the
memoranda assists healthcare organisations fo
achieve well designed and well maintained
environments, there may be alternative ways of
achieving the same objectives. Where alternative
solutions are proposed, health care organisations
should demonstrate that equal ly effective ouicomes
are achieved.

The Disabilify Discrmination Act 1995 has been
amended by the Disability Discrimination Act 2005
and includes a new duty of disability equality. The
associaled code of practice provides public
authorities with guidance on how to understand and
maet the general duty and specific duties, which
include undertaking an impact assessment of ils
policies and practices on equality for disabled
persons and having due regard 10 the reqgui rement to
fake sleps to take account of the needs of disabled
PErsons,

Elemant two
The hygiene code was updated in January 2008.

" The decontamination of reusable medical device refated aspects of sub-duties 4b and 41 of the Health
Act 2006 Code of Practice for the Provention and Condral of Health Care Associated Infections are

coverad by standard Clde
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requirements of duty four of The Heallh The averarching duty 4 is fo provide and maintain a

Act 2006 Code of Practice for the clean and appropriate environment for healthcare.

Frevention and Control of Health Care Sub-duty 4d states that “the cleaning arrangements
Azsociated Infections (Department of detail the standards of cleanliness required in each
Health, revised 2008). part of its premises and that a schedule of cleaning

frequencies is publicly availabla",

Mote that, in complying with a provision specified in
any duty contained in the Code, an NH 5 body must
consider and where appropriate follow the content of
each annex so far as it is relevant o the provision,
including the content of guidance and other
publications referred to in any relevant citation.

The National specification for cleantiness in the NHS
(MPSA, 2007) is referenced in the revis ed version of
the Hygiene Code (2008) and provides guidance for
trusts on cleaning standards. However, this guidance
Is not mandatory and a trust may specify its cleaning
standards in a different manner to those set out in
the NPSA specification so long as the standards
meet the overall objectives set oul in duty four.

This standard only considers specific aspects of duty
four of the Hyglene Code. These are sub duties 4 a,
b (in relation to cleaning), ¢, d, e, g and h. The
decontamination of reusable medical device related
aspects of sub-duties 4b and 4f of the Health Act
2006 Code of Practice for the Prevention and
Control of Health Care Associated Infections are
coverad by standard CO4c.
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Seventh domain: public health

Domain OQutcome: Programmes and sen/ices are designad and delivered in
collaboration with all relevant organisations and communities to promote, protect and
improve the health of the population served and reduce health inequalities between
different population groups and areas.

Core standard C22a8c

Healthcare organisations promote, protect and demonstrably improve the health of the
community served, and narmow health inegualities by:

a) co-operating with each other and with Iocal authorities and other organisations: and

¢) making an appropriate and effective contribution to local partnership arrangements including
Local Strategic Parinerships and Crime and Disorder Reduction Partnerships.

Elements Rationale

Element one Element one

Tha healihcare organisation actively

works with other healthcare Adding Joint Strategic Needs Assessmants (JSNA)
organisations, local government and updates the elemeant lo raflect changes in the

aother local partners to promote, protect system. Other partners (social care and the criminal
and demonstrably improve the health of  jusfice system) are included to improve the element
the community served and narrow health  and reflect changes to the system,

inequalities, such as by working to

improve care pathways for patients /

sanvice users across the health

community and between the health,

social care and the criminal justice

system, andfor participating in the JSMA

and health equity audits to identify

population health needs.

Element tao Element two

The healthcare onganis ation coniributes Rola of the LSP and children's trust parnerships
appropriztely and effectivaly to nationally  updates element and reflacts developments in
recognised andfor statutory parnerships, parnerships at lecal leveal.

such as the Local Sirategic Farinership,

children’s partnership arrangem anis and,

where appropriate, the Crime and

Disorder Raduction Partnership.

Element three Element three

The healthcare organisation monitors With this additional element the criteria now better
and reviews their confribution fo pu blic reflect the standard with its focus on outcom as.
health partnership arrangements and

takes action as required.

Core standard C22b

Healthcare organisations promote, protect and demonstrably improve the health of the
community served, and narrow health inequalities by ensuring that the local Director of Public
| Health's Annual Report informs their policies and practices.
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Elements

Rationale

Element one

The healthcare organisation’s policies
and practice lo improve health and
narrow health inequalities are informed
by the local director of public health's
(DPH) annual public health report.

m—

Element one

This alement was removed in 200708 with the
rationale thal reinforcement of othar elements in C22
and G23 meant that this was less critical for
providers. Inspection has revealad that this has not
been sufficiently covered elsewhere, so it has been
reintroducad.

Core standard C23

Heallhn:_:afe organisations hg‘ue systemalic and managed disease prevention and health
promotion pmgrm_whlch meet the requirements of the National Service Framewarks and
national plans with particular regard fo reducing obesity through action on nutrition and exercise,

smoking, substance misuse and sexually transmitted infections.

Elaments

Rationale

Element one

The healthcare organis ation collects,
analyses and shares data about its
patients’service users and senvices,
including where relevant data on
ethnicity, gander, age, disability and
socio-economic factors, including with its
commissionars, to influence health neesds
assessmeanis and strategic planning to
improve the health of the community
sened.

Element two

Patients/service users are provided with
evidence-based care and advice along
their care pathway in relation to public
health pricrty areas, including through
referral to specialist advice/services.

Element three

The healthcare organisation implkemeants
policies and practices to improvea the
health and wellbeing of its workforce,

Element one
This beiter reflects the standard for Acute and
Specialist senvices.

Element tao

This now better matches the standard and the
outcome focus of the domain for all providers.

Element three
No change to this element from 2007/08

Core standard 24

Healthcare organisations protect the public by having a planned, prepared and, where possible,
practised response to incidents and emergency situations which could affect the provision of

narmal services,

Elements

Element one

The healthcare ocrganisation profects the
public by having a planned, prepared
and, where possible, practised response

Element one

The senfence has been amended by adding
‘protects the public' in order to ensure outcome. as
well as process, is assessed,
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to incidents and emergency situations
(including control of communicable
diseases), which includes arrangements
for business confinuity management, in
accordance with the Civil Conlingencies
Act (2004), The NHS Emergency
Planning Guidance 2005, and as sociated
supplements {Department of Health,
2005, 2007) and F andamic Influenza: A
Mational Framework for Responding to
an Influenza Pandamic {Departrment of
Health Novambear 2007).

Element two

The haalthcare organisation profects the
public by working with key partner
organisations, inciuding through Loc al
Resilience Forums, in the preparation of ,
training for and annual tasting of
emergency preparedness plans, in
accordanca with the Civil Conlingencies
Act 2004, T he NHS Emergency Planning

Guidance on all counts has been updated, NHS
emergency planning guidance is best practice
guidance - a sef of general principles published by
the Department of Health to guide all NHS
organisations in developing their ability to respend to
a major incident(s) and to manage recovery and its
effects, locally, regionally or nationally within the
context of the requirements of the Civil
Conlingencies Act 2004, Associaled supplaments
include;

s Planning for the manage ment of burn-injured
patiants in the event of a major lncident
(December 2007)

= Criffcal care contingency planning in the event of
an emergency where he numbers of palients
substantially exceeds normal crifical care
capacity (Decembear 2007)

= Planning for (e management of blast injured
patients (December 2007)

= Strategic command arrange ments for the NHS
during a major incident (December 2007) =
supersedes the command and control sec ion of
the NHE Emergency Planning Guidance 2005

= Mass casuvalties incidents: a framework for
planning (March 2007) — supersedes bey ond &
mgjor ingident

»  New guidance on the provision of public health
advice during a major incident (Apni 2007)

Interim guidance has been released for business
continuity {This iz guidance for all NHS organisations
on Business Continuity Management (BCM). [t will
be further developed, refined and revised by the
MHS Resilience Project Team who will issue final
BCM guidance). NHS organisations are expected to
follow this interim guidance and emearging
supplements starling from the publication date of
June 2008.

Pandemic influenza: A Natioral Framewark for
Respanding to an Influenza Pandemic (Depart meant
of Health Movember 2007) superseded the previ ous
plan (UK influenza pandemic confingency plan
(Depariment of Health, 20035)) in November 2007,

Element two

“Protects the public” has bean addad in order to
ensure outcome as well a5 process are assessed.
Guidance has been updated as in elemant one,
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Guidance 2005 and associsfed annoxes
{Department of Health 2005, 2007} and
FPandemic Influenza: A National
Framework for Responding fo an
Inffuenza Pandemic (Departiment of
Health Movember 2007).
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Appendix one: Healthcare Commission’s use of the findings
of others in the Core standards assessment 2008/09

Working with others

The Healthcare Commission has a statulory responsibility to promote the effective coordination
of reviews or assessments relating to the provision of healthcare by or for the English MHS
bodies and cross-border Special Health Authorities. To do this, we work with other croganis ations
to remove unnecessary burdens associated with inspactions, audits or reviews, including
targeting inspection activity effectively. While existing inspection methodologies have been
developed as the best ways to meet tha needs of the services for which they have been
developed (and so a single inspection methodology would not be appropriata) the aim is to
achieve greater consistency and cohesion in the ingpection of health and healthcare. In line with
this, wa make use of findings as detailed balow in relation to the annual health checlk.

Usa of the findings of others

The Healthcare Commission continues io make use of the findings of others o assist its work
and o reduce duplication of assesameant when possible. As dascribed in the following sections,
some of the findings of others relating to matters identified during the assessment year 2008/09
will be used directly to provide evidence of assurance in relation to compliance.

Other recent, as well as in year findings of others, will also be used in our screaning process o
help target inspections; so that for example where there are positive findings in relation to a
trust, this will reduce the chances of that trust being selected for inspection.

As well as the Healthcare Commission's use of the findings of olhers in this way, trusts also
have the option of using findings of others that relate to matters within the assessment year as
part of their assurance processes, bul it is not a requirement and it is always open to trusts to
assure themselves of compliance with the core standards in other w ays.

NHSLA Risk Management Standards

The core of the NHSLA's risk management programme is provided by a range of NHS LA
standards and assessments. The NHELA ragularly assesses healthcare organisations against
these risk management standards which have been specifically developad to reflect issues
which arise in the negligence claims reported to the M HSLA.

Tha MHE Litigation Authority's Risk Management Standards have now been rollad out to all
provider sectors enabling us to make in-year use of their findings for all sectors in 2008/09
where this provides a level of assurance of compliance. Thare is a single set of risk
managemant standards for each type of healthcare organisation incorporating organisa tional,
clinical, and health and safety risks. Tha sets of standards that the Healthcare Commission will
make use of, as appropriate to the secior are:

=  MHSLA Risk Management Standards for Acule Trusts (applicable 1o all acute and s pecialist
hospital MHS trusis)
+  MHSLA Risk Mansgement Standards for Mental Health and Learning Disability Standards
NHSLA Risk Management Standards for Ambulance Standards
MHSLA Risk Management Standards for Primary Care Trusts Standards

For the remainder of this appendix these are referred (o collectively as the "Risk Management
Standards (RMS)"

45 Healthcare Commission Criteria for assessing core standards in 2008/2008; Acute



Each of the "standards” within the NHSLA Risk Management Standards are assessed using

criteria. It is many of these criteria which are directly relevant 1o the core slandards listed below®

and the Healthcare Commission will continue to use positive RMS findings in refation to the

criteria where appropriate, to inform their assessment of core standards. both to:

= reduce the chance of trusts being selected for inspection (by informing our assessment of
the risk of undeclared non-com pliance using findings from current and recant years),

= reduce evidence required during inspections of the standards listed below, where findings
are from an RMS assessment caried out by the NHSLA during the assessmeant year
2008/09 ONLY™.

NOTE that in a change from 2007/08 we will use findings of Level 2 (or 3) in any relevant RMS
criteria whether or not the trust succeeds in achieving an overall Level 2 {or 3). This means that,
we will make use of any findings of level 2 or 3 at RMS criteris level for all trusts that are
assessed at this level and not just those who also succeed at the overal| level.

We would also expect (but do not require) trusts to make use of in-year level 2 or 3
achievements in relevant RMS criferia (where they have been directly assessed by the NHSLA
within the year 2008/09) fo confrib ute to their assurance of compliance with the core standards
listed below, but we do not consider that this on its awn, will give trusts sufficient assuranca of
compliance with any one standard as a whole. It remains the responsibility of trusts to determine
whather they have reasonable assurance of compliance with core standards, whather or not
they are relying on NHSLA findings from 2008/09.

Trusts will wish to note that the Healthcare Commission will consider achievemant of an overall
level 2 or 3 in the NHSLA RMS indicative of performance in risk management and this will infarm
our assessment of the risk of non-compliance with core standard CTa&c (and so reduce tha
chance of being selected for inspection).

*PLEASE ALSO NOTE that we are aware that where Trusts have achievad a Level 2 or Level 3
in the RMS they are not autom atically assessed against the RMS eveary year, but that the
NHSLA — for their purposes — considers the level awarded 1o be current until a subseguant
assessment. For the purposes of the annual health check, however, evidence of assurance of
compliance with Core Standards MUST relate to compliance during the year assessed. We will
therefore NOT consider Level 2 or 3 for criteria awarded outside the assessment year alone as
evidence of assurance of compliance. The scope of the inspection will therefore NOT be
reduced on this basis. (Note that this does not preclude a trust from themselves presenting
evidence of current level 2 status, along with other evidence. as part of their evidence of
assurance of compliance during inspection. Assessors will then consider all the avidence to
assess whether this is reasonable assurance of compliance during assessment year in question)

* NHSLA List: C1a, Cda, Cdb, C4d, C5a, C6, C9, C10a, C11b, C13b, C14a, C14b, Ci4¢, C16,
C20a

Audit Commission

W work closely with the Audit Commission to ensure that where owerlap exists our
assessments are aligned, evidence is shared and duplication minimised. Al parties are
committed to using each others’ work wherever possible. In 2008/07 and 2007108 the A udit
Commission and the Healthcare Commission followed a procedure of information sharing which
enabled the Healthcare Commizsion to rely on the work of auditors on these areas of averlap,
thus minimising duplication of work. We anticipate the same process will be used for 2008/09.
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We expect that evidence collecled by trusts to provide assurance for the Audit Commission
Auditors’ Local Evaluation (ALE) for the assessment year 2008/09 can also ba considered by
trusts when making their core standards declaration for those relevant aspects of the standards.
It is also important that Statements on Internal Control are fully aligned with core standards
declarations. Wherne a trust has declared non-com pliance with core standards as part of the seli-
declaration process, it should disclose a control weakness in the Statement on Internal Control
and vice versa.

Felavant in-year ALE data is used within our screening procas s when we salect trusts for
inzpections in the summer.

We also use the ALE findings directly as part of our inspections. For particular standards which
have been salected for inspection, where positive assurance is provided from ALE this
information is used as evidence and substitutes the need for additional local work by the
Healthcare Commission and therafora reduces the number of questions that we nead lo ask a
trust in the event that they ane selected for inspection. Other (negative) findings from ALE would
not be used alone to determine a lack of assurance of compliance but will inform questions that
aszessors will ask during inspection

We are working with the Audit Commission to apply the same methodology when considering
the findings of their use of resources assessment for primary care trusts.

ALE List; CB, C7ac, C7b, C8a, C14a, C17, C21

Patient Environment Action Teams (PEAT)

PEAT findings are also relevant fo core standards, and the Healthcare Commission will confinue
to use these findings, but only to inform our assessment of the risk of non-compliance (and so
reduce the chance of being salecled for inspaction) in relation 1o the standards listed below.
However, we will nat this year be using these findings curselves as assurance of compliance
during inspection. This doas not prevent Trusts themseles using PEAT findings as part of their
assurance. Indeed we would expect (but do not require) trusts to make use of findings of
"excellent” as parl of their azsurance of compliance with the core standards listed below, but do
not consider that this, on its own, will give trustes sufficlkent assurance of compliance with any one
standard.

PEAT List: C15a (Element 1), C15b, C20b, C21 (Elemant 2)
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Appendix two — reference documents

For the 2005/06, 200 6/07 and 2008/09 assessment of core standards, we published a number of
elements that included references lo guidance that we asked trusts to “take into account™. Our
intention had been that this g vidance would, in many cases, provide a starling point for trusts to
consider, when reviewing their compliance with a standard. However, as this guidance is not
sufficient or necessary for trusis to use to determine whether they have met a particular
standard, we have taken the decision fo remove these references.

We have provided the references below as some trusts may still find them helpful when
considering their com pliance. The fist is not an exhaustive list of references for each standard,
but instead may be useful to trusts as a starding point.

Standard | Guidancea

Co1a Building a safer NHS for patients: implementing an organisalion with a
memory (Department of Health, 2001)

co2 Safeguarding Children and Young People: Roles and Competencies for
Health Care Staff (Royal College of Paediatrics and Child Health April
2006)

Safeguarding children in whom illness js induced or fabricated by carers
wilh parenting responsibilittes (DCSF 2008)

<hanng personal information: How governance supports good practic e

(DCSF August 2008)
Clh4a Essential steps to safe, clean care: infroduction snd guidance
(Department of Haalth, 2008)

National guidance and procedures for infection prevention and contral-
Managing Healthcare Associated Infection & Controf of Serious
Communicable Diseases in Ambulance Services (Ambulance Service
Association, 2004) :

Joint Royal Colleges Ambulance Liaison Committes (JRCALC) guidance
PROC 12

Infection control practices for ambulance services (Infection Contral
Murses Association, April 2001)

C04d Building a safer NHS: improving medication safaty ({Departmeant of Health
2004)

C05a How to put NICE guidance into practice (NICE, December 2005)

CO7ac Clinical governance in the new NHS (HSC 1899/065)
Assurance: the board agenda (Department of Health 2002)

Buiiding the assurance framework. a practical guide for NHS boards
(Department of Health 2003)

CTh Directions fo NHE Bodies on counfer fraud measures (Dapartment aof
Health, 2004)

COeD Leadership and Race Equality in the NHS Action Plan (Department of
Health 2004)

C10a The set of six documents that make up the NHS Employment Standards: |
7. Verification of identity checks
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Righl fo work checks

Registration and gualification checks

Employment history and reference chechs

Criminal recard checks

Oecupafional healfh checks

These are downloadable from vaww.nhsemployers ora/primary/primary-
3524 cfm

The Criminal Record Bureau website provides additional information on
Criminal record checks. See www.crb.gov.uk

R

The UK Border Agency website provides information on their checking
service for employers. See
hitpwewaw.bia homeoffice gov ukiemploversfamployersupportiecs |

C11a Code of practice for the infermational rec ruitment of healthcars
professionals (Depariment of Health 2004)

Ciie Continuing professional development: qualify in the new NHS (HSC
1959/154)

Continuing professional development: gualify in the new NHE (DH, 1999)

C13a NHS Chaplalncy Meeling the religious and spirifual needs of palienfs and
stalf (Department of Health, 2003).

C13b Good pracfice in consant! achieving the NHS plan commitment fo patient
centred consent practice (HSC 2001/023)

Seeking Consent. working with children (Department of Health 2001)

Ci6 Toolkif for producing pafient information (Department of Health 2003)
Inforrmation for patients (MICE)

Guidance On Developing Local Communicafion Support Services And
Stralegies (Dapartrment of Health 2004) and other nati onally agreed

guidance where available
Ci17 Key principles of effective patient and public invalvement (PPI) {Thea
Matlional Centre for Involvement, 2007)

Community Engagarmeant in Heailth (NICE public health guidance Feb
2008)

C18 Building on the besf: Choice, mspﬂnﬁwﬂness and squr!].rm the NHS
({Department of Health 2003).

C20z A professional approach to managing secunfy in the NHS (Counter Fraud
and Security Managemenl Senice2003) and other relevant national
guidance

Design for patient safely: Towards futurs ambwances (National Patient
| Safety Agency and The Helen Hamblyn Trust, 2007) for ambulance trusts

only
BS EN 17892000 Medical vehicles and their equi pment = road
ambulanges - —_—

C21 Developing an estale’s sirategy (1999)
Developing an estates siralegy (Department of Health, 2008), updated
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version of previous document, but was not published until August 2008
A risk based methodology for establishing and managing backiog (NHS
Estates, 2004)

Add BS EN 1788 2007 Medical vehicles and their equipment for
ambulance trusts only

Design for patient safely: Towards future ambulances (National Patient
Safety Agency and The Helen Hamblyn Trust, 2007) for ambulance
trusts only

National guidance and procedures for infection prevention and control:
Managing Healthcare Associated Infection & Controd of Serous
Communicable Diseases in Ambulance Services (Ambulance Sarvice
Association, 2004) for ambulance trusts only

BS EM 1789:2000 Medical vehicles and their aqui pment — road
ambulances

C22ac

Choosing heaith: making healthier choices easier (Depafment of Health
2004)

Tackiing health inequalities: a programme for action (Department of
Haalth 2003)

Making partnerships work for patients, carers and service usars
(Department of Health 2004)

Guidance on Joint Strategic Needs Assessment (Department of
Health, 2007)

C23

Choosing health: making heaithy choices easier (Department of
Health 2004)

Delivering Choosing health: making healthier choices easier
{Department of Health 2005)

Tackling Health Inequalities: A programme for action {Department
of Health 2003}

Guidance on Joint Strategic Needs Assessment (Department of
Health, 2007)

C24

Getting Ahead of the Curve (Department of Health, 2002)

Eeyond a major incident (Departiment of Health, 2004)
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