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BOARD MEETING

1 July 2022

Report Title: Adoption of Key and High-Risk Area Strategies and Policies

Purpose of report

As part of ICB establishment, the Board is asked to approve and ratify those corporate policies
that are considered high-risk and substantive, as outlined in Schedule A, and agree a proposal
to ensure the early approval of all other policies and strategies.

Key points

All strategies/policies/plans have been developed and reviewed by subject experts, the ICS
Integrated Governance workstream (operational lead), and pre-approved by the relevant ICB
Executive Director. All strategies, policies and plans are compliant with legislation and best
practice. The NECS Governance team have facilitated and coordinated all corporate ICB
policies and the NECS Human Resources team have facilitated all HR ICB policies.

In line with the Scheme of Reservation and Delegation (SoRD), all other corporate related ICB
policies will be discussed and approved by the Executive Committee on 5 July. In respect of the
adoption of the ICB HR policies, the Board is asked to delegate this ‘first approval’ to the
Executive Committee. Subsequent consideration and approval of HR Policies would be
undertaken in line with the SoRD.

Should there be a need to apply a policy in the intervening period (1 July 2022 — 5™ July 2022)
then the draft as currently approved by the Executive Director (or in the case of HR Policies, the
policy that was approved at the Partnership Forum on 15" June 2022) would apply.

The Board is asked to acknowledge that there are some strategies, policies and plans, outlined
in Schedule A, that are under final review, as the Operating Model and ICB structure is being
developed:

e Serious Incident Management policy.

e Standards of Business Conduct policy

¢ Health and Safety related policies

It is proposed that these policies are still ratified by the Board in their current form, on the
understanding that they will be scheduled for an early review post-July 2022. At that stage




(subject to Board approval of the SORD), future approvals will be delegated to the Executive
Committee and Quality and Safety Committee.

The Board is asked to provide delegated authority for Executive Directors to approve any
minor/immaterial future updates, taking into account that ICB policies have been drafted by
subject matter experts and governance colleagues.

Risks and issues

The approval of the suite of policies and strategies will ensure the ICB is in a strong position
from its inception. Should there be delays to the approvals process, then there would be
exposure to varying risks due to the absence of an agreed organisational policy approach.
Assurances

Policy development has been carried out by subject experts and are in line with national
guidance and best practice.

Recommendation/Action Required

The Board is asked to:
¢ Ratify the strategies, policies and plans outlined at Schedule A
Delegate authority for Executive Directors to approve any minor/immaterial future
updates, taking into account that the policies have been drafted by subject matter
experts and governance colleagues
o Delegate the ‘first approval’ of HR related and other corporate related strategies, policies
and plans to the Executive Committee. Subsequent approvals would be in line with the

SoRD
Sponsor/approving C Riley, Executive Director of Corporate Governance, Communications
director and Involvement (Designate)

A Tunney, Governance and Assurance Manager, North of England

Report author Commissioning Support (NECS)

Link to ICB corporate aims (please tick all that apply)

CAL: Improve outcomes in population health and healthcare v
CA2: tackle inequalities in outcomes, experience and access v
CAS3: Enhance productivity and value for money v
CA4: Help the NHs support broader social and economic development \4

Relevant legal/statutory issues

All proposed ICB strategies, policies and plans outline the relevant statutory and regulatory
duties. No issues identified.

Any potential/actual conflicts
of interest associated with the | Yes No NA |V
paper? (please tick)

If yes, please specify

v enclosed in
Yes individual No N/A
documents.

Equality analysis completed
(please tick)

If there is an expected impact
on patient outcomes and/or

experience, has a quality Yes No NA |V
impact assessment been
undertaken? (please tick)




Key implications

Are additional resources

required? None identified.

Has there been/does there
CE RGN ERE ool o ol i IR NI As required for individual strategies, policies and plans
involvement?

Has there been/does there
need to be any patient and As required for individual strategies, policies and plans.
public involvement?

Has there been/does there
PR oR o [N s lRip LT alo T ol la[sI 8 As required for individual strategies, policies and plans.

stakeholder engagement?
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Schedule A

Key and High-Risk Area Policies and Plans

The Board should be satisfied that members have read and understood the following
ICB strategies, policies, and plans, prior to Board ratification. All draft policies are
outlined in Annex 1.

ICB Ref Title
ICBP0OO7 Complaints Policy
Health and Safety related:
ICBPO11 Driving at work policy
ICBP0O17 Fire Safety Policy
ICBP018 Health & Safety Strategy
ICBP0O19 Health and Safety Policy
ICBP030 Physical Security
ICBP029 Moving and Handling Policy
ICBP034 Provision of Use of Work Equipment Policy
ICBP041 Violence, Aggression and Abuse Management Policy
ICBP046 Serious Incidents (SIs) Management Policy
ICBP0O39 Standards of Business Conduct and Declarations of Interest Policy
ICBP040 Value Based Commissioning
¢ Note branding exception due to current NENC regional
implementation.
EPRR related policies:
ICBP0O13 Incident Response Plan
ICBP014 EPPR Policy
ICBPO15 EPRR On-Call Policy




Schedule B

Other ICB Corporate Strategies, Policies and Plans and HR Policies
Recommended for 'first approval’' by Executive Committee

(5t July 2022)

Other Corporate Policies

ICB Ref Title

ICBPOO1 e Access and Choice Policy

ICBP0O06 e Commercial Sponsorship and Joint working with pharmaceutical
industry

ICBP0O09 e Counter Fraud, Bribery and Corruption Policy

ICBP020 ¢ Incident Reporting and Management Policy

ICBP025 e Intellectual Property Rights Policy

ICBP027 ¢ |Involvement and Engagement Strategy

ICBP028 e Media Handling Policy

ICBP031 e Policy for the Approval and Development of Policies

ICBP032 e Policy for the Development and Authorisation of Patient Group
Directions

ICBP0O33 e Procurement Policy

ICBP035 e Receipt of Petitions Policy

ICBP037 e Risk Management Policy

CHC related:

ICBP002 e Local Resolution and CHC Appeals Policy (CHC)

ICBP0O03 e Choice & Equity Policy (CHC)

ICBP004 e Partner Dispute Policy (CHC)

ICBPO05 e Safe Observation Policy (CHC)

Quality and Safeguarding related

ICBP042 e Safeguarding Children Policy

ICBP043 e Safeguarding Vulnerable Adults Policy

ICBP044 e MCA/DOLs Policy

ICBP045 e Prevent Policy

ICBP046 e Serious Incidents (Sls) Management Policy
ICBP047 e Adults and Children Safeguarding Supervision Policy

Information Governance related

ICBPO0O0S e Confidentiality and Data Protection Policy

ICBPO010 e Data Quality Policy

ICBP012 e Electronic Signature policy

ICBP021 e Information Access Policy

ICBP022 e Information Governance and Information Risk Policy

ICBP023 ¢ Information Governance Strategy

ICBP024 e Information Security Policy

ICBP026 e Internet and Email Acceptable Policy

ICBP036 e Records Management Policy and Strategy

ICBP0O38 e Social Media & Instant Messaging (IG and Communications related)




Human Resource Policies

ICB Ref Title

HRO02 o Absence Palicy

HRO3 e Adoption Leave Policy

HRO4 o Annual Leave Policy

HR18 e Appraisal/Ongoing review and objectives policy
HR50 e Buying and Selling Annual Leave

HRO5 e Career Break Policy

HRO06 e Change Management Policy

HRO7 o Disciplinary Policy

HR41 e Domestic Abuse and the Workplace
HRO8 e Equality & Diversity Policy

HRO9 e Flexible working Policy

HR10 e Further Education, Training & Development Policy
HR11 e Grievance and Disputes Procedures
HR12 e Harassment and Bullying Policy

HR37 e Incremental pay progression

HR13 e Induction Policy (corporate & local - perm & temp staff)
HR14 e Job Evaluation

HR40 e Managing Allegations Against Staff

HR16 ¢ Managing work performance (Capability)
HR17 e Maternity Leave Guide and Policy

HR19 e Other Leave Policy

HR20 e Parental Leave Policy

HR22 e Paternity Leave Policy

HR24 e Professional Registration Policy

HR51 e Probationary Period

HR43 e Promoting Mental Health & Wellbeing At Work
HR35 e Raising Concerns Policy (Whistleblowing)
HR25 e Recruiting Ex-Offenders Policy & DBS
HR26 e Recruitment and Retention Premia

HR27 e Recruitment and Selection

HR28 e Redeployment Policy

HR46 ¢ Relocation Expenses

HR29 o Retirement Palicy

HR30 e Secondment Policy

HR39 e Shared Parental Leave

HR31 e Substance Misuse Policy

HR32 e Temporary Promotion

HR49 e Time off for Reserve/Cadet Forces

HR34 e Travel Expenses & Subsistence

HR44 e Volunteers

HR45 o Work Experience

HR36 e Working Time Directive Policy
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Introduction

This complaints handling procedure describes how the core expectations given in the
NHS Complaint Standards will be put into practice by the North East and North
Cumbria Integrated Care Board For the purposes of this policy the North East and
North Cumbria Integrated Care Board will be referred to as 'the ICB'.

Commissioning involves deciding what services are needed for diverse local,
regional or national populations and ensuring that they are provided.

The ICB aspires to the highest standards of corporate behaviour and clinical
competence, to ensure that safe, fair and equitable procedures are applied to all
organisational transactions, including relationships with patients their carers, public,
staff, stakeholders and the use of public resources. In order to provide clear and
consistent guidance, the ICB will develop documents to fulfil all statutory,
organisational and best practice requirements and support the principles of equal
opportunity for all.

This policy is designed to outline the process for handling complaints generated by
patients or their representatives and aims to set out clear guidelines for staff,
managers and complainants around how complaints will be managed.

It is our aim that all patients, relatives and their carers will not be treated differently
as a result of making a complaint. This will be achieved by ensuring that complaints
are handled fairly and openly. It is clearly not always possible for the complainant to
receive the outcome they hoped for, but if they feel that their complaint has been
handled appropriately and that they have had a fair hearing, this is a positive
outcome.

The ICB will make sure that everyone who uses its services, and the services
commissioned by the ICB (and those that support them), know how they can make
a complaint. This includes making people aware that they can also complain to the
ICB about any commissioned service. The complaints policy and/or materials that
promote the procedure will be visible in public areas and on the ICB website. The
ICB also ensures that the commissioned services have similar information
available. The ICB will ensure there are a range of ways to do this so that people
can do this easily in a way that suits them. This includes providing access to the
complaints process online.

The ICB is very keen to ensure that complaints are used as learning opportunities
and that trends are analysed and reported on. It is essential that information we gain
from complaints is used to improve the quality and safety of the services we
commission. A patient or service user's ongoing or future care and treatment will not
be adversely affected because they have made a complaint.



This policy has been written in accordance with the ‘Local Authority Social Services
and National Health Service Complaints (England) Regulations 2009°. Reference is
also made to the Department of Health guidance in complaints handling ‘Listening,
Responding, Improving’, Parliamentary and Health Service Ombudsman’s (PHSO)
‘Principles of Good Complaints Handling’, PHSO's ‘Complaints Handing Framework'
and 'Model Complaints Procedure’, the NHS Constitution (2008) and ‘A Review of
the NHS Hospitals Complaints System Putting Patients Back in the Picture’ (Right
Honourable Ann Clwyd MP and Prof Tricia Hart, 2013).

Status

This policy is a corporate policy.

Purpose and scope

The ICB recognises that issues cannot always be resolved as they arise and that
sometimes people want to make a complaint. A complaint is an expression of
dissatisfaction, either spoken or written, that requires a response. It can be about:

e an act, omission or decision made by the ICB, or a service commissioned by
the ICB
e the standard of service provided or commissioned by the ICB

This policy describes the systems in place to effectively manage all complaints
received by the organisation in accordance with NHS complaints regulations. It
outlines the responsibilities and processes for receiving, handling, investigating and
resolving complaints relating to the actions of the organisation, its staff and services.

The policy also includes the process used for complaints received relating to
commissioned services such as NHS trusts independent contractors (general
practices, dental practices, pharmacies and opticians) and independent sector
providers.

The purpose of this policy is to ensure that the ICB promotes best practice within its
complaints management function, and also that it is compliant with the Local Authority
Social Services and National Health Service Complaints (England) Regulations 2009.
The ICB also adheres to the NHS Constitution including the five rights covering
complaints and redress.

This policy sets out how the NHS complaints procedure will be implemented locally
and must be followed by all staff employed or hosted by the ICB.

Definitions

The following terms are used in this document:

4.1 Complaint: a written or oral expression of dissatisfaction which requires a
response.



4.2 Issues/concerns: a written or oral expression of dissatisfaction that can be
resolved without the need for formal investigation or correspondence.

4.3 Independent Complaints Advocacy (ICA): is the organisation that provides
independent help and support for people pursuing an NHS complaint.

4.4  Investigating officer: the person identified as responsible for handling and
investigating an individual complaint.

45 The Parliamentary and Health Service Ombudsman (PHSO): is the
organisation that manages the second stage of the NHS complaints procedure

4.6 Serious Incident (SI): is an incident or near miss occurring on health service
premises or in relation to health services provided, resulting in death, serious
injury or harm to patients, staff or the public, significant loss or damage to
property or the environment, or otherwise likely to be significant public
concern.

Any other special terms or abbreviations used in this document are defined as they
occur.

5. NHS complaints procedure and process

When a complaint is received, the ICB is committed to making sure it is addressed
and resolved at the earliest opportunity. ICB staff/commissioning support unit (CSU)
complaints team will identify any complaint that may be resolved quickly as an
informal concern or enquiry. If staff consider that the issues cannot be resolved
quickly, these will be looked at more closely using the complaints procedure.

When an early resolution is possible, ICB stafffCSU complaints team will take
action to address and resolve the issues raised and put things right for the person
raising them. This may mean giving a quick explanation or apology or making sure
a colleague who is more informed of the issues does. ICB staff/CSU complaints
team will promptly resolve such issues in person or by telephone or email; a
timescale for this will be agreed with the person raising the concern.

A reformed complaints procedure covering both health and adult social care was
introduced from April 2009. This enables organisations and the person complaining
to agree on the best way to handle the complaint to achieve a satisfactory outcome.
Within this process both concerns and complaints can be made either verbally, in
writing or electronically via email.

There are two stages to the NHS complaints procedure:
e Stage One: Local resolution of complaint through investigation and response by

the ICB or provider
e Stage Two: Independent Review of complaint by the PHSO



5.1

5.2

Who can complain?

5.1.1

5.1.2

5.1.3

5.14

5.1.5

5.1.6

Anyone who is receiving, or has received, NHS treatment or services
or who is affected or is likely to be affected by an action, omission or
decision can complain. This includes being able to complain about
services provided by independent providers as part of an NHS contract.

If a patient (including a child over the age of 13, in line with General
Data Protection Regulations) does not wish to complain themselves
then someone else, usually a relative, friend or other representative,
can complain on their behalf providing written authorisation is given.

If a complainant is the parent or guardian of a child under the age of 13
(to whom the complaint relates) the organisation must be satisfied that
there are reasonable grounds for the complaint being made by the
representative. Where the child is aged 13 to 18, their written consent
should be provided for a parent/guardian or other representation to act
on their behalf with regard to the complaint.

If a patient is unable to act, for instance due to physical incapacity or
lack of capacity within the meaning of the Mental Capacity Act (2005)
their authorisation is not required. A consent form should be completed
by the complainant showing the reason why the patient is unable to act.
In such situations, a suitable representative may pursue the complaint
on their behalf, however, evidence of their authority to act will be
required. Guidance from the Information Governance Team will be
obtained as required in relation to consent/authority to act.

If a complaint is raised concerning a patient who is deceased, this must
be made by a suitable representative, for example next of kin or person
who holds legal authority to act on behalf of the deceased person.
Where clarification is required on whether the complainant is a suitable
representative, guidance should be obtained from the information
governance team and/or the ICB’s complaints lead. If the complaints
team/ICB does not consider that the complainant is a suitable
representative, they may decline to deal with the complainant and
recommend that another person acts on the deceased patient’s behalf.

If it is believed at any time that a representative is not acting in the best
interests of the person affected, the ICB will assess whether to stop the
consideration of the complaint. If this happens, the CSU complaints
team will share the ICB's reasons with the representative in writing. In
such circumstances, the representative will be advised that they may
complain to the PHSO if they are unhappy with the decision.

Support for persons making a complaint

ICA provides a free, impartial and independent service for people wishing to
make a complaint about the NHS. All complainants will be provided with
information about the ICA. Information regarding other specialist advocacy
services will be provided, as required.



5.3

5.4

Process for verbal complaints

5.3.1

5.3.2

5.3.3

5.3.4

Clear information about the complaints process is made available to
patients, the public and staff via the ICB’s website.

Complaints can be made verbally to a member of the CSU complaints
team and in this instance a written statement will be taken from the
complainant ensuring all salient points requiring a response are
documented. Where a complainant telephones the ICB to raise their
complaint and does not wish to be transferred to the CSU, ICB staff
should take details of the complaint during the call and subsequently
email notes of this to the CSU complaints team.

The written statement will be sent to the complainant asking them to
review this and, if necessary, make any changes to ensure it is an
accurate reflection of their complaint. The complainant will then be
asked to sign and return the statement to the CSU complaints team.
The complainant will be advised that their complaint will not be
processed until the signed statement is returned; this can be by post or
email, in which case the email will be accepted in lieu of a physical
signature.

There may be instances when it is not appropriate to take a formal
complaint over the telephone, for example, if the concerns raised are
complex. In cases such as this a face to face or online/virtual meeting
will be offered to clarify the complaint or with the complainant’s
permission a referral can be made to ICA. Face to face appointments
with the CSU complaints team are by appointment only.

Time limit for making a complaint

5.4.1

5.4.2

5.4.3

The timescale within which an NHS or social care complaint must be
made is 12 months from the date on which a matter occurred, or the
matter came to the notice of the complainant.

The regulations set out that the organisation has the discretion to
investigate beyond this time, especially if there is good reason for a
complaint not being received within the 12 months. The time limit can,
and should, be waived if it is still practical and possible to investigate
the complaint, for example, the records still exist, and the individuals
concerned are still available to be questioned.

When a complaint is made outside these limits and the time limits are
not waived, the ICB (or complaints team on behalf of the ICB) will advise
the complainant of their rights to request that the PHSO consider their
case.



5.5

Issues that cannot be addressed within the complaints procedure

This policy does not address:

5.5.1

5.5.2

5.5.3

5.5.4

5.5.5

5.5.6

5.5.7

5.5.8

5.5.9

A complaint made by a responsible body to another responsible body.
For example, disputes on contractual matters between providers and
the ICB should not be handled through this procedure. However, the
issues raised should still be subject to a thorough investigation and
appropriate action taken for service improvement.

Complaints regarding privately funded treatment.

Complaints which are made verbally and resolved to the satisfaction of
the complainant no later than the next working day after the complaint
was made.

Complaints regarding an alleged failure to comply with a request for
information under the Freedom of Information Act (2000) or complaints
about Access to Health Records Act 1990 requests and Subject Access
Requests. These will be dealt with via information governance
processes.

A complaint made by an employee about any matter relating to his/her
employment. These matters will be handled via human resources
procedures.

Complaints that have already been locally investigated under the
complaints regulations or which are being, or have been, investigated
by a Local Commissioner under the Local Government Act 1974 or the
Health Service Commissioner under the 1993 Act.

If the organisation decides that a complaint meets any of the criteria
detailed in sections 5.5.1 — 5.5.6 the complainant will be notified in
writing of this decision and the reasons why.

Complaints disputing a funding decision or eligibility criteria/policy;
these will be managed via the appropriate appeals process (where
applicable) or other agreed process.

If the complaint is about detention under the Mental Health Act, or a
Community Treatment Order or Guardianship the CSU complaints
team will inform the person making the complaint that if they are not
happy with the outcome, they can take their complaint to the Care
Quality Commission.

5.5.10 When another process may be better suited to cover other potential

outcomes, the CSU complaints team will seek advice and provide clear
information to the individual raising the complaint. The team will make
sure the individual understands why this is relevant and the options
available and will also signpost the individual to sources of specialist
independent advice.



5.6

5.7

5.5.11 If an individual is already taking part or chooses to take part in another
process (where this is appropriate) but wishes to continue with their
complaint as well, this will not affect the investigation and response to
the complaint. The only exceptions to this are if:

¢ the individual requests or agrees to a delay
e there is a formal request for a pause in the complaint process from
the police, a coroner or a judge.

In such cases the complaint investigation will be put on hold until those
processes conclude.

Written complaints received
5.6.1 Formal complaints received by ICB staff must be forwarded within one

working day to the CSU generic email account,
necsu.complaints@nhs.net.

5.6.2 For complaints relating to the services/care given by a provider
commissioned by the ICB, the complainant has a choice of complaining
directly to the ICB as commissioner rather than to the organisation
which provided the care. The final decision on who will investigate the
complaint rests with the ICB once all mitigating circumstances are taken
into account. Complaints about primary care should be directed to NHS
England/Improvement, see para 5.9.7

5.6.3 This will include taking into consideration the complainant’s wishes and
the seriousness of the complaint, for example where there has been a
poor record of complaints handling or the complaint suggests a
significant risk to patient safety or there appears to be a trend. Please
refer to section 5.9 for guidance on how provider complaints are
handled.

Process for complaints handled by the ICB

5.7.1 Acknowledging the complaint

5.7.1.1 Upon receipt of a complaint (received either directly from the
complainant or via the ICB) the CSU complaints team will
assess the issues raised for wider governance issues, such
as patient safety issues, safeguarding or potential poor
performance concerns.

5.7.1.2 All complaints received will be acknowledged verbally or in
writing by the CSU complaints team within three days of
receipt or from when the signed verbal statement is received.
This may be via telephone or email/letter.


mailto:necsu.complaints@nhs.net

5.7.1.3

5.7.1.4

5.7.1.5

5.7.1.6

5.7.1.7

At the time of acknowledging the complaint the CSU
complaints team must offer to discuss and agree the following
with the complainant:

e An action plan for handling the complaint

¢ When the investigation is likely to be completed

e What reasonable outcome is desired

e When the response is likely to be sent

e Offer a local resolution meeting if appropriate

e Advise the complainant of advocacy services, such as ICA.

The agreed action plan and timescales for response will be
confirmed in writing to the complainant.

If the complainant does not take up the offer of a discussion,
the CSU complaints team should determine the response
period and the complainant will be notified of this in writing.

As outlined in 5.6.2, where it is agreed that the CSU on behalf
of the ICB will handle the complaint rather than the provider or
where it has been agreed that the ICB will co-ordinate the
response, consent will be required from the complainant to
obtain access to relevant medical records and/or to seek a
response from the provider organisation(s). The complaints
team will request the relevant consent from the complainant.

If the complainant fails to provide written consent, they will be
notified in writing of the elements of the complaint that are
unable to be investigated and responded to.

Acknowledging a complaint from an MP

5.7.8

5.7.9

Where a complaint about an individual's
care/treatment/funding is received by the ICB from a member
of parliament (MP), this should be forwarded to the ICB Chief
Executive and both the CSU complaints team
(necsu.complaints@nhs.net) and the CSU communications
and engagement Team (necsu.info-comms@nhs.net) within
one working day. Both teams will liaise to identify whether the
case is already recorded on the complaints system and the
most appropriate route for its management i.e., via the
complaints procedure or via MP enquiry process. This
agreement will be reached in conjunction with the ICB.
Complaints which fall within the remit of ICB will be
coordinated by the CSU complaints team in line with the
Complaints Policy. Where the complainant has provided
consent, a copy of the complaint response will be shared with
the MP.

Where a complaint relates to a provider organisation, the CSU
communications and engagement team will provide advice to
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5.7.10

the MP on which organisation to contact or redirect the
complaint, if appropriate.

Communication received from an MP of a more general
nature, i.e., not specific to an individual constituent’s care, will
be managed via the MP enquiry process and are not required
to be shared with the CSU complaints team.

5.7.2 Investigation

5.7.2.1

5.7.2.2

5.7.2.3

The investigation will be conducted in a timely manner,
proportionate to the complaint.

The CSU complaints team, on behalf of the chief executive
will:

e Forward the complaint to the appropriate lead for
investigation, with details of the issues to be investigated
and agreed in the complaint plan.

¢ Send a copy of the complaint to the investigating officer.

¢ |dentify at an early stage whether it would be helpful to
offer a local resolution meeting and/or to meet with the
complainant before sending the response to discuss the
findings and any intended actions.

e Keep the complainant up to date with the progress of the
investigation.

The investigating officer will:

¢ Be someone who is not involved in the events complained
about. If this is not possible, the CSU complaints team will
explain to the person making the complaint the reasons
why it was assigned to that person. This should address
any perceived conflict of interest

e Establish what happened, what should have happened
and who was involved and make written records of the
investigation/staff statements.

e Make sure a sincere and appropriate apology is made as
appropriate.

¢ Identify what actions can be implemented to ensure that
there is no recurrence and address any training issues
and learning points.

e Prepare a report addressing the issues raised by the
complainant and comment on what action is being taken
to prevent a recurrence in the future.



5.7.2.4 Staff involved in a complaint:

5.7.2.5

e Will be made aware of the complaint, be kept up to date
and have the opportunity to give their views on the events
and respond to emerging situation; this includes
preparing written statements, where required, as part of
the investigation.

e Are required to co-operate with the requirements of the
Complaints Policy as part of their terms of employment.
Where an employee refuses to give an interview or a written
account without reasonable grounds, this should be
considered a disciplinary offence.

Where the complaint relates to a clinical matter, written reports from
any appropriate clinician should be obtained. These reports form
part of the complaint record which can potentially be disclosed to
the complainant via a Subject Access Request; therefore,
documents must be written in plain English and without jargon or
abbreviations.

5.7.3 The Response

5.7.3.1

5.7.3.2

5.7.3.3

5.7.3.4

The written response will be drafted by the CSU complaints team;
this will incorporate the investigation report (where appropriate) and
will:

Address all the issues raised by the complainant

Provide explanations and apologies, where appropriate.
Indicate lessons learned from the complaint.

Include what steps have been taken to prevent a recurrence.
Outline what options are available if the complainant is not
satisfied with the response, including details of the PHSO.

e Provide a reminder of where to obtain independent advice or
advocacy

The CSU complaints team will forward the formatted written
response for approval to the investigating officer and any other
relevant staff involved in the complaint.

The response will then be forwarded for final approval and signature
to the chief executive (or nominated deputy).

If for any reason a response cannot be made within the agreed
timescale (for example a person involved in the complaint is absent
from work) the complainant will be contacted by the CSU complaints
team and an extension to the specified revised timescale will be
agreed. If the complaint cannot be concluded and a response
issued within 6 months, the CSU complaints team will write to the
person on behalf of the ICB to explain the reasons for the delay and
the likely timescale for completion. The CSU complaints team will
continue to maintain oversight until the complaint is completed and
a final written response issued.
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5.7.35

5.7.3.6

5.7.3.7

5.7.3.8

If the complainant is satisfied with the response, the case will then
be closed. Implementation of any changes made to practice
or procedures as a result of the investigation will be monitored
by the CSU complaints team; this via review of a complaint
action plan completed by the relevant manager. Lessons
learned from complaint investigations will be included in the
ICB Board report.

If a complainant is dissatisfied with the response, every effort
will be made to achieve a satisfactory outcome at local level

by:

identifying outstanding issues

arranging further meetings

providing a further written response
involving a conciliator, where appropriate.

If, following all attempts to resolve the complaint locally, the
complainant remains dissatisfied they will be notified that local
resolution (Stage One) is at an end and that they can ask the
PHSO to consider their case in line with Stage Two of the NHS
Complaints Procedure. Information on the PHSO will be
routinely given to complainants at the completion of local
resolution.

Staff who are involved in complaints management will have
the appropriate: training, resources, support and protected
time to respond to and investigate complaints effectively.

Conciliation Process

5.8.1 A conciliation service with access to trained lay conciliators can be
made available to assist in the resolution of complaints. Arrangements
for conciliation will be made via the CSU complaints team throughout
the complaints process, as required.

5.8.2 The lay conciliator will report back to the CSU complaints team on
outcomes and agreed action points but will not disclose the substance
of any discussions.

5.8.3 The conciliation process is confidential. However, where information is
raised within that process regarding safeguarding children or adults or
a general patient safety issue, the conciliator may have to seek further
advice from the manager responsible for complaints.
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5.10

Process for complaints received about NHS providers

5.9.1

5.9.2

5.9.3

5.9.4

595

5.9.6

5.9.7

In the majority of cases when a complaint is received by the ICB, the
provider will normally be given the opportunity to respond to the
complaint directly. The complaint will be acknowledged verbally or in
writing by the CSU complaints team within three working days and
consent will be sought by the CSU complaints team to forward the
complaint to the provider.

When consent is received, the complaint will be passed to the provider
who will handle it in accordance with the NHS complaints procedure.
Correspondence confirming that the complaint has been passed to the
provider will then be sent to the complainant. The CSU complaints
team will request that a copy of the provider's signed complaint
response is shared with the ICB/CSU.

There may be occasions when the ICB considers it appropriate to
handle the complaint rather than the provider. This decision will be
taken once all mitigating circumstances have been taken into account,
including the complainant’s wishes, seriousness of complaint or
significant patient safety issues or where there appears to be a pattern.

In such cases both the complainant and provider will be notified, and
the complaint will be processed in accordance with section 5.7.

The ICB will ensure, via contractual agreement, that all NHS providers
and any private provider with whom it has a contract or service level
agreement have arrangements in place for handling complaints made
about services they provide that is comparable with the NHS complaints
procedure.

Providers routinely share with the ICB information on the number and
nature of complaints, concerns, comments and compliments received
along with details of lessons learned and improvements to services to
prevent a reoccurrence of similar complaints.

Where a complaint is received about a primary care contractor (i.e., GP
practice, dentist, community pharmacy, optician), the ICB or CSU
complaints team will advise the complainant to send their complaint to
NHS England for investigation and response or offer to forward the
complaint to NHS England with the complainant’s consent.

Process for handling joint NHS and local authority complaints

5.10.1 When complaints are received about both health and local authority

services, with the complainant’s consent, the organisations involved will
co-operate with each other to deal with the aspects of the complaint
that relates to them. Both agencies will agree who will lead on the
complaint and will aim to provide a single co-ordinated response.
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5.12

5.13

5.10.2 The chief executive (or nominated deputy) of the lead organisation will
sign the response. Irrespective of lead responsibility, each organisation
retains its duty of care to the complainant and must handle its part of
the complaint in accordance with its own procedures.

Process for complex complaints that span several NHS organisations

5.11.1 Where a complaint is received that spans a number of NHS provider
organisations the CSU, on behalf of the ICB, will seek assurance that
there will be a co-ordinated approach to the handling of the complaint
across the various parties involved, prior to passing the complaint to
the lead organisation.

5.11.2 The organisation to lead on the handling of the complaint will be agreed
following discussion with the parties involved. This decision will be
made taking into account the organisation that has the greater part in
the complaint as well as the complainant’s wishes.

5.11.3 Where the complaint is particularly complex or where serious patient
safety issues have been identified, instead of the provider co-ordinating
the response and leading in the investigation of the complaint, the ICB
may choose to do this with the complainant’s consent.

Process for handling complaints about non-NHS services

Occasionally complaints are received about services not provided by the NHS,
e.g., private treatment. In such cases, wherever possible, the CSU complaints
team will advise the complainant of the correct agency to contact and will offer
to forward the complaint for investigation with the complainant's consent.
Beyond this, the CSU/ICB will have no further input.

Staff support during the complaints process

5.13.1 It can be very stressful for those involved in the complaint process and
advice and support is available to staff. The CSU complaints team or
a senior manager within the ICB will make sure any staff being
complained about are made aware and will provide advice on how they
can get support from within the organisation, and external
representation if required.

5.13.2 Staff who are complained about will have the opportunity to give their
views on the events and respond to emerging information. Staff will act
openly and transparently and with empathy when discussing these
issues.

5.13.3 Staff complained about will be kept updated by their line manager.
These staff will also have an opportunity to see how their comments
are used before the final response is issued.
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5.15

Equality and diversity

5.14.1 Making a complaint does not mean that a patient/complainant will
receive less help, or that things will be made difficult for them or that
the quality of their care will be compromised.

5.14.2 Every complainant will be treated fairly and equally regardless of age,
disability, race, culture, nationality, gender, sexual orientation and faith.

5.14.3 In line with NHS England’s Accessible Information Standard, for people
who require language or signed interpreting this will be made available
throughout the complaints process.

Disciplinary procedures

5.15.1 The Complaints Policy is concerned with resolving complaints to the
satisfaction of complainants and learning lessons for improvement and
not for investigating disciplinary matters.

5.15.2 A complaint investigation may occasionally reveal the need for an
investigation under the disciplinary policy. In such an event, the CSU
complaints team will not be involved in any disciplinary investigation.

5.15.3 Where it is considered that a staff member within the ICB or in a
commissioned service should be subject to remedial or disciplinary
procedures or referral to a health professional regulator, the CSU
complaints team will advise the person raising the complaint that
appropriate processes have been followed, for example HR processes.
Where the person raising the complaint chooses to refer the matter to
a health professional regulator themselves or where they subsequently
choose to, it will not affect the way that their complaint is investigated
and responded to. They will also be signposted to sources of
independent advice on raising health professional fithess to practise
concerns.

5.16 Serious incidents (SIs) and complaints

5.16.1 The procedure for investigating Sls is separate from the Complaints
Policy and is managed in accordance with the SlI Policy. If during the
course of investigating a Sl, a complaint is also received, the Sl
Policy/process will normally take precedence in terms of the
investigation.

5.16.2 If a complaint investigation reveals the need to take action under the S
Policy, the serious incident process will normally take precedence in
terms of investigation.
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5.19

5.16.3In these circumstances, the complainant will be notified of the Sl
investigation and will be kept updated on the progress by the CSU
complaints team. It should be remembered that the issues raised in a
complaint will not always be exactly the same as those investigated
under the Sl policy and, in those circumstances, a separate and full
response to the complaint will be required.

Process for dealing with anonymous complaints

All anonymous complaints received will be investigated if there is enough
information to carry out an investigation. Investigating officers will be
requested to report to the chief executive (or nominated deputy) and make
appropriate recommendations based on the allegations raised.

Withdrawal of a complaint

If a complainant withdraws a complaint at any stage in the procedure, which
involves issues raised against an individual, those complained against will be
informed. In such circumstances, the relevant head of service or line manager
will consider if/how to address issues highlighted in the complaint.

Learning and monitoring of complaints

5.19.1 The ICB’s philosophy for the management of complaints is to
recognise their positive value through the effective monitoring of
complaints. In applying these principles and sharing the learning we
can all effect change. The ICB expects all staff and commissioned
services to identify what learning can be taken from complaints,
regardless of whether mistakes are found or not.

5.19.2 The ICB will use the intelligence gained from complaints information
(individual complaints received and provider complaints reports) to
develop a greater awareness of services commissioned and where
these may not meet quality standards.

5.19.3 Monthly reports will be provided to the ICB complaints lead by the CSU
complaints team. The Quality and Safety committee will receive regular
complaints reports, as determined in its Annual Cycle of Business, as
part of governance and performance reporting. The reports will identify
any trends and patterns arising from complaints, and any subsequent
action taken as a result of lessons learned.

5.19.4 An annual report will be prepared for the ICB Board on the handling and
consideration of complaints, outlining actions, monitoring compliance
and outcomes. This will be published on the ICB's website.

5.19.5 Complaint outcomes may be anonymised and shared within the
organisation and may be published on the ICB's website to promote
service improvement.
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Recording of complaints

5.20.1 Accurate and up to date records will be maintained in accordance with
the Records Management Policy. The Safeguard Incident Reporting
and Management System (SIRMS) will be used to record and collate
all complaints information.

5.20.2 The complaints record will not be filed within a clinical record but held
within a separate complaints file.

Confidentiality/consent

5.21.1 Care will be taken at all times throughout the complaints procedure to
ensure that any information disclosed about the patient/service user is
confined to that which is relevant to the investigation of the complaint.
Information will only be disclosed to people who have a demonstrable
need to know it for the purpose of investigating the complaint or
ensuring that the complaints process is followed.

5.21.2 In transferring complaints between agencies (including the PHSO)
confidentiality will be maintained at all times. Every effort will be made
to obtain the patient/service user (or their representative’s) consent
before sharing confidential information with another body or
organisation. Consent will be obtained in writing or where this is not
possible the CSU complaints team will seek further advice from the
Caldicott Guardian, if required. Where a complainant declines to
provide consent for their complaint to be shared with another
organisation, the CSU complaints team will provide them with contact
details in order that they can make direct contact themselves.

5.21.3 It is recognised that there may be circumstances in which the nature
of, or aspects of, a complaint indicate safeguarding or wellbeing
concerns about a child or adult. In these circumstances a complaint
will be escalated as necessary and in line with the ICB and Local
Safeguarding Children and Adults Boards safeguarding procedures
and such information contained in the complaint disclosed in the best
interests of the complainant/patient.

5.21.4 If the receiving manager or member or the CSU Complaints Team is
made aware of safeguarding children or adult concerns they must
consult with the Head of Quality and Adult Safeguarding or the Head of
Safeguarding Children (or equivalent role) as appropriate for advice the
same day.

5.21.5 Where a complaint refers to allegations against a member of staff of a
safeguarding children or adult nature, the Managing Allegations
Against Staff Policy must be followed — this can be found on the ICB's
website.



This will either supersede the Complaints Policy where such concerns
form the whole of the process, or where only part of the complaint, the
two processes occur simultaneously with decisions about response
times and involvement of the member of staff being taken jointly. In
cases where the Safeguarding Policy is invoked, the complainant must
be notified immediately.

5.21.6 Following the identification of safeguarding concerns within a
complaint, the complainant will be notified within one working day of the
escalation and rationale for disclosure of information. Where
safeguarding concerns form only part of a complaint the complainant
will be informed of how the differing aspects of the complaint will be
handled.

5.22 Access to personal information/medical records

5.23

5.22.1 Under the General Data Protection Regulation (GDPR), individuals
(both service users and employees) have certain rights regarding the
way information about them is used. These include having the rights to
see information that is recorded about them (subject access request)
and to have any part of it that they do not understand explained.

5.22.2 Where clinical records are used in a complaint investigation,
investigating officers must comply with regulations for sharing of
information across services or external agencies (incorporating the
Code of Practice on Openness in the NHS).

5.22.3 Any requests received for access to complaint documentation will be
sent to the information governance department for appropriate action.

Complaints and Litigation and complaints involving potential fraud or
other criminal offences

5.23.1 On receipt of a complaint in which legal action is being taken or the
police are involved the ICB should continue to resolve the complaint
unless there are clear legal reasons not to do so.

5.23.2 Advice will be sought from relevant authorities (such as legal advisors
or NHS Resolution) to determine whether progressing the complaint
might prejudice subsequent legal action.

5.23.3 If there is likely to be any prejudice to the legal case the complaint will
be put on hold and the complainant will be advised of this in writing and
provided with an explanation.

5.23.4 Documentation relating to the complaints investigation can be used in
a court of law.
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5.25

5.26

5.27

5.23.5 Where a complaint includes allegations of a criminal offence, the CSU
complaints team/member of ICB staff will immediately notify the
relevant ICB director for advice/appropriate action e.g., notifying the
police. Where this is applicable, the ICB/CSU will comply with the
requirements of the ICB’s Counter Fraud, Bribery and Corruption

Policy.

Complaints about Freedom of Information

Complaints about Freedom of Information requests, Access to Health Records
Act 1990 requests and Subject Access Requests are not dealt with through
the NHS complaints procedure. Any complaint of this nature will be forwarded
to the appropriate information governance officer for investigation and
response through relevant channels.

Dealing with media interest

All enquiries from the media must be immediately referred to the
communications department ensuring that confidentiality is maintained at all
times.

Retention of complaint records

Complaint files will be retained securely for a minimum of 10 years in
accordance with the Records Management Policy.

Habitual and/or persistent complaints

5.27.1 Some complainants find it difficult to accept the findings following an
investigation even when it has been to the second stage of the
complaints procedure. The difficulty in managing such complaints
places a strain on resources and causes undue stress for staff.

5.27.2 In such cases, it is important to ensure that the complaints procedure
has been correctly implemented as far as possible and that no material
element of the complaint has been overlooked or inadequately
addressed.

5.27.3 The procedure on how to handle unreasonable and persistent
complainants is attached at Appendix 1.

6. Implementation

6.1

6.2

This Policy will be available to all staff for the effective management of
complaints received by the organisation in accordance with NHS complaints
regulations.

All managers are responsible for ensuring that relevant staff within the 1CB
have read and understood this document and are competent to carry out their
duties in accordance with the procedures described.



Training Implications

The CSU complaints team will provide or arrange coaching or training in complaints
handling and good customer care. Managers should ensure that appropriate staff in
their areas who require such support contact the CSU complaints team to arrange

training.

Complaints awareness is included in the corporate induction programme for all new
members of staff.
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9. Monitoring, Review and Archiving

9.1

9.2

Monitoring

The ICB Board will agree a method for monitoring the dissemination and
implementation of this policy.

Review

9.2.1 The ICB Board will ensure that this policy document is reviewed in

accordance with the timescale specified at the time of approval. No
policy or procedure will remain operational for a period exceeding three
years without a review taking place.

9.2.2 Staff who become aware of any change which may affect a policy

should advise their line manager as soon as possible. The Executive
Director will then consider the need to review the policy or procedure
outside of the agreed timescale for revision.

9.2.3 For ease of reference for reviewers or approval bodies, changes should

be noted in the ‘version control’ table on the second page of this
document.
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9.3 Archiving

The ICB Board will ensure that archived copies of superseded policy
documents are retained in accordance with Records Management: Code of
Practice for Health and Social Care 2021.

10. Equality Analysis
Initial Screening Assessment (STEP 1)

As a public body organisation, we need to ensure that all our current and proposed
strategies, policies, services and functions, have given proper consideration to equality,
diversity and inclusion, do not aid barriers to access or generate discrimination against
any protected groups under the Equality Act 2010 (Age, Disability, Gender Reassignment,
Pregnancy and Maternity, Race, Religion/Belief, Sex, Sexual Orientation, Marriage and
Civil Partnership).

This screening determines relevance for all new and revised strategies, policies, projects,
service reviews and functions.

Completed at the earliest opportunity it will help to determine:
e The relevance of proposals and decisions to equality, diversity, cohesion and
integration.
e Whether or not equality and diversity is being/has already been considered for due
regard to the Equality Act 2010 and the Public Sector Equality Duty (PSED).
e Whether or not it is necessary to carry out a full Equality Impact Assessment.

Name(s) and role(s) of person completing this assessment:

Name: Katharine Humby
Job Title: Clinical Quality Manager
Organisation: North of England Commissioning Support Unit (NECS)

Title of the service/project or policy: Complaints Policy (2)

Is this a;
Strategy / Policy X Service Review [] Project [
Other Not applicable

What are the aim(s) and objectives of the service, project or policy:

This policy describes the systems in place to effectively manage all complaints received by
the organisation in accordance with NHS complaints regulations. It outlines the
responsibilities and processes for receiving, handling, investigating and resolving
complaints relating to the actions of the organisation, its staff and services.

The policy also includes the process used for complaints received relating to
commissioned services such as NHS trusts, independent contractors (general practices,
dental practices, pharmacies and opticians) and independent sector providers.

The purpose of this policy is to ensure that the ICB promotes best practice within its
complaints management function, and also that it is compliant with the Local Authority
Social Services and National Health Service Complaints (England) Regulations 2009.



Every complainant will be treated fairly and equally regardless of age, disability, race,
culture, nationality, gender, sexual orientation and faith. The patient/complainant will not
receive less help, will not have things made difficult for them and will not have the quality
of their care will be compromised as a result of a complaint. For people who require
language or signed interpreting this will be made available throughout the complaints
process.

Who will the project/service /policy / decision impact?
(Consider the actual and potential impact)
o Staff X
e Service User / Patients
e Other Public Sector OrganisationsX
e Voluntary / Community groups / Trade Unions X
e Others, please specify N/A

o

Questions
Could there be an existing or potential negative impact on any of the
protected characteristic groups?
Has there been or likely to be any staff/patient/public concerns?
Could this piece of work affect how our services, commissioning or
procurement activities are organised, provided, located and by whom?
Could this piece of work affect the workforce or employment practices?
Does the piece of work involve or have a negative impact on:
e Eliminating unlawful discrimination, victimisation and harassment
e Advancing quality of opportunity
e Fostering good relations between protected and non-protected
groups in either the workforce or community

X |z

X | X

ool ojo| og
wm

X | X

If you have answered no to the above and conclude that there will not be a
detrimental impact on any equality group caused by the proposed
policy/project/service change, please state how you have reached that conclusion
below:

Click here to enter text.

If you have answered yes to any of the above, please now complete the
‘STEP 2 Equality Impact Assessment’ document

Accessible Information Standard Yes | No
Please acknowledge you have considered the requirements of the Ll
Accessible Information Standard when communicating with staff and
patients.

https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-
info-standard-overview-2017-18.pdf

If any of the above have not been implemented, please state the reason:

N/A



https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf

Governance, ownership and approval

Please state here who has approved the actions and outcomes of the screening

Name Job title Date

Claire Riley Executive Director of June 2022
Corporate Governance,
Communications and
Involvement

Publishing

This screening document will act as evidence that due regard to the Equality Act 2010
and the Public Sector Equality Duty (PSED) has been given.

Equality Impact Assessment: Policy — Strategy — Guidance
(STEP 2)

This EIA should be undertaken at the start of development of a new project, proposed
service review, policy or process guidance to assess likely impacts and provide further
insight to reduce potential barriers/discrimination. The scope/document content should be
adjusted as required due to findings of this assessment.

This assessment should then be updated throughout the course of development and
continuously updated as the piece of work progresses.

Once the project, service review, or policy has been approved and implemented, it should
be monitored regularly to ensure the intended outcomes are achieved.

This EIA will help you deliver excellent services that are accessible and meet the needs of
staff, patients and service users.

This document is to be completed following the STEP 1 - Initial Screening
Assessment

STEP 2 EVIDENCE GATHERING

Name(s) and role(s) of person completing this assessment:

Name: Katharine Humby

Job Title: Clinical Quality Manager

Organisation: North of England Commissioning Support (NECS)

Title of the service/project or policy: Complaints Policy (2)

Existing X New / Proposed [ Changed ]

What are the intended outcomes of this policy/ service / process? (Include outline

of objectives and aims;
As outlined in the screening document above.



Who will the project/service /policy / decision impact?
(Consider the actual and potential impact)
e Consultants X
e Nurses X
e Doctors X
e Staff X
Service User / Patients X
e Others, please specify N/A

Current Evidence / Information held  Outline what current data / information
is held about the users of the service /
patients / staff / policy / guidance?
Why are the changes being made?

(Census Data, Local Health Profile data, | Complaints / Incidents

Demographic reports, workforce

reports, staff metrics, patient/service

users/data, national reports, guidance,
legislation changes, surveys,
complaints, consultations/patient/staff
feedback, other)

STEP 3: FULL EQUALITY IMPACT ASSESSMENT

The Equality Act 2010 covers nine ‘protected characteristics’ on the grounds upon
which discrimination and barriers to access is unlawful.
Outline what impact (or potential impact) the new policy/strategy/guidance will have on the

foIIowinﬁ irotected ﬁrouis:

Neutral

Disability

Information about the complaints policy is available in other languages and formats upon
request. Interpreters, including BSL interpreters, will be provided as required for face-to-face
meetings with complainants. Information is provided virtually and physically to ensure that
staff and service users are aware of the facilities available for meeting a complainant or
patient’s communication requirements.

Gender reassignment (including transgender) and Gender Identity

Neutral

Marriage and civil partnership
Neutral

Pregnancy and maternity

Neutral




Information about the complaints procedure is available in other languages and formats upon
request. Interpreters, including BSL interpreters, will be provided as required for face-to-face
meetings with complainants.

Religion or Belief

Sex/Gender

Sexual orientation

Carers

Other identified groups relating to Health Inequalities

Neutral

STEP 4: ENGAGEMENT AND INVOLVEMENT

Have you engaged stakeholders in testing the policy/guidance or process proposals including
the impact on protected characteristics?
Guidance Notes

e List the stakeholders engaged

e What was their feedback?

e List changes/improvements made as a result of their feedback

e List the mitigations provided following engagement for potential or actual impacts identified in the impact

assessment.

Not applicable.

If no engagement has taken place, please state why:
Not applicable

STEP 5: METHODS OF COMMUNICATION
What methods of communication do you plan to use to inform service users/staff about the

policy/strategy/guidance?

[1 Verbal — meetings [ Verbal - Telephone

(1 Written — Letter Written — Leaflets/guidance booklets

1 Written - Email Internet/website L] Intranet page
Other — Staff Briefing

If other please state: In addition to sharing the changes to the policy via websites and
information leaflets, other specific methods of communication will be considered case by
case.




Step 6 — Accessible Information Standard Check

From 1st August 2016 onwards, all organisations that provide NHS care and / or publicly
funded adult social care are legally required to follow the Accessible Information Standard.
The Standard sets out a specific, consistent approach to identifying, recording, flagging,
sharing and meeting the information and communication support needs of patients,
service users, carers and parents with a disability, impairment or sensory loss.

https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-
overview-2017-18.pdf

Tick to confirm you have you considered an agreed process for:
Asking people if they have any information or communication needs and find out how to
meet their needs.

Have processes in place that ensure people receive information which they can access
and understand, and receive communication support they need it.

NA

If any of the above have not been implemented, please state the reason:

STEP 7: POTENTIAL IMPACTS IDENTIFED; ACTION PLAN

Potential/actual Protected | Action(s) required Expected Action Timescale/
Impact Group Outcome Owner Completion
identified Impacted date
Access to All Complaints Information Complaints | complete
information in literature/web about the Team
other formats, content is being complaints
including access reviewed/amended | procedure is
to interpreters to ensure that staff | available in

and service users | other

are aware of the languages

facilities available
for meeting a

and formats
upon request.

complainant or Interpreters,
patient’s including BSL
communication interpreters,
requirements. will be
provided as

required for
face-to-face
meetings with
complainants.



https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf

GOVERNANCE, OWNERSHIP AND APPROVAL

Please state here who has approved the actions and outcomes of the screening

Name Job title Date

Claire Riley Director of Corporate June 2022
Governance,
Communications and
Involvement

Presented to (Appropriate Committee) Publication Date

ICB Board July 2022




Appendix 1

Duties and Responsibilities

ICB Board

The ICB Board is responsible for setting the strategic
context in which organisational process documents are
developed, and for establishing a scheme of delegation
for the formal review and approval of such documents.

Chief executive

The chief executive has overall responsibility for the
strategic direction and operational management,
including ensuring that ICB process documents comply
with all legal, statutory and good practice guidance
requirements.

Quality and In line with the Scheme of Reservation and Delegation

Safety and the Committee's Terms of Reference the Quality

Committee and Safety Committee will have responsibility for
monitoring the themes of complaints.

Csu The CSU complaints team is responsible for the day-to-

Complaints day handling of complaints and will be readily available

Team to receive complaints, support staff with the local

resolution process and to give information and advice
where required.

Where appropriate, the CSU complaints team will also
arrange a conciliation service to assist in the resolution
of complaints. Information will also be relayed to the
complainant regarding advocacy services that are
available.

The CSU complaints team will co-ordinate and collate all
the information required in order to produce a draft
response to the complainant. All actions arising as a
result of a complaint investigation will be monitored by
the CSU complaints team to ensure implementation, in
conjunction with line managers and heads of service.

The CSU complaints team is responsible for entering
information onto the risk management database and
producing appropriate reports as required, including the
collection of data to enable the annual complaints return
to the Department of Health.

The CSU complaints team will keep up to date with
current legislation and advise others as appropriate.

In cases that involve the PHSO, the CSU complaints
team will be the point of contact for the Ombudsman and
will liaise with them in any investigation.




Investigating
officer

The investigating officer is responsible for undertaking
the detailed investigation of complaints, to provide
information in order that the CSU complaints team can
draft the written response for signature by the chief
executive (or nominated deputy).

The investigating officer will establish the underlying
causes of complaints and ensure that these are properly
understood, lessons are learned and where appropriate,
improvements are implemented. The investigating
officer is also responsible for ensuring that any actions
arising from complaints are implemented and the
outcome is fed back to the CSU complaints team.

Senior
Management
Team

The senior management team is responsible for
ensuring that complaints are investigated in accordance
with this policy; working with the CSU complaints team to
ensure satisfactory resolution of complaints, including
the implementation of any lessons learned.

CSU Staff

Whilst working on behalf of the ICB, CSU staff will be
expected to comply with all policies, procedures and
expected standards of behaviour within the ICB,
however they will continue to be governed by all policies
and procedures of their employing organisation.

All staff

All staff, including temporary and agency staff, are
responsible for:

e Compliance with relevant process documents.
Failure to comply may result in disciplinary action
being taken.

e Co-operating with the development and
implementation of policies and procedures and as
part of their normal duties and responsibilities.

¢ |dentifying the need for a change in policy or
procedure as a result of becoming aware of
changes in practice, changes to statutory
requirements, revised professional or clinical
standards and local/national directives, and
advising their line manager accordingly.

¢ Identifying training needs in respect of policies and
procedures and bringing them to the attention of
their line manager.

e Attending training / awareness sessions when
provided.




Appendix 2

Procedure for Handling Habitual
and/or Persistent Complainants

1 Introduction

The organisation is committed to dealing effectively and empathetically with people who
complain about NHS services and also to learning from the findings of complaints
investigations. However, sometimes organisations need to deal with persistent
complainants. Handling such complaints can place a strain on time and resources and
cause undue stress for staff - some may need support in difficult situations. NHS staff are
trained to respond with patience and sympathy to the needs of all complainants but there
are times when there is nothing further that can reasonably be done to assist them or to
rectify a real or perceived problem.

In determining arrangements for handling complainants there are two key considerations.
The first is to ensure that the complaints procedure has been correctly implemented so far
as possible and that no material element of a complaint is overlooked or inadequately
addressed and to appreciate that habitual or persistent complaints may have issues which
contain some genuine substance. The need to ensure an equitable approach is crucial.
The second is to be able to identify the stage at which a complainant has become habitual
or persistent. This appendix is the ICB's approved procedure and is an integral part of the
overall Complaints Policy.

It is important to note that implementation this procedure would only occur in exceptional
circumstances.

2 Purpose of the Procedure

Complaints are processed in accordance with NHS complaints procedures and the ICB’s
Complaints Policy . During this process staff inevitably may have contact with a small
number of complainants who can absorb a disproportionate amount of NHS resources in
dealing with their complaints. The aim of this procedure is to identify situations where the
complainant might be considered habitual or persistent and to suggest ways of responding
to these situations.

It is emphasised that this procedure should only be used as a last resort and after all
reasonable measures have been taken to try to resolve complaints following the NHS
complaints procedures, for example, through local resolution, conciliation, or involvement
of the relevant independent complaints advocacy service as appropriate. Judgement and
discretion must be used in applying the criteria to identify potential habitual or persistent
complainants and in deciding action to be taken in specific cases.

The procedure should only be implemented following careful consideration by, and with
authorisation of, the ICB chair and chief executive (or nominated deputy) of the
organisation. Where deputies are used, the reason for the non-availability of the ICB
chair or chief executive should be recorded on file.



3

Definition of a Habitual or Persistent Complaint

Complainants (and/or anyone acting on their behalf) may be deemed to be habitual or
persistent complainants where previous or current contact with them shows that they meet
TWO OR MORE of the following criteria:

Where complainants:

Vi

Vii

Viii

Persist in pursuing a complaint where the NHS complaints procedure has been
fully and properly implemented and exhausted (e.g., where investigation has been
denied as “out of time”, where the PHSO has declined a request for independent
review or has already investigated the matter).

Change the substance of a complaint or continually raise new issues or seek to
prolong contact by continually raising further concerns or questions upon receipt
of a response whilst the complaint is being addressed. (Care must be taken not to
discard any new issues, which are significantly different from the original
complaint. These might need to be addressed as separate complaints).

Are unwilling to accept documented evidence of treatment given as being factual,
e.g., drug records, manual or computer records, nursing records or deny receipt of
an adequate response in spite of correspondence specifically answering their
guestions, or do not accept that facts can sometimes be difficult to verify when a
long period of time has elapsed.

Do not clearly identify the precise issues which they wish to be investigated,
despite reasonable efforts of NHS staff and, where appropriate, the independent
complaints advisory service to help them specify their concerns, and/or where the
concerns identified are not within the remit of the organisation to investigate.
Focus on a trivial matter to an extent which is out of proportion to its significance
and continue to focus on this point. (It is recognised that determining what a
“trivial” matter is can be subjective and careful judgement must be used in
applying the criteria).

Have threatened or used actual physical violence towards staff or their families or
associates at any time. This will in itself, cause personal contact with the
complainant and/or their representatives to be discontinued and the complaint will,
thereafter, only be pursued through written communication. (All such incidents
should be reported via SIRMS).

Have in the course of addressing a registered complaint, had an excessive
number of contacts with the organisation placing unreasonable demands on staff.
(A contact may be in person or by telephone, letter or email. Discretion must be
used in determining the precise number of excessive contacts applicable under
this section, using judgement based on the specific circumstances of each
individual case).

Have harassed or been personally abusive or verbally aggressive on more than
one occasion towards staff dealing with their complaint or their families or
associates. (Staff must recognise that complainants may sometimes act out of
character at times of stress, anxiety, or distress and should make reasonable
allowances for this. They should document all incidents of harassment and report
via SIRMS).

Are known to have recorded meetings or face-to-face/telephone conversations
without the prior knowledge and consent of other parties involved.



X Display unreasonable demands or patient/complainant expectations and fail to
accept that these may be unreasonable (e.g., insist on response to complaints or
enquiries being provided more urgently than is reasonable or normal recognised
practice).

4 Options for Dealing with Habitual or Persistent Complaints

Where complainants have been identified as habitual or persistent in accordance with the
above criteria, the chief executive and (or appropriate deputies in their absence) will
determine what action to take. The chief executive (or nominated deputy) will implement
such action and will notify complainants in writing of the reasons why they have been
classified as habitual or persistent complainants and the action to be taken. A copy this
procedure should be shared with the complainant, and they will be advised to consider its
contents, particularly the criteria in paragraph 3, when they are communicating with the
ICB/CSU/other NHS organisation . This notification may be copied for the information of
others already involved in the complaint, e.g., practitioners, mediators, conciliators, ICA,
MP. A record must be kept for future reference of the reasons why a complainant has
been classified as habitual or persistent. It may also be appropriate to suggest that
complainant seeks advice in processing their complaint, e.g., through the relevant
independent advocacy service for their area.

The chief executive and chair (or deputy) may decide to deal with complainants in one or
more of the following ways:

e Try to resolve matters, before invoking this procedure, by drawing up a signed
“agreement” with the complainant (and if appropriate involving the relevant member of
staff in a two-way agreement) which sets out a code of behaviour for the parties
involved if the organisation is to continue processing the complaint. If these terms are
contravened consideration would then be given to implementing other action as
indicated in this section.

¢ Decline contact with the complainants either in person, by telephone, by letter/email or
any combination of these, provided that one form of contact is maintained or
alternatively restrict contact to liaison through a third party. (If staff are to withdraw from
a telephone conversation with a complainant it may be helpful for them to have an
agreed statement available to be used at such times).

¢ Notify the complainants in writing that the chief executive has responded fully to the
points raised and has tried to resolve the complaint but there is nothing more to add and
continuing contact on the matter will serve no useful purpose. The complainants should
also be notified that the correspondence is at an end and that further letters received
will be acknowledged but not answered.

o Temporarily suspend all contact with complainants or investigation of a complaint whilst
seeking legal advice or guidance from relevant agencies.



5 Withdrawing ‘Habitual or Persistent’ Status

Once complainants have been determined as “habitual or persistent” there needs to be a
mechanism for withdrawing this status at a later date if, for example, complainants
subsequently demonstrate a more reasonable approach or if they submit a further
complaint for which normal complaints procedures would appear appropriate. Staff should
previously have used discretion in recommending “habitual or persistent” status at the
outset and discretion should similarly be used in recommending that this status be
withdrawn when appropriate. Where this appears to be the case, discussion will be held
with the chief executive and chair (or their deputy). Subject to their approval, normal
contact with the complainants and application of NHS complaints procedures will then be
resumed.

6 Review of the Procedure
This procedure will be reviewed as appropriate and at any time there is a review of The

Local Authority Social Services & NHS Complaints [England] Regulations 2009 or the
ICB’s Complaints Policy.
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1.2

Introduction

NHS Integrated Care Board (the ICB) has a number of general specific duties to
protect the health, safety and wellbeing of those in their employment and of
those who are affected by the conduct of their business. Within the Health and
Safety at Work Act 1974 the ICB must;

Lay down a safe system of work;
Provide safe premises and/or place of work; and
Provide safe plant and equipment.

Status
This policy is a corporate policy.
Purpose and scope

HSE Guidelines, ‘Driving at Work’, state that “health and safety law applies to
on-the-road work activities as to all work activities and the risks should be
effectively managed within a health and safety system”.

The ICB recognises that it employs large numbers of staff who are required as
part of their employment to drive vehicles whilst at work. In this context driving
at work means ‘driving whilst paid and in connection with the drivers work
activities’. In driving at work staff are exposed to significant risks and could
place colleagues and members of the public at risk also.

Eligible drivers within the ICB can be those who lease or use their own car for
business purposes (e.g., travelling between sites or to non-ICB offices for ICB
business) which must be insured for business purposes.

The ICB recognises that failure in their duty of care towards employees who
drive for business purposes could result in a breach of the Corporate
Manslaughter and Homicide Act 2007. This affects all vehicles used for work -
under Health and Safety Law employers must make sure that work equipment
is suitable for its intended use and that it is properly maintained and used
under the Provision and Use of Work Equipment Regulations1998. Within this
policy the Management of Health and Safety at Work Regulations 1999 and
Road Traffic legislation will be considered to ensure that both employees and
vehicles (including private ones) are fit to be on the road. The additional
occupational risks associated with driving for business purposes are related to
a wide range of factors including:

e driver competence

e vehicle fitness for purpose

e total hours worked

e unaccompanied working

ejourney planning

¢ the nature of any goods being transported



The aim of this policy is for the ICB to commit to developing, implementing
and maintaining all reasonable measures to protect the health and safety of
those driving for business purposes and will act in a proactive manner to
anticipate, avoid and manage situations that may expose employees to any
additional or increased occupational risk that may result from driving on
business for work.

2. Definitions

e DVLA - Driver and Vehicle Licensing Agency

3. Safe Systems of Work

3.1

3.2

With respect to reducing occupational risks to employees who are required to
drive for business purposes procedures will be put in place to ensure:

Fitness to drive

Employees should inform their manager about any health issue or personal
circumstances that may affect their driving. Employees are legally required to
inform the DVLA of any medical condition that may affect your ability to drive
safely.

The ‘At a Glance Guide to the Current Medical Standards of Fitness to Drive’
outlines the conditions that must be reported can be found at the following
link: http://www.dft.gov.uk/dvla/medical/ataglance.aspx

Safe Vehicle

e The organisation will ensure vehicles leased through NHS/ICB scheme
through contract arrangements have competent personnel maintain all
lease vehicles registered for business use to a sufficient standard.

e Employees using their own vehicles for work purposes should ensure that
their vehicles are adequately maintained, road worthy and are serviced as
recommended by the car manufacturer - see appendix 3.

e The organisation will ensure that drivers of lease vehicles have access to
technical and personal support in the case of breakdown or accidents; this
is provided through vehicles leased through NHS/ICB scheme

e Employees using their own vehicle for work purposes should ensure that
adequate access to breakdown facilities is available.

e All employees must follow the accident, incident and breakdown
guidance in the Safe Driving for Work Handbook.


http://www.dft.gov.uk/dvla/medical/ataglance.aspx

3.2.1 Plug-in Electric Vehicles (PEV)

Should the ICB use PEVs as Pool Vehicles the organisation will:

Ensure that the pool vehicle is insured for business purposes and is
maintained by a competent person to the standard recommended by the
manufacturer.

Where required an MOT certificate is available for the vehicle.

Ensure that all eligible drivers have sufficient information, instruction and
training before using the pool vehicle.

Have a responsible person(s) maintain a suitable and sufficient system for
monitoring pool vehicle use with the signature of the person borrowing the
vehicle recorded, the date and time, the purpose of its use, the time and
signature on return and any problems identified with the vehicle noted.
This is a minimum standard.

Ensure that a responsible person(s) carries out a pre-use assessment
check on the pool vehicle daily and logs this check in a suitable and
sufficient recording system.

Ensure that the re-charging plug-in lead is kept in the pool vehicle.
Ensure that drivers of the pool vehicle have access to technical and
personal support in the case of breakdown or accidents.

Ensure that the pool vehicle is clean and valeted regularly.

When using the pool vehicle employees will:

Ensure that they have had sufficient information, instruction and training
on the use of the vehicle before driving it.

Sign for the pool vehicle when taking and returning, ensuring that they
report any problems identified, if any.

Ensure the vehicle appears roadworthy before driving off.

Ensure that they plan their journey in good time, ensuring that the full
battery charge is adequate for an outward and inward journey,
considering traffic flow, roadworks etc. Where provision is made for re-
charging the vehicle at the venue visited, the vehicle should be re-
charged, where permitted.

Report all accidents/incidents associated with driving whilst on ICB
business via the SIRMS incident reporting management system.

Where an accident or incident occurs, follow the guidelines laid down in
this policy.

Ensure that only the organisation’s technical and personal support is used
in the case of breakdown or accidents.

Ensure that they follow the same conditions as applied in this policy and
drivers’ handbook as expected when driving their own vehicle.



3.3

3.4

Safe Journey

e All journeys should be planned in advance to ensure there is sufficient
time for employees to remain within the statutory speed limits. Long
journeys should be avoided where alternative transport could be used.

e The organisation recognises the particular importance of guarding against
fatigue and driving stress.

e The organisation will ensure that effective and robust policies and
procedures are in place to manage the hours worked by those driving on
work business.

e The organisation will take all reasonably practicable measures to develop
and maintain a culture of risk awareness in all drivers

e No employee driving for business purposes will be encouraged to drive in
a manner that may increase the risks to themselves or to other road
users.

e The organisation recognises that those driving on work business may face
additional occupational risks related to lone working and will take steps to
ensure that they can remain in contact with co-workers and others in a
manner that allows them to seek assistance when necessary.

e The ICB will take all reasonably practicable steps to protect employees
from violence and/or harassment resulting from driving for work purposes.

e The organisation recognises that those driving on work business may face
additional occupational risks related to lone working and will take steps to
ensure that they can remain in contact with co-workers and others in a
manner that allows them to seek assistance when necessary. However,
employees who need to use their mobile phone must use hands free
devices and avoid lengthy calls whilst driving as this can lead to distraction
and divided attention whilst driving.

Further guidance on driving at work can be seen in the organisation's Safe
Driving for Work Handbook.

Organisational Driver Guidance

The ICB will take all reasonably practicable measures to ensure that those
who drive as part of their employment are eligible (as outlined in 1.2)and
competent to do so. An organisational risk assessment (Appendix 2) has
identified the risks associated with employees driving for business purposes.
It is deemed low risk therefore further practical driver training is deemed as
unnecessary by the ICB.

The ICB will also ensure that all drivers receive information on their duties
under the road traffic legislation and the Highway Code. All staff will receive a
copy of the organisation’s Safe Driving for Work Handbook which highlights
safety of the driver, safety whilst driving and vehicle safety. All staff will be
expected to familiarise themselves with this and the policy. The policy and the
handbook will be placed onto the intranet site.



3.5

4.1

4.2

6.1

Record Keeping

To ensure that full compliance measures are demonstrated the ICB will keep
the following records:

The manager will retain records of detailed risk assessments — these
should clearly indicate which staff and situation are covered by a risk
assessment and they should detail the actions taken as a result of the
assessment (Appendix 2)

The manager will retain copies of driving licence for those driving for
business purposes

The manager will ensure accidents relating to driving at work are reported
via the ICB incident reporting system

The line manager (as part of pre-employment checks) will ensure that the
the employee has completed form Appendix 4 and the following
documents: the employee’s driving licence; evidence

of current car insurance (which includes cover for business purposes);
MOT; and road tax (where applicable).

Annually, it is the employee’s responsibility to provide to their manager a
completed form Appendix 4 and associated documents (as listed on

Appendix 4). The manager will check Appendix 2 and associated
documentation (actioning as necessary).

Implementation

This policy will be available to all Staff for use in relation to the
specific function of the policy.

All directors and managers are responsible for ensuring that relevant staff
within their own directorates and departments have read and understood

this document and are competent to carry out their duties in accordance
with the procedures described.

Training Implications

It has been determined that there are no specific training
requirements associated with this policy/procedure.

Documentation
Other related policy documents

Driving at Work Handbook.



6.2

6.3

7.1

7.2

7.2.1

7.2.2

7.2.3

7.3

Legislation and statutory requirements

e Health and Safety at Work Act.
e Management of Health and Safety at Work Regulations.

Best practice recommendations

e The Highway Code
http://www.direct.gov.uk/en/TravelandTransport/Highwaycode/index.htm

e DVLA
www.dvla.gov.uk

Monitoring, Review and Archiving
Monitoring

The ICB Board will agree with the Executive Director a method for
monitoring the dissemination and implementation of this policy.
Monitoring information will be recorded in the policy database.

Review

The ICB Board will ensure that this policy document is reviewed in
accordance with the timescale specified at the time of approval. No policy
or procedure will remain operational for a period exceeding three years
without a review taking place.

Staff who become aware of any change which may affect a policy should
advise their line manager as soon as possible. The Executive Director (or
nominated deputy) will then consider the need to review the policy or
procedure outside of the agreed timescale for revision.

For ease of reference for reviewers or approval bodies, changes should be
noted in the ‘document history’ table on the front page of this document.

NB: If the review consists of a change to an appendix or procedure
document, approval may be given by the executive Director and a revised
document may be issued. Review to the main body of the policy must
always follow the original approval process.

Archiving
The ICB Board will ensure that archived copies of superseded policy

documents are retained in accordance with the NHS Records Management
Code of Practice 2021.


http://www.direct.gov.uk/en/TravelandTransport/Highwaycode/index.htm
http://www.direct.gov.uk/en/TravelandTransport/Highwaycode/index.htm
http://www.dvla.gov.uk/
http://www.dvla.gov.uk/

Schedule of Duties and Responsibilities

ICB Board

The ICB Board has responsibility for setting the strategic
context in which organisational process documents are
developed, and for establishing a scheme of governance for
the formal review and approval of such documents.

Executive
Committee

The Executive Committee has delegated responsibility
from the ICB Board to review and approve policies on its
behalf.

Chief Executive

The Chief Executive has overall responsibility for the strategic
direction and operational management, including ensuring that
CCG process documents comply with all legal, statutory and
good practice guidance requirements.

Senior Governance
Manager

The Senior Governance Manager will.

o Advise and assist management in the interpretation
and application of this policy and liaise with the
Executive lead on any changes to the policy following
updates on legislative/guidance information.

ICB Responsibility

To ensure safe systems of work for employees who are
expected to drive for business purposes the organisation is
responsible for:

e Ensuring that an organisational risk assessment is carried
out which identifies risks associated with driving on work
business and remedial action is taken to reduce the risks
to the lowest level possible (see Appendix 2).

e Where necessary, individual risk assessments are carried
out in exceptional circumstances e.g., bad weather
reports, exceptionally long or unusual journey.

e Ensuring as far as it reasonably practicable that all those
driving on business are competent and fit to do so (see
Appendix 3)

e Provide employees with any additional information and
guidelines on their duties under road traffic legislation and
Highway Code. These can be found in the organisations
Safe Driving at Work Handbook.

e Ensuring the Health and Safety and Welfare of employees
are considered including good journey planning.

e Encouraging a sensible and mature attitude towards
motor vehicles and driving for all employees.

e Ensuring so far as is reasonably practicable that vehicles
are suitable and fit for purpose.




All Managers

All managers must:

Use the organisational risk assessment to ensure that

eligible drivers have the required information and

instruction to reduce risks of driving to the lowest level

possible.

Where necessary, individual risk assessments are carried

out in exceptional circumstances e.g., bad weather

reports, exceptionally long or unusual journey.

Must ensure employees are fit to drive (see Appendices 2

and 3)

Check documents as submitted by the employee on an

annual basis. All employees driving licenses should be

checked. For privately owned vehicles they should comply

with DVLA Licensing requirements for:

= MOT Certificate (where applicable)

* Road Tax (where applicable)

= Current Certificate of Insurance, with business class
use to undertake their role

Lease vehicles will be regulated via the ICB leasing
arrangements.

Ensure that work plans provide adequate time for safe
driving.

Ensure that the vehicle is suitable for the task for which it is
being used; (e.g., where equipment is being carried).
Ensure all eligible drivers have read this policy, the Safe
Driving for Work Handbook and signed the declaration
(Appendix 4), before driving on business purposes.




All ICB Staff

Employees who are required to drive for business purposes on
public roads during their employment must:

Follow the risk assessments carried out by the
organisation.

Where necessary, individual risk assessments are
carried out in exceptional circumstances e.g., bad weather
reports, exceptionally long or unusual journey.

Ensure that their vehicle is roadworthy, by carrying out
inspections in accordance with Appendix 2 as a minimum
standard.

Sign an annual declaration of their fithess to drive,
current penalty points on their license and that they

have read the policy and the Safe Driving for Work
Handbook (Appendix 5). Submit to their line manager for
inspection and retention copies of the relevant
documents listed in Appendix 3 to be kept in personal file.
Observe national speed limits.

Inform their manager immediately when an accumulation
of penalty points will mean disqualification of their
license.

Report any health problems, which would affect their
fitness to drive to their manager and the DVLA where
appropriate.

Report all accidents/incidents associated with driving
whilst on ICB business via the SIRMS incident reporting
management system.

Observe the Highway Code at all times, being courteous
to other road users and avoiding situation, which might
result in road rage.

Commissioning
Support Staff.

Whilst working on behalf of the ICB NECS staff will be
expected to comply with all policies, procedures and expected
standards of behaviour within the ICB, however they will
continue to be governed by all policies and procedures of their
employing organisation.




Appendix 1
Equality Impact Assessment

Initial Screening Assessment (STEP 1)

As a public body organisation we need to ensure that all our current and proposed
strategies, policies, services and functions, have given proper consideration to
equality, diversity and inclusion, do not aid barriers to access or generate
discrimination against any protected groups under the Equality Act 2010 (Age,
Disability, Gender Reassignment, Pregnancy and Maternity, Race, Religion/Belief,
Sex, Sexual Orientation, Marriage and Civil Partnership).

This screening determines relevance for all new and revised strategies, policies,
projects, service reviews and functions.

Completed at the earliest opportunity it will help to determine:

e The relevance of proposals and decisions to equality, diversity, cohesion and
integration.

e Whether or not equality and diversity is being/has already been considered
for due regard to the Equality Act 2010 and the Public Sector Equality Duty
(PSED).

e Whether or not it is necessary to carry out a full Equality Impact Assessment.

Name(s) and role(s) of person completing this assessment:

Name: Lee Crowe
Job Title: Governance Manager, H&S/Fire/Security
Organisation: NHS North of England CSU

Title of the service/project or policy: Driving at Work

Is this a;
Strategy / Policy Service Review [] Project [
Other Click here to enter text.

What are the aim(s) and objectives of the service, project or policy:

The aim of the policy is to ensure ICB considers Health and Safety along with its
other business objectives and to ensure that the ICB follows the details stipulated
within H&S Regulations.

Who will the project/service /policy / decision impact?
(Consider the actual and potential impact)
o Staff
e Service User / Patients [
e Other Public Sector Organisations[]
e Voluntary / Community groups / Trade Unions [
e Others, please specify Click here to enter text.



Questions

Yes

Could there be an existing or potential negative impact on any of the
protected characteristic groups?

X

Has there been or likely to be any staff/patient/public concerns?

Could this piece of work affect how our services, commissioning or
procurement activities are organised, provided, located and by whom?

Could this piece of work affect the workforce or employment practices?

Does the piece of work involve or have a negative impact on:
¢ Eliminating unlawful discrimination, victimisation and harassment
e Advancing quality of opportunity
e Fostering good relations between protected and non-protected
groups in either the workforce or community

oo O
oo O Oz

If you have answered no to the above and conclude that there will not be a
detrimental impact on any equality group caused by the proposed
policy/project/service change, please state how you have reached that

conclusion below:

Click here to enter text.

If you have answered yes to any of the above, please now complete the
‘STEP 2 Equality Impact Assessment’ document

Accessible Information Standard

Yes | No

patients.

Please acknowledge you have considered the requirements of the (]
Accessible Information Standard when communicating with staff and

https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-

info-standard-overview-2017-18.pdf

Governance, ownership and approval

Please state here who has approved the actions and outcomes of the screening

Name

Job title

Date

Claire Riley

Executive Director of
Corporate Governance,
Communications and
Involvement

June 2022



https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf

Publishing

This screening document will act as evidence that due regard to the Equality Act
2010 and the Public Sector Equality Duty (PSED) has been given.
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Appendix 2

Driving at Work

Organisational Risk Assessment

Completed by: Lee Crowe Senior
Governance Manager

Date: to be added

Description of the Who might be Risk Existing control measures Further remedial Risk rating Action
Hazard harmed and & rating action following by
how 5 = (C X'L) | All existing control measures as follows are set out in existing whom
= 2 detail in the Driving at Work Policy, the Travel and control and
3 1= Expenses Policy, the Lone Worker Policy and the measures when
S0 _§_2 = organisations Handbook, Safe Driving at Work and remedial
2= = action
Not medically fit to Employeeswho | 3 2 6 All eligible drivers are personally responsible to Review and Re-
drive/have not are eligible declare that they are fit to drive and comply with road | enforce policy and
declared medical drivers as set traffic legislation on an annual basis. procedures and
conditions to DVLA | outin the documented
Driving at Work declaration and
and Travel and checks
Expenses Policy
Do not hold the Colleagues who | 3 2 6 All eligible drivers must produce their driving licence Review and Re-
appropriate driving | are passengers on an annual basis and sign a declaration stating the | enforce policy and
licence or not in the car number of penalty points they have currently, if any. | Procedures and
qualified to drive The line manager will review dependant on the docume_nted
declaration and
number stated. checks
Do not hold Other road 3 2 6 Those employees using their own vehicle for Review and Re-
appropriate users or business purposes will produce an annual certificate | enforce policy and
Insurance pedestrians of insurance with business class use for the work gg%%engjg;?:da”d
they undertake. declaration and
checks




Description of the Who might be ° Risk | Existing control measures Further remedial Risk rating
Hazard harmed and Q = rating action following
how o 8 _ | (CXL) | All existing control measures as follows are set out in existing
go % — detail in the Driving at Work Policy, the Travel and control
T x Expenses Policy, the Lone Worker Policy and the measures
8 - organisations Handbook, Safe Driving at Work and remedial
action
Driving whilst under | Prosecution of 3 2 6 All eligible drivers have been made aware that they
the influence of the organisation must inform their line manager if they are suffering
drugs/medication/al | for duty of care from any medical condition/illness which may
cohol failing adversely affect their ability to drive safely and must
sign a declaration annually stating that.
All eligible drivers must not drive under the influence
of alcohol, or other intoxicating chemicals, including
illicit substances, prescribed or nhon-prescription
medicines that may cause drowsiness or otherwise
make you unsafe to drive.
Lone Working Driver 3 2 6 All eligible drivers must follow lone worker and Review and Re-
whilst driving personal safety guidelines. enforce policy and
procedures and
documented
declaration and
checks
Accident or incident | Loss of 3 2 6 All eligible drivers are aware of policy and procedures | Review and Re-

whilst employee
driving at work

reputation of
organisation to
stakeholders

to follow if accident or an incident occurs.

enforce policy and
procedures and
documented
declaration and
checks

Action
by
whom
and
when




Description of the Who might be ° Risk Existing control measures Further remedial action Risk rating Action by
Hazard harmed and how Q S rating following whom
@ ~ 8 _ | (CXL) | All existing control measures as follows are set out in detail existing control and
= 3 % & in the Driving at Work Policy, the Travel and Expenses measures and when
2 X Policy, the Lone Worker Policy and the organisations remedial
8 - Handbook, Safe Driving at Work action
Accident or incident | Employees who 3 2 6 Journey must be considered essential. Review and Re-
occurs due to poor | are eligible enforce policy and
journey planning drivers as set procedures and
out in the documented
Driving at Work declaration and
and Travel and checks
Expenses Policy
Contravening road | Colleagues who 4 2 8 Eligible drivers are aware that journey planning must | Review and Re-
traffic act whilst are passengers take into account factors such as allowing sufficient enforce policy and
driving in the car time to enable drivers to comply with speed limits, procedures and
weather and road traffic conditions. documented
declaration and
checks
Complacency when | Other road 4 2 6 Review and Re-
driving poor driving | users or enforce policy and

standards

pedestrians

Prosecution of
the organisation
for duty of care
failing

Loss of
reputation of
organisation to
stakeholders

procedures and
documented
declaration and
checks




Description of the Who might be ° Risk Existing control measures Further remedial action
Hazard harmed and how Q - rating
@ ~ 8 _ | (€XL) | All existing control measures as follows are set out in
= 3 % & detail in the Driving at Work Policy, the Travel and
2 X Expenses Policy, the Lone Worker Policy and the
8 - organisations Handbook, Safe Driving at Work
Eligible drivers Prosecution of 4 2 6 Eligible drivers are aware that they must plan their Review and Re-
spending excessive | the organisation journey in advance, especially driving for long enforce policy and
hours driving for for duty of care periods where alternative transport should be procedures and
business purpose failing considered. documented
declaration and checks
Eligible drivers must adhere to driving legislation
and safe driving guidance at all times.
All eligible drivers are aware of the standards
required to drive at work including tolerance and
concentration whilst driving.
Accident or incident | Loss of 4 2 6 All eligible drivers are aware of policy and Review and Re-
occurs due to poor | reputation of procedures to follow if accident or an incident enforce policy and
car maintenance organisation to occurs. procedures and
stakeholders documented
declaration and checks
No pre-journey Employees who 4 2 6 All eligible drivers are aware of the need for pre- Review and Re-
checks carried out are eligible journey preventative checks. enforce policy and
drivers as set procedures and
out in the Risk assessment carried out on time spent by documented
Driving at Work eligible drivers driving for business purposes by declaration and checks
and Travel and directorate.
Expenses Policy
Car breakdown and | Colleagues who 4 2 6 All eligible drivers must follow lone worker and Review and Re-

driver alone with
the car

are passengers
in the car

Other road
users or
pedestrians

personal safety guidelines.

Lease car holders have vehicle serviced annually
through Lease Company.

Eligible drivers are aware for the need of an annual
service to manufacturer’'s specification.

All lease car drivers have access to a breakdown
service. All drivers using their own vehicle should
ensure they have breakdown cover.

enforce policy and
procedures and
documented
declaration and checks

Risk rating
following
existing control
measures and
remedial

action

Action by
whom
and
when




Appendix 3

FITNESS TO DRIVE
Pre-employment

A copy of the individual’s driving licence must be obtained prior to appointment and
a pre-employment health assessment is required for all individuals, whose work
requires them to drive at work.

Review Health Assessments
Will be required in the event of:

e Accident associated with driving;

e Absences from work due to ill health of 4 weeks or longer;

e Any absence from work due to ill health, which raise management
concerns with reference to continuing fitness to drive safely;

e Where management has any basis of concern with reference to fitness to
drive.

A qualified Occupational Health Nurse or Occupational Physician, following formal
written request with referral details from the Line Manager, will undertake all health
assessments. A written report will be provided to the Line Manager providing
specific advice with reference to fitness to drive.

Health Surveillance

All drivers are required to inform their line manager immediately if their health has
any impact on their ability to drive. Line managers should refer employees to the
Occupational Health department where they deem it necessary e.g., where the
employees condition / illness affects their driving at work for more than 4 weeks or
longer.

Management will be formally notified of continuing fitness or otherwise.



Appendix 4

Documentation and declaration form for eligible drivers
Whether employees lease a car through the NHS salary sacrifice or they use their own
vehicle for business purposes they must provide the following documentation to their
manager before using their car (lease or owned) for business use and before travel expenses
can be claimed.

NOTE: Lease car users (as above) only have to provide a full valid driving licence

Documentation to be provided Effective date and Date verified by
expiry date (where manager
applicable)

DRIVING LICENCE

All eligible drivers must provide full,
valid driver’s licence applicable to the
vehicle driven

CAR INSURANCE

Business use including carriage of
passengers and equipment

CAR TAX

Proof available from
https://www.gov.uk/check-vehicle-tax
by entering the vehicle registration
number

MOT

A valid MOT certificate (where
applicable)

These checks must be carried annually as part of the policies and procedures of ICB.
On completion the form shall be stored in the employee’s personal file.

Employee declaration
e | confirm that | have read and will fully comply with the ICB Driving at Work Policy and
Safe Driving for Work Handbook.
e |understand that | have to provide my line manager with the above documents
on an annual basis (on renewal and where applicable).
e | willinform my line manager and the DVLA (where applicable) of any medical
condition that may affect my ability to drive.
¢ | understand that | must inform my manager of any current road traffic offences
following conviction and/or whether | currently have penalty points on my
licence. In either case, | understand that my line manager may need to review my
declaration on a more frequent basis (than annually).
e | willinform my line manager if | have been involved in a road accident or incident
whilst driving for business purposes and complete the relevant forms.


https://www.gov.uk/check-vehicle-tax

Employeename: ... Department: ...l

Employee signature: ................ocoiciin Date: ..o

Manager name: ..........ccoovieiiiiiiiiiiii s Directorate: ...,

Manager signature: ...........cooiiiiiiienen. Date: ..o



Appendix 5

Safe Driving
for Work

A Handbook for ICB Employees



Introduction

Driving for many Integrated Care Board employees is an essential part of their
working day. It can be enjoyable and pleasant, but it can also be stressful and
dangerous.

In fact, driving is one of the most dangerous activities that we do. Every year
in the UK, almost 3,000 people are killed in road crashes and over 25,000 are
seriously injured. In total, there are around a quarter of a million road
casualties annually.

Driving for work is riskier than driving for private reasons. At-work drivers have
a higher accident rate than the general driving population, even after higher
mileages are taken into account. This is not just due to driving skills and
attitudes, but also to the nature of the driving that at-work drivers may do e.g.,
time pressures, meeting schedules.

By law, Integrated Care Board needs to know that employees are:

Legally entitled to drive the vehicle they are using

Insured fully to drive the vehicle

Properly informed, instructed and trained, competent and fit to drive safely
Using a vehicle that is safe and road legal

Using the vehicle safely

Health and Safety Executive (HSE) Guidelines, ‘Driving at Work’, state that
“health and safety law applies to on-the-road work activities as to all work
activities and the risks should be effectively managed within a health and
safety system”.

The ICB therefore, has a legal duty to put in place suitable arrangements to
manage road safety. This is a wide-ranging requirement. The organisation will
follow the above HSE guidelines which adopts a common-sense and practical
approach.

The importance of safe driving can be outlined using a few simple facts from the HSE:

95% of all road incidents involve some form of driver error

In 76% of road incidents, the driver is solely to blame

Most road incidents occur in built-up areas

The most dangerous times on the road are weekdays during the rush
hours between 7 and 9 a.m. and between 3 and 6 p.m.

o Traffic incidents account for the largest single cause of death and
injury for young adults

This handbook will help employees to work with the ICB to avoid accidents and
injuries to themselves, their passengers and other people. It should be used and
read in conjunction with the ICB Driving at Work and Travel and Expenses



2.1

211

2.2

Driver Safety

Most road incidents can be prevented with care and simple common
sense actions.

As a driver, you must play your part by ensuring that you are legally able to
drive the vehicle for work, you are fit to drive, and you plan your journeys safely
and comply with road traffic laws when driving. You also need to understand
and follow the organisations driving for work policy and procedures.

Your legal duty

The ICB is committed to employing safe and courteous drivers. Whether you
lease a car through the NHS salary sacrifice scheme or you use your own
vehicle for driving at work you must provide the following documentation
(appendix 4) to your manager before travel expenses can be claimed:

All Drivers

e Afull, valid driver’s licence applicable to the vehicle you drive
e As well as the above, IF YOU USE YOUR OWN VEHICLE for work purposes,
which includes travelling between sites and to other premises to attend meetings.
e Carinsurance, you must have business use cover including carriage
of passengers and equipment and anything else expected for your
role
e Avalid MOT certificate (where appropriate)
e Proof of car road tax payment or that your vehicle does not require road tax.

After the initial check, licence checks on all drivers will be carried out annually
along with insurance, MOT and road tax for staff that use their own vehicle for
work purposes.

You will also have to inform your line manager of any current driving offenses
following conviction and the current number of penalty points held on your licence.
If you do have penalty points your manager may want to review your licence
status more regularly than annually.

Fitness to drive

Your physical health, psychological and emotional state and your general
attitude towards driving play a major part in your fitness to drive. You should
inform your manager about any health issue or personal circumstances that may
affect your driving. You are also legally required to inform the DVLA of any
medical condition that may affect your ability to drive safely. The ‘At a Glance
Guide to the Current Medical Standards of Fitness to Drive’, free from
http://www.dft.gov.uk/dvlia/medical/ataglance.aspx, outlines the conditions
that must be reported.



http://www.dft.gov.uk/dvla/medical/ataglance.aspx

2.3

2.4

2.5

2.6

3.1

Eyesight

You must be able to read a new-style / old-style number plate at the required
distances, wearing glasses/contact lenses if required to do so. Have your
eyesight checked regularly (as recommended by your optician).

Substance misuse

The consumption of alcohol or use of any substance whilst at work, that may
impede your driving capability, is prohibited. This is dealt with in the Substance
Misuse Policy.

Medicines

Check with your GP or pharmacist whether any over-the-counter or prescribed
medicines you are taking are likely to affect your driving (for example, by causing
drowsiness). If so, ask for an alternative that does not affect driving. If you need to
avoid driving whist taking short term medication, discuss this with your line
manager. Always check the label of medicines and the patient information leaflet
for any warnings. If the label says that certain side-effects may occur, assume
that they will do so.

llIness

Common conditions, such as colds, flu, migraine, stomach upsets, hay fever,
etc. can affect your ability to drive safely. If severe enough any illness can impair
your concentration, reactions and judgement. Discuss any issues with your line
manager.

Personal safety

o A well-maintained and regularly-serviced vehicle is less likely to break
down and leave you stranded.

o Join a reliable breakdown organisation (where applicable).

o Take a mobile phone with you for emergencies, but never use it while
actually driving.

o Don’t pick up hitchhikers or offer lifts to people you do not know.

o Keep valuables and bags out of sight and out of reach.

o It is better not to keep the car doors locked while driving, except in slow
moving or stationary traffic if you feel vulnerable. But always lock the door
when you are away from the vehicle — even when paying for fuel.

Safe parking at other venues

The golden rule is to ensure that others can see you. Bear in mind the time you
will be returning to your vehicle — a safe place during daylight may be quite

different at night. Choose a car park that is close to your final destination. Many
car parks have won safety awards having attendants, CCTV, and good lighting.



3.2

3.3

3.4

Note what time the car park closes. Lock your doors and close the windows as
you enter the car park.

If possible, choose a location that is:

Visible to other people

In an open area, so that you have a good all-round view
Well-lit

Not close to bushes or dark corners

In multi-storey car parks choose a space that is:

o Near the manned kiosk if there is one
o Close to the exit level required
o Reverse into your chosen space if possible, so you can pull away more easily.

Leaving the vehicle

Listen and look around before getting out.

o Put all valuable items out of sight, e.g., in the boot.
o Lock all doors, windows and the sunroof.
o Note the name of the street and/or car park and the level you parked on.

Returning to the vehicle

o If you are alone, try to follow a group.

o Approach the vehicle with your keys in your hand so you can get in
quickly if necessary.

o Check the vehicle as you approach. If there are any signs of it having
been tampered with, do not get in — call the police.

o If you have one, keep a personal attack alarm to hand — it's no good

at the bottom of a bag or left in the car!

Parking at Integrated Care Board sites

o Use only allocated car park bays
o Do not park in disabled bays at any time unless you have a valid disabled pass
o Do not double park when spaces are available. In instances where this is

necessary, please ensure that this is recorded with reception. When a
parking bay becomes available you are expected to move your vehicle
into this space. Use overflow parking where this is available and do not
double park.

o You MUST NOT park on red/yellow lines or lined boxed areas at any
time. They must be left clear for Emergency and delivery vehicles.



3.5

Road rage

e Avoid getting into conflict with another driver. There will be some bad drivers
who are looking for a reaction or conflict. “Competing” with another driver
could lead to the incident becoming serious. Keep your mind focused on your
driving.

¢ Do not overreact to, or panic about, another driver’s error, bad driving or
poor attitude. They may be unaware of their actions. Try to stay away from
them and concentrate on your driving.

e Stay calm and think logically — when confronted by an irate driver don’t
engage in gestures, headlight flashing or sounding the horn as this will serve
no purpose and may exacerbate the situation. It will also distract you.
Concentrate on driving responsibly.

e Refrain from eye contact with an angry or aggressive driver as this has
the potential to make the situation worse.

¢ If you find you are being followed by an impatient driver (tailgated) — do not
allow yourself to be “pushed” along, intimidated or made to increase your
speed. Without actually pulling over or stopping — find a safe opportunity to
allow that driver to pass. Circumnavigating a roundabout to enable a tailgater
to get past you will add little time to your journey but can make a significant
difference to stress levels.

e |If you find that you are being persistently followed by an aggressive driver
tryto make your way to a public place, police station or busy street and if
necessary call the police. Do not allow an aggressive driver to follow you
home.

e Under no circumstances endanger yourself by getting out of the car to deal
with an angry or aggressive driver. If confronted with a road rage situation
remain in the car with the windows closed and door locked. If necessary, call
for help ona mobile phone (not while driving).

e If you accidentally cause another driver to become angry — hold up your
whole hand as a friendly acknowledgement of your mistake — this can
diffuse the situation.

e If your mood is affected by an incident during your journey, once you
have moved away from any danger, find an opportunity to stop and take
time out.

After your journey

If you are able to recognise when you’'re becoming stressed, angry or impatient
while driving, you will be better-equipped to deal with these emotions. Try to find
time occasionally to reflect on your driving and how mood or stress has affected
your actions.



6.1

Accidents and incidents

If you are driving on business and are involved in a road traffic accident or
incident which results in damage to vehicles, loss or damage to property or
persons you must complete the necessary forms for insurance purposes and an
organisation accident/incident form at the first opportunity and inform your line
manager after the event. Forms should be completed for accidents in a leased
vehicle as well as in an individual’s private vehicle. An accident/incident pack
can be found in appendix 5 which should be kept in your vehicle at all times and
followed in the event of an emergency.

A summary of the main points to remember is below, but always follow the
procedures set down by the ICB:

o Stop in the event of an accident. It is an offence not to stop, if your
vehicle is involved and damage is caused to property, or someone is
injured

o Use hazard warning lights and switch off your engine

o Do not move injured passengers unless they are in immediate danger of
further injury from other vehicles or from fire or explosion

o Call the emergency services immediately; provide them with information
about the situation, any special circumstances (for example, if carrying
oxygen bottles) andif any passengers have special needs

o Give first aid if required and if you are competent to do so

o If the emergency services are called, stay at the scene until they allow
youto leave

o Obtain the names and addresses of all independent witnesses (if possible)

o Complete an accident/incident form, contact your insurance company and
inform your line manager as soon after the incident as possible

Safe Journey

Safe journey planning

Thousands of crashes are caused by tired drivers. They are usually severe because a

sleeping driver cannot brake or swerve and so the impacts occur at high speed.

You are most likely to feel sleepy when driving:

On long journeys on monotonous roads
Between 2am and 6am

Between 2pm and 4pm

After having less sleep than normal

After drinking alcohol

After taking medicines which cause drowsiness

Most, if not all, of the risk could be avoided by a little forethought and planning.



6.2

6.3

6.4

7.1

7.2

7.3

Reduce road journeys

Where possible, avoid the drive by using the phone, email or video-
conferencing, or the train or plane. Maximise car-sharing to reduce the number
of journeys.

Avoid the most dangerous times

Avoid driving at night, especially after a long shift. Do not drive after drinking
alcohol or taking medicine that makes you drowsy. Check weather forecasts
and traffic reports before you set off and try to avoid driving in poor conditions.
Reduce your driving time

On long journeys plan where you can take a break after every two hours of
driving and build in enough time to do so. Take rest breaks as planned — resist

the temptation to carry on. If possible, share the driving with a colleague. If
necessary, plan an overnight stop.

Make sure you are well rested

Avoid driving when you would normally be asleep, and make sure you get
plenty of sleep before a long drive. Keep meals light during or immediately
before you drive. Heavy meals can make you drowsy.

Stop if you feel tired
If you start to feel tired, find somewhere safe to stop (not the hard shoulder).
Discuss concerns with your line manager

If you are concerned about your driving hours, journeys or schedules or if you
find yourself driving when too tired, discuss this with your line manager.

Before you get in the vehicle
The Road Traffic Act states that the driver is responsible for the roadworthiness

of any vehicle, the load being carried and the wearing of seat belts by
passengers, whilst travelling on the public highway.



8.1

Good driving

Almost all road crashes involve human error, ranging from simple, ‘honest’
mistakes to deliberate dangerous and illegal behaviour.

Every year:

o Over 400 people are killed in crashes in which someone was ‘careless,
reckless or in a hurry’

o A third of crashes involve someone who ‘failed to look properly’

o Around 700 people die in crashes in which someone was speeding

o Around 500 people are killed in crashes involving alcohol

o One third of fatal crashes occurs due to ‘loss of control’

o About 20% of crashes involve someone ‘failing to judge other
person’s path/speed’

Driving is a very personal thing; we all have our own views, attitudes and habits.
Our attitude as drivers, how we deal with our own mistakes and our reaction to
those made by other people, will influence our own safety and wellbeing and that
of other road users.

Aggressive, selfish or impatient attitudes when we drive can develop into a
tendency to take irresponsible risks, such as tailgating, exceeding speed limits,
undertaking, or jumping red lights.

Our emotional mood also influences our behaviour; drivers commonly express
how they feel in the way they drive. Traffic delays and congestion can also
influence our frame of mind. Life stresses, such as relationship anxieties,
financial or employment problems, domestic or workplace arguments, influence
our mood and can affect our driving.

Be tolerant towards others — shouting at another driver after their mistake or
poor driving will not change anything, but anger will affect your judgement for
some time after. Accept that drivers (including you!) make honest mistakes
and have lapses in concentration. Be courteous and thank others for their
courtesy.

Smile — it does work!
Seat belts

Make sure that everyone, including rear seat passengers, wears a seat belt on
every journey, no matter how short the journey. This applies in vans, as well as
cars, and in larger vehicles if they have seat belts fitted.

In a crash at just 30 mph, an unrestrained person is thrown forward with a force
30 to 60 times their body weight. They are thrown about inside the vehicle,
injuring themselves and quite possibly seriously injuring (or killing) other
occupants. They could also be ejected from the car through one of the windows.



9.1

9.2

9.3

9.4

Seat belts save thousands of lives every year. They could save 400 more lives a
year if everyone always wore their seat belt.

In the vehicle

Distractions

Driving requires your full concentration all of the time. Trying to do something
else while driving will distract you, slow your reactions and make a crash
more likely.

Mobile phones

Using a hand-held or hands-free mobile phone while driving is a significant
distraction, and substantially increases the risk of crashing.

Itis illegal to use a hand-held mobile phone while driving (this includes any
activity that involves holding the phone such as dialling a number or writing a
text). It can also be illegal to use a hands-free phone while driving. Depending
upon the circumstances, drivers could be charged with ‘failing to have proper
control of their vehicle’, or careless or dangerous driving if they are distracted
because they are using a hands- free phone.

Using a hands-free phone while driving does not significantly reduce the risks
because the problems are caused mainly by the mental distraction and divided
attention of taking part in a phone conversation at the same time as driving.

Other equipment

An increasing number of vehicles are being fitted with various devices designed
to help the driver, with satellite navigation being the most common. While these
devices can make driving safer and easier if used when set before the journey
starts, risk remains (e.g., by distracting you) if used improperly. If it is necessary
to make adjustments or to input new information, do so when the vehicle is
stationary

Eating, drinking, smoking, choosing music

Many other things that might seem simple and innocent can be distracting
when driving. Fatal crashes can and do occur because a driver chose to
unwrap a sweet, take a drink or light a cigarette whilst driving. Again, you can
be charged with related road traffic offences.

Safe driving needs concentration; avoid unnecessary distractions.



10.

10.1

11.

Motorway driving

Motorways are the safest type of road, but also the least forgiving. High speed
driving means that dangerous situations develop quickly; vehicles travel much
further before drivers even start to react. If you drive too close to the vehicle in
front, or forget to use your mirrors before moving out, it could be disastrous.

Motorway breakdowns

Stand as far away from the running motorway lane as possible — over the crash
barrier and on the embankment is best.

Call for help on the emergency telephones rather than on your mobile. The
emergency telephones are at approximately one mile intervals along the back of
the hard shoulder. Walk to the nearest telephone keeping to the inside of the hard
shoulder (arrows on the marker posts at the back of the hard shoulder point to the
nearest emergency telephone).

Tell the operator the number shown on the telephone box (this will enable
them to pinpoint your exact location so that help can be provided quickly) and
the details of your emergency. If you are a woman on your own, make this
clear.

Return to the vicinity of your vehicle so that you can see help arrive. Wait on the
embankment if possible. There is far greater risk of an accident on the hard
shoulder than of being attacked. If you feel threatened return to your car and lock
all doors until any perceived danger has passed.

ONLY use the hard shoulder in an emergency.

Switch on your hazard lights.

You and any passengers should leave the vehicle by the nearside doors.
DO NOT attempt repairs, even changing a wheel, on the offside of your
vehicle. Seek assistance.

o DO NOT cross the carriageway in ANY circumstances

Weather Conditions

o Heavy rain, floods, snow and ice, fog and low sunshine in the winter and
spring can reduce visibility. Only travel at a speed at which you can stop
within the distance you can see to be clear. Always adjust your driving
accordingly.

. Think about taking warm clothes, boots, a shovel, a blanket and a torch
placed in the car boot and a couple of energy bars in the glove box in the
winter

. Listen to local/national weather broadcasts and travel bulletins

. Remember that you will need about TWICE your normal braking distance in
poor weather conditions
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o Remember to test your brakes when you have gone through a flooded
road (where safe to do so).

If conditions are very bad, avoid making your journey unless it is absolutely
necessary. If you decide to travel, let someone know where you are going and
what time you hope to arrive, so that they can raise the alarm if you are
uncontactable. Ensure that you carry a fully charged mobile phone for
emergencies but do not use whilstdriving.

Speed

Many car drivers unintentionally exceed the speed limit, often without realising it.
Modern cars are so powerful and comfortable they give drivers little sensation of
their speed. It is too easy to creep above the limit, and in particular, many drivers
believe it is difficult to drive a modern car at no more than 30mph on a road with

a 30mph limit.

You are responsible for the speeds at which you choose to drive, but there are
some simple and practical things drivers who find it difficult to stay within speed
limits can do to help themselves:

o Check your speedometer regularly, especially when leaving high speed roads
o Know the limits — look for signs, especially at junctions
o Assume lamp posts mean 30mph, until signs say otherwise, but
remember it could be 20mph
o 20’s plenty when kids are about — and may even be too fast
o Try no higher than 3rd gear in a 30mph limit
Recognise what makes you speed — keeping up with traffic, overtaking or
being tailgated
Concentrate — distracted drivers speed
Slow down when entering villages
Give yourself time — there’s no need to speed and you won'’t get there quicker
Even a small amount above the speed limit makes a big difference

Remember, speed limits are a maximum, not a target

Vehicle Safety
Pre-use checks

If you are intending to drive any vehicle on business you should undertake
appropriate checks prior to using the vehicle, for example:

Tyre tread

Foot and hand brake operation

Lights, indicators and hazard warning lights operate
Horn operates

Screenwash and wipers operate
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Seat belts fitted and functioning

Mirrors adjusted/adjustable

Any loads are securely restrained

Fluid levels (oil, coolant)

Tyre pressures are correct and undamaged
Locks and security functional

Fuel level

These are tasks which do not require any technical expertise and are the basic
checks included in the current UK driving standards examination.

It is not intended that checklists are provided or that records of pre-use checks
are kept, as it remains your responsibility to ensure that a vehicle is roadworthy.
Ensure that your vehicle is serviced as recommended by the manufacturer.

Annual Service

Every eligible driver should ensure that their vehicle has a service to
manufacturers specification usually annually or as recommended by the
manufacturer

Remember — the most common cause of vehicle breakdown is simple
neglect. Preventative checks are simple and less time-consuming than the
breakdown that may follow if you don’t do them.



Appendix 1
Documentation and declaration form

Whether employees lease a car through the NHS salary sacrifice scheme, or they use their own
vehicle for business purposes they must provide the following documentation to their manager
before travel expenses can be claimed.

NOTE: L [ [ \Vi nly have to provij full valj riving licen

Documentation to be provided Effective date and expiry date Date verified by manager
(where applicable)

DRIVING LICENCE

All eligible drivers must provide
full, valid driver’s licence
applicable to the vehicle driven

CAR INSURANCE
Business use including carriage
of passengers and equipment

CAR TAX

Proof of payment or proof that it
is not required for class of
vehicle

MOT
A valid MOT certificate
(where applicable)

These checks must be carried annually as part of the policies and procedures of the ICB. On
completion the form shall be stored in the employee’s personal file.

Employee declaration

¢ | confirm that | have read and will fully comply with the ICB’s Driving at Work Policy and Safe
Driving for Work Handbook.

e | understand that | have to provide my line manager with the above documents on anannual
basis (on renewal and where applicable).

¢ | will inform my line manager and the DVLA (where applicable) of any medical condition that
may affect my ability to drive.

¢ lunderstand that | must inform my manager of any current road traffic offenses following
conviction. | currently have................. penalty points on my licence and understand thatmy
line manager may need to review this on a more regular basis than annually.

o | will inform my line manager if | have been involved in a road accident or incident whilst
driving for business purposes and complete the relevant forms.

Employee name: ... Department: ...
Employee signature: ... Date: .
Manager Name: ..o Directorate: ..o

Manager signature: ...........ooooiiiiiiiii Date: .o




Appendix 2
Incident Recording Form

If you have an incident:
1. Stop.
2. Remain calm.

3. Call the emergency services if anyone is injured or if vehicles or property are
seriously damaged.

If the police attend the scene, note the reporting officer’s name, identity number
and station.

4. Use this incident form to record information about the accident, to exchange details
with third parties and to take the names and addresses of withesses and police
officers.

5. Third parties are obliged to give you their name, the vehicle registration number and
insurance details under section 170 of the Road Traffic Act 1988.

6. If you have a camera facility on your phone photograph the scene from different
angles. Take pictures of the vehicles involved and of the damage to your own and
third party vehicles/property, any skid marks on the road, road markings, signs or
hazards.

7. Contact your line manager and your insurance company (Fleet Solutions if alease
car) as soon as it is practicable to do so after the incident.

Please complete the following forms at the scene of the incident.

Please note that it is essential this incident is reported via SIRMS (Incident
Reporting system for the ICB).



To be retained by ICB employee
Incident Details

Your Name:

Date: Time:

Location:

Road speed limit:

Road conditions:

Police Details
Police attended: Y/ N Time:

Officer's name and Number:

Contact phone number: Station:

Your Vehicle/Property Damage

Vehicle type:

Make/model:

Registration number:

Insurance Company:

Damage to vehicle/property:

Write a brief description of what
happened:




Exchange the above details with the third party verbally. Please retain this
document and any photographs you have taken.

Third party details

Third party name:

Date: Time

Address:

Telephone number:

Insurance Company:

Policy Number (if known)

Vehicle type:

Make/Model:

Registration number:

Damage to third party vehicle/property:

Witness Details

Witness 1
Name:

Address:

Telephone number:

Witness 2

Name:

Address:

Telephone number:




Incident sketch

Make a sketch of the incident scene below. Show the direction of the vehicles involved and
note their approximate speeds. Indicate road markings, skid marks, hazards and the witness
locations.




NHS

North East &
North Cumbria

Corporate ICBPO017 - Fire Safety Policy
Version Number Date Issued Review Date
V1 draft 2 July 2022 July 2024

Prepared By:

Senior Governance Manager, North of England
Commissioning Support Unit.

Consultation Process:

ICS Integrated Governance Workstream

Formally Approved:

July 2022

Approved By:

ICB Board

EQUALITY IMPACT ASSESSMENT

Date Issues

March 2022 None identified.

POLICY VALIDITY STATEMENT

Policy users should ensure that they are consulting the currently valid version of the
documentation. The policy will remain valid, including during its period of review.
However, the policy must be reviewed at least once in every 3-year period.

ACCESSIBLE INFORMATION STANDARDS

If you require this document in an alternative format, such as easy read, large text,
braille or an alternative language please contact NECSU.comms@nhs.net



mailto:NECSU.comms@nhs.net

Version Control

. Release
Version Date Author Update comments
Senior
1.0 July 2022 Governance First Issue
Manager, NECS
Approval
Role Name Date

Approver ICB Board July 2022



7.

8.

Contents

1] (oo 18 Tox 1o o I 24
D= T 1110 24
POlICY TOr FIr@ SAfELY......uuiiiiiiiiiiiiiiiiiiiii e 25
IMPIEMENTALION ...t 26
Training IMPHCALIONS ........coiiiiiiiiiiiii e 27
Related DOCUMENTS ......uuiiiiiiiiiiiiiiiiiiitiie b 27
Monitoring, Review and ArChiVING............uuuuuuueuiuiiiiiiiiiiiiiiiiiiiiieieeeeeeeees 28
Equality Impact ASSESSIMENT.........uuuiiiiii e 30

Schedule of Duties and Responsibilities ............cccooieeeiiiiiiiiii e, 32



1. Introduction

11

1.2

1.3

1.4

1.5

For the purposes of this policy the NHS Integrated Care Board will be
referred to as “the ICB”.

The ICB recognises it has a statutory duty towards the safety of its
employees and others working in or visiting its premises, including
contractors and visitors who might be subject to fire risk.

The main statutory requirements are found in the Regulatory Reform
(Fire Safety) Order 2005, Health and Safety at Work Act 1974,
Management of Health and Safety Regulations 1992. The ICB will also
comply with current Department of Health Policy on fire precautions as
set out in the ‘Firecode’.

This document sets out the ICB’s approach to minimising the incidence
of fire within its premises and the impact of fire on life safety, delivery of
service, the environment and property. It applies to all ICB staff,
functions, actions and services.

The purpose of the policy is to ensure that on all sites:

e The risk of fire will be reduced through good housekeeping measures
being implemented throughout the ICB, raising staff fire safety
awareness, fire training, appointing fire wardens and carrying out fire
risk assessments.

e Trained personnel will respond to fire alarm calls. They will take initial
control of fire procedures with regard to the safety of visitors, staff
and premises.

e The ICB has in place appropriate fire response and control
measures, and fire alarm incidents are recorded, monitored and
managed in order to minimise the number of incidents over time.

2. Definitions

11

1.2

Nominated Officer of Fire is the most senior person on site who will take
charge in the event of an emergency.

Fire Warden is the appointed person who will assist with the safe
evacuation of premises and who may also be asked to undertake other
specific site-related fire duties.



Policy for Fire Safety

The Secretary of State for Health has mandated that all NHS organisations:

3.1

3.2

3.3

have a clearly defined Fire Safety Policy covering all buildings they occupy.
comply with legislation.

nominate a board level executive accountable to the accountable officer for
fire safety.

nominate a Fire Safety Manager to take the lead on all fire safety activities.
implement fire safety precautions through a risk management approach.
comply with monitoring and reporting mechanisms appropriate to the
management of fire safety.

develop partnerships initiatives with other agencies and bodies in the
provision of fire safety.

Fire Risk Assessments

3.1.1

3.1.2

3.1.3

In order to comply with statutory requirements Fire Risk
Assessments will be carried out for all ICB premises. To achieve
this outcome a ‘Fire Risk Assessment’ form must be completed to
identify all fire risks and where a risk cannot be removed, to
indicate what control measures have been implemented to
reduce the risk to an acceptable level.

Where an individual risk cannot be reduced to an acceptable
level, the risk should be added to the risk register.

The Fire Risk Assessment form and other supporting
documentation must be kept in the relevant premises and be
available for inspection by external auditors and the Fire and
Rescue Service. A copy will be kept by the CSU for review
purposes.

Fire Training

3.2.1

3.2.2

Suitable and relevant training will be provided for all staff. This will
be achieved by induction training for all new staff and also regular
specific fire training as set out in the Statutory and Mandatory
Training requirements. Fire warden training will also be provided
where appropriate.

Managers must ensure that practice fire drills intended to test
communications, staff reaction and the effectiveness of training
will be carried out at regular intervals in all ICB premises (at least
once annually). The ICB will be provided with a copy of drill details
and actions for record purposes.

Arson Prevention and Control



3.4

3.5

3.6

3.3.1 The ICB will comply with the Fire Practice Note 6 “Arson
Prevention and Control in NHS Health Care premises” issued
under Firecode but will consider other related guidance that may
be published over time.

Fire Precaution Schemes

3.4.1 The Governance Manager Health and Safety from the CSU in
consultation with NHS Property Services, Landlords and the ICB
will identify on-going measures needed to improve standards in
fire precautions. This will be added to on-going programmes of
work.

Unwanted Fire Signals (False Alarms)

3.5.1 The NHS has imposed a duty on NHS organisations to reduce the
number of false alarm calls to the Fire & Rescue Service. In order
to achieve this requirement a fire alarm activation will be
investigated to determine if the alarm is an actual fire or a false
alarm. If it is discovered to be a false alarm the Fire and Rescue
Service would be informed of this.

3.5.2 Given the disruption of any false alarm, whether the Fire and
Rescue Services has been called or not, it is incumbent on all
staff to ensure that the principles of good fire safety housekeeping
are followed and that it is reported as an Incident on the relevant
reporting system.

Fire Risk Assessment for Furniture, Furnishings and Apparel

3.6.1 The ICB must comply with Firecode HTMO05-03 regarding
furniture, furnishings and apparel.

Implementation

4.1

4.2

4.3

This policy will be available to all staff for use.

All managers are responsible for ensuring that relevant staff within the
ICB have read and understood this document and are competent to carry
out their duties in accordance with the procedures described.

On the first day of employment to either the organisation or the
department, each new member of staff will receive a local induction from
their line manager which will include a walk-through of the following fire
safety points:

Actions to be taken on discovering a fire.

Actions to be taken on hearing the fire alarm.

The location of the nearest fire alarm break glass call points.
The location of the nearest fire exit.

The location and type of the nearest fire extinguisher.



e The location of assembly points.

Training Implications

5.1

5.2

5.3

The sponsoring Executive will ensure that the necessary training or
education needs, and methods required to implement the policy or
procedure(s) are identified and resourced or built into the delivery
planning process. This may include identification of external training
providers or development of an internal training process.

It is mandatory for all ICB employees to undertake fire safety training
sessions as per mandatory training requirements.

All Fire Wardens are required to attend a Fire Warden training session
and any refresher training deemed necessary.

Related Documents

6.1

6.2

Other related policy documents

e Health and Safety Policy
e Incident Reporting and Management Policy
e Health, Safety Strategy.

Legislation and statutory requirements
e Cabinet Office (1974) Health and Safety at Work Act 1974. London.

HMSO.
General duties of employers and employees.

e Cabinet Office (1998) Human Rights Act 1998. London. HMSO
Rights and freedoms protected under the European Convention on
Human Rights.

e Cabinet Office (2000) Freedom of Information Act 2000. London.
HMSO
ICB policies and procedures are subject to disclosure under the
Freedom of Information Act 2000 (FOI). From January 2005 the Act
allows anyone, anywhere to ask for information held by
organisations, although some information, such as patient
identifiable information, is exempt.

e Cabinet Office (2006) Equality Act 2006. London. HMSO
Provisions relating to Human Rights and discrimination on grounds
of race, religion or belief sexual orientation; sex; amends the
Disability Discrimination Act 1995.

e Cabinet Office (2007) Corporate Manslaughter and Corporate
Homicide Act 2007. London. HMSO
Enables the prosecution of companies and other organisations
where there has been a gross failing throughout the organisation in
the management of health and safety with fatal consequences.
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Cabinet Office (2008) Health & Safety Offences Act 2008. London.
HMSO

Amends Section 33 (Prosecutions for criminal offences) of the Health
and Safety at Work Act 1974.

Management of Health & Safety at Work Regulations 1999
Generally, make more explicit what employers are required to do to
manage health and safety under the Health and Safety at Work Act.
Requires employers to carry out risk assessments, make
arrangements to implement necessary measures, appoint competent
people and arrange for appropriate information and training.

Requlatory Reform (Fire Safety) Order 2005

Requires a fire safety risk assessment to be carried out and that
reasonable steps be taken to reduce the risk from fire and ensure
occupants can safely escape if a fire does occur.

Best practice recommendations

Department of Health “Records Management: NHS Code of
Practice” 2006.

NHS Litigation Authority “Standard for Primary Care Trusts™
guidance on minimum policy and procedure requirements.

Firecode — Department of Health (NHS Estates) Management of Fire
Safety in Healthcare (Firecode consists of a number of Health
Technical Memoranda (HTM) which consider policy, technical
guidance and specialist aspects of fire precautions)

7. Monitoring, Review and Archiving

7.1

7.2

Monitoring

The ICB Board will agree a method for monitoring the dissemination and

implementation of this policy. Monitoring information will be recorded in

the policy database.

Review

7.2.1 The ICB Board will ensure that this policy document is reviewed

in accordance with the timescale specified at the time of approval.
No policy or procedure will remain operational for a period
exceeding three years without a review taking place.

7.2.2 Staff who become aware of any change including legislative

change, which may affect a policy should advise their line
manager as soon as possible. The Executive Director or
nominated deputy will then consider the need to review the policy
or procedure outside of the agreed timescale for revision.
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7.2.3 For ease of reference for reviewers or approval bodies, changes
should be noted in the ‘version control’ table on the second page
of this document.

NB: If the review consists of a change to an appendix or procedure
document, approval may be given by the Executive Director of
nominated deputy and a revised document may be issued. Review to
the main body of the policy must always follow the original approval
process.

Archiving
The ICB Board will ensure that archived copies of superseded policy

documents are retained in accordance with Records Management: NHS
Code of Practice 2021.



8. Equality Impact Assessment
Initial Screening Assessment (STEP 1)

As a public body organisation we need to ensure that all our current and proposed
strategies, policies, services and functions, have given proper consideration to
equality, diversity and inclusion, do not aid barriers to access or generate
discrimination against any protected groups under the Equality Act 2010 (Age,
Disability, Gender Reassignment, Pregnancy and Maternity, Race, Religion/Belief,
Sex, Sexual Orientation, Marriage and Civil Partnership).

This screening determines relevance for all new and revised strategies, policies,
projects, service reviews and functions.

Completed at the earliest opportunity it will help to determine:

e The relevance of proposals and decisions to equality, diversity, cohesion and
integration.

e Whether or not equality and diversity is being/has already been considered
for due regard to the Equality Act 2010 and the Public Sector Equality Duty
(PSED).

e Whether or not it is necessary to carry out a full Equality Impact Assessment.

Name(s) and role(s) of person completing this assessment:

Name: Lee Crowe
Job Title: Governance Manager, H&S, Fire, Security
Organisation: NECS

Title of the service/project or policy: Fire Safety policy

Is this a;
Strategy / Policy KService Review [ Project (I
Other Click here to enter text.

What are the aim(s) and objectives of the service, project or policy:

The aim of the policy is to ensure the ICB considers Fire Safety along with its other
business objectives and to ensure that the ICB follows the details stipulated within
the Regulatory Reform Order (Fire Safety) 2005.

Who will the project/service /policy / decision impact?
(Consider the actual and potential impact)
o Staff

e Service User / Patients [

e Other Public Sector Organisations[]

e Voluntary / Community groups / Trade Unions []
e Others, please specify Click here to enter text.



Questions Yes | No
Could there be an existing or potential negative impact on any of the O
protected characteristic groups?
Has there been or likely to be any staff/patient/public concerns? O
Could this piece of work affect how our services, commissioning or O
procurement activities are organised, provided, located and by whom?
Could this piece of work affect the workforce or employment practices? O
Does the piece of work involve or have a negative impact on: O

e Eliminating unlawful discrimination, victimisation and harassment

e Advancing quality of opportunity

e Fostering good relations between protected and non-protected

groups in either the workforce or community

If you have answered no to the above and conclude that there will not be a
detrimental impact on any equality group caused by the proposed
policy/project/service change, please state how you have reached that
conclusion below:

The policy is a review of an existing policy and has received only minor updates.
There is no fundamental change to the content therefore the previous EIA which
concluded ‘no impact’ remains appropriate.

If you have answered yes to any of the above, please now complete the
‘STEP 2 Equality Impact Assessment’ document

Accessible Information Standard Yes | No

Please acknowledge you have considered the requirements of the O
Accessible Information Standard when communicating with staff and
patients.

https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-
info-standard-overview-2017-18.pdf

Governance, ownership and approval

Please state here who has approved the actions and outcomes of the screening

Name Job title Date

Claire Riley Executive Director of June 2022
Corporate Governance,
Communications and
Involvement

Publishing

This screening document will act as evidence that due regard to the Equality Act
2010 and the Public Sector Equality Duty (PSED) has been given.


https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf

Schedule of Duties and Responsibilities

ICB Board

The ICB Board has responsibility for setting the strategic
context in which organisational process documents are
developed, and for establishing a scheme of governance for
the formal review and approval of such documents.

Executive
Committee

The Executive Committee has delegated responsibility from
the ICB Board to review and approve policies on its behalf.

Chief
Executive

The Chief Executive has overall responsibility for the
strategic direction and operational management, including
ensuring that CCG process documents comply with all legal,
statutory and good practice guidance requirements. In
addition, they are required to have appropriate fire safety
policies and programmes of work in place in order to improve
and maintain fire policies within the organisation’s premises.

Nominated
Executive
for Health

and Safety.

The responsibilities for Fire Safety are discharged through
the Nominated Executive for Health and Safety.

They will ensure that:

e the ICB complies with all statutory obligations in
relation to health and safety.

e mechanisms are in place to effectively monitor
performance on behalf of the Board and that they are
fully implemented.

e the Board and appropriate committees are informed
and advised regarding action needed on any
significant Fire Safety event and actual or potential
risk.

e the establishment and maintenance of an effective
health and safety advisory service to the ICB through
the appointment and/or training of adequate numbers
of Competent Persons.

e the availability of adequate Fire Safety training
programmes for all levels of staff.

e adequate resources are made available to ensure
compliance with statutory Fire Safety obligations.

e update and review with the Health and Safety team
the Fire Safety Policy in accordance with the
Regulatory Reform Order Fire Safety 2005 and the
associated regulations issued by the Health and
Safety Executive.

e the appropriate committee reviews ICB's compliance
in accordance with statutory and mandatory Fire
Safety regulations.

e so far as is reasonably practicable that all Managers
are aware of their responsibilities.

e a management system exists for reporting and
Investigating incidents.

e Fire Safety performance is measured, strategic
targets set, and progress monitored and reviewed.




e adequate provision for health and safety is included in
any service level agreements/contracts

Senior
Governance
Manager
Csu

The Senior Governance Manager will:

e Advise and assist management in the interpretation and
application of all fire legislation and give relevant
guidance in liaison with the Executive lead and
Nominated Officer of Fire for premises.

e Organise Fire Risk Assessments and reviews where
required.

e Lead in the development of Personal Emergency
Evacuation Plans when required.

e Ensure that appropriate individuals have been identified
as Fire Wardens to be responsible for each premise
occupied by the ICB

e Ensure that adequate fire safety training is provided for
staff and that the training is documented accordingly.
Staff should receive fire training as set out in the ICB's
mandatory training schedule.

e Ensure that regular testing and servicing of fire
precautions (fire detection systems, firefighting
equipment etc.) is carried out.

¢ Implement workplace fire safety policy's and develop a
written fire plan for their area in conjunction with the
relevant Governance Manager.

e Ensure that an appropriate investigation is carried out and
areport is prepared following a fire in conjunction with the
ICB.

e Consult the relevant parties in advance of any proposed
changes to either room occupancy levels and/or room
use.

e Ensure fire wardens are appointed for their area and they
attend appropriate training.

e Ensure that suitable fire drills are carried out and
recorded on an annual basis within their service area.

e Monitor compliance with fire safety training.

e Provide advice and support to all staff with regards to all
fire safety issues and initiate appropriate actions.

e Liaise with NHS Property Services/landlord staff, local
building control and the Fire & Rescue Service in the
specification of fire precautions in new and existing
premises.

e Prepare specific fire safety training programmes and
ensure delivery of this training.

The ICB has a responsibility to ensure the safety of its staff
working in buildings owned by a third party. The Governance
Manager Health and Safety along with ICB colleagues must
therefore discuss fire safety issues with the relevant
organisation and gain assurance that appropriate fire safety
systems are in place and that staff have access to, for
example relevant information and training.

This should include:




¢ Instruction and information before occupying the building
on Fire Safety issues and policies:
o How to raise the alarm.
o Access/egress routes.
o Position of fire extinguishers and “information” on
their use.
o Information on any fire prevention measures in place.
o Any responsibilities staff have e.g., to ring 999, or to
aid in the evacuation of other people, e.g., patients.
e Access to Fire Safety training at the location if available.
e Access to any risk assessments that have been
undertaken.

Nominated |e Actas focal point on fire safety issues for local staff.

Officer of e Organise and assist in the fire safety regime within local

Fire/All Fire areas.

Wardens e Raise issues regarding local area fire safety with line
management.

e Assist with co-ordination of the response to an incident
within the immediate vicinity.

e Be responsible for roll-call during an incident.

e Be trained to tackle fire with first aid fire-fighting
apparatus where appropriate.

e Support line managers and the responsible person on fire
safety issues.

All e Assist the Executive lead responsible for fire safety and
managers the responsible people in the day-to-day implementation
of the Fire Safety Policy throughout their areas.

e Ensure that any fire safety hazards are brought to the
attention of the Health and Safety Team within the
Commissioning Support Organisation.

e Ensure that local fire policies are brought to the attention
of all their staff, particularly new starters as part of local
induction.

e Ensure that provision is made for all their staff to attend
fire training sessions when required and to ensure that
they do so in line with the organisational requirements.

e Ensure that staff co-operate with the implementation of
the policy and adhere to policies.

e Ensure that new starters carry out the Core Mandatory
training.

e Inform “new starter” employees of the relevant fire
evacuation policies, means of escape, location of fire
alarm points and firefighting equipment on their first
working day.

All Staff ICB employees are responsible for actively co-operating with

managers in the application of this policy to enable the ICB
to discharge its legal obligations and in particular;

e Actively co-operate in the application of fire policies.
e Ensure they are aware of and understand evacuation
policies and any operational policies relating to specific




places of work and events and comply fully with them at
all times.

e Ensure they are aware of specific hazards relating to fire
and the policy to be followed.

e Inform managers of any failure or shortcoming in any fire
safety measures which come to their attention.

e Ensure they are familiar with fire policies including
location of fire exit routes, the positions of fire alarms,
manual operation points and first aid and firefighting
equipment.

e Undertake fire safety training as per the ICB mandatory
training requirement.

e Be aware of all fire risks within their premises and act
accordingly at all times as per this policy.

e Liaise with the Nominated Office of Fire to ensure
effective co-ordination of the situation where Fire &
Rescue services personnel arrive on site.

CSU staff

Whilst working on behalf of the ICB, CSU staff will be
expected to comply with all policies, policies and expected
standards of behaviour within the ICB, however they will
continue to be governed by all policies of their employing
organisation.
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1.2

1.3

1.4

2.1

Introduction

This Strategy sets out:
e the approach and arrangements for the management of health & safety
(H&S), fire and security within ICB

e the approach to the management of H&S, fire and security.

Subsequent reviews of the ICB H&S, Fire and Security Strategy will reflect
material changes, which are relevant during the period.

This Strategy aims to set out ICB's approach to H&S, fire and security
ensuring the health, safety and welfare of its employees, clients, contractors,
visitors and members of the general public as a matter of prime importance
and will, so far as is reasonably practicable, establish procedures and
systems necessary to implement this strategy and to ensure compliance with
their legal and statutory obligations under the Health and Safety at Work act,
Regulatory Reform Order Fire Safety and Health & Safety Regulations. In
addition, the adoption and embedding within the organisation of an effective
strategy and processes will ensure that the reputation of ICB is maintained
and enhanced, to ensure business success, continuing financial strength.

As part of this Strategy, it is also acknowledged that not all H&S, fire and
security risks can be eliminated. Ultimately, it is for the organisation to decide
which risks it is prepared to accept based on the knowledge that an effective
risk assessment has been carried out and the risk has been reduced to an
acceptable level as a consequence of effective controls.

The Strategy will help the ICB fulfil its legal and statutory obligations under the
Health and Safety at Work Act 1974 and Regulatory Reform Order Fire
Safety, and to develop action plans and objectives in line with Health and
Safety Executive, Health and Safety Guidance HSG65.

General Approach to H&S, Fire and Security: Principles, Aims
and Objectives

This Strategy sets out the ICB's approach to the way in which in general terms
H&S, fire and security is managed. This will be achieved by having robust
processes in place. This will provide a useful tool for the systematic and
effective management of H&S, fire and security and will inform and guide
managers and staff as to the way in which all H&S, fire and security matters
are to be controlled.



2.2

The aims of the Strategy are summarised as follows;

to ensure that ICB meets its legal and statutory obligations under the
Health and Safety at Work Act 1974 and subsequent regulations;

to ensure that ICB meets its legal and statutory obligations under the
Regulatory Reform Order Fire Safety (2005);

to ensure that H&S, fire and security management is understood and
effectively managed;

to maintain H&S, fire and security compliance and to assure the
Executive Committee that Health and Safety is effectively managed;

to ensure that H&S, fire and security management is a cohesive
element of the internal control systems within the ICB.

to ensure that H&S, fire and security is an integral part of the ICB
culture and its operating systems;

to assure partner organisations that the ICB is committed to managing
H&S, fire and security;

to protect the services, staff, reputation and finances of the ICB through
the process of early identification of risks relating to H&S, fire and
security and where these risks are identified ensuring sufficient risk
assessment, risk control and elimination is undertaken;

to ensure safe system of work are set and followed;
to provide a safe working environment without risks to health;
to ensure there is provision of adequate welfare facilities;

to ensure there is provision of sufficient training, instruction, supervision
and information to enable all employees to contribute positively to their
own safety and health at work and to avoid hazards and control risks;

to ensure plant and equipment are safe;

there are safe arrangements for the use, handling and storage and
transport of articles, materials and substances;

to ensure there is safe access and egress; and

to ensure that buildings used by the ICB are safe and free from
dangers working collaboratively with NHS Property Services with
respective responsibilities in line with the Memorandum of Occupation.

To ensure that H&S, fire and security considerations are reviewed by
all managers, the CSU H&S Team and ICB Estates Staff when
procuring new buildings and also ensuring that compliance is sought
where staff are based with other tenants.



2.3 Inorder to achieve these aims the ICB is committed to ensuring that:

H&S, fire and security management is embedded as an integral part of
the management approach to the achievement of our objectives.

Support is given to managers and staff in achieving levels of
competency and health and safety knowledge.

Communication and consultation takes place between all organisation
where shared occupancy of buildings is identified in relation to H&S,
fire and security.

Staff understand the need to comply with H&S, fire and security
standards.

There is a top-down commitment to H&S, fire and security, in order to
progress the effective health and safety working arrangements as the
daily norm.

Workplace risks are assessed, and safe systems of work introduced

The management of H&S, fire and security is seen as a collective and
individual responsibility, managed through the agreed committee and
management structures.

The ICB will ensure a supportive and “fair blame” culture and
approach, staff are encouraged to report H&S, fire and security
problems and incidents with a view to individuals and the organisation
learning the lessons.

Key objectives are set around H&S, fire and security.
Robust work plans are developed in relation to H&S, fire and security

Appropriate training and development is provided to all staff in the
application of this strategy and the approach to H&S, fire and security
which it describes.

3. Duties and Responsibilities

ICB Board

The ICB Board has overall responsibility for H&S, fire and

security management. The Executive Committee has a duty
to assure itself that the organisation has properly identified
the requirements for H&S, fire and security and that it has
processes and controls in place to mitigate any risks and the
impact they have on the organisation and its stakeholders.
The Executive discharges this duty as follows:
o Ensures that there is a structure in place for the
effective management of H&S, fire and security
in the ICB

o Approves and reviews the H&S, Fire and
Security Strategy on a 2 yearly basis annual
basis.

o Receives regular reports from the Executive
committee identifying significant risks and
mitigating actions following review of the annual
work plan and other documentation.




o Demonstrates leadership, active involvement
and support in H&S, fire and security
management.

Chief Executive

The Chief Executive has the overall responsibility for:
e Ensuring the implementation of an effective
H&S, Fire and Security Strategy, supporting the
work undertaken under the health and safety
agenda as set out in the Strategy.

e Continually promoting H&S, fire and security,
demonstrating leadership, commitment and
support.

e Ensuring an appropriate committee structure is
in place.

e Planning for adequate staffing, finances and
other resources, to ensure the effective
management of H&S, fire and security within
the ICB.

¢ Meeting all the statutory requirements and
ensuring positive performance towards the
achievement of ICB’s H&S, fire and security
objectives.

e Ensuring all directors and senior leads are
appointed with managerial responsibility for
H&S, fire and security.

e Ensuring an Annual Health and Safety Report,
adequately reflecting the H&S, fire and security
management issues within the ICB is prepared
for the Executive Committee

Executive
Committee

The Executive Committee will exercise on behalf of the ICB
Board those functions that are delegated to it in respect of the
development, implementation and monitoring of health and
safety, fire, security ensuring compliance with relevant
Legislation. This is in particular by providing assurance on the
systems and processes by which the ICB Board leads, directs
and controls its functions in order to achieve the ICB’s
organisational objectives.

The Executive Committee will keep the health and safety, fire
and security matters under regular review. Members of the
Executive committee will ensure that all health, safety, fire
and security issues are coordinated, managed, monitored
and reviewed including:

¢ Notifying the Senior Governance Manager
regarding any health and safety issues that
have not been addressed and that would need




to be escalated to Committee or nominated
director for consideration

Ensuring staff comply with all organisational
policies and procedures.

Leading the management of H&S, fire and
security by following the HSFS strategy and
any action plans arising from this Strategy at a
directorate level.

Ensuring all staff fulfil their responsibility
regarding H&S, fire and security as set out
within the relevant regulations and approved
codes of practices.

Ensuring that all activities undertaken within
their directorates are consistent with the safe
operation of the ICB

Ensuring that the organisation adheres to the
ICB Policy for Health and Safety at Work in
respect of its employees, visitors and others

Ensuring that there are established H&S, Fire
and Security procedures.

Ensuring that all liability is covered by adequate
insurance through NHS Resolution

Ensuring sufficient resources are made
available to enable the ICB to fulfil its legal and
statutory obligations in relation to H&S, fire and
security.

Director of
Corporate
Governance,
Communications
and Involvement

The Director of Corporate Governance, Communications and
Involvement reports directly to the Chief Executive and is a
member of the ICB Boards the organisational lead for health
and safety, fire and security and is responsible for:

Ensuring H&S, fire and security management
systems are in place throughout the ICB, co-
ordinating H&S, fire and security in accordance
with this Strategy.

Scrutinising the controls and assurances in
place.

Scheduling H&S, fire and security matters on
the relevant Committee agenda.

Ensuring arrangements are in place for the co-
ordination and collation of regular reports
regarding H&S, fire and security.

Ensuring that there is an appropriate review of
ICB H&S, fire and security systems and that
these are reported to the Executive Committee;

Overseeing the management of H&S, fire and
security as identified by the Committee,




ensuring action plans are put in place, regularly
monitored and implemented.

Ensuring any additional training required for the
Executive Group on their responsibilities is
delivered.

All Directors and
Senior Leads

All Directors and senior leads have a responsibility to
incorporate H&S, fire and security management within all
aspects of their work and are responsible for ensuring the
implementation of this Strategy by:

demonstrating personal involvement and
support for the promotion of H&S, fire and
security;

ensuring staff under their management are
aware of their responsibilities in relation to this
Strategy;

setting personal objectives for H&S, fire &
security and monitoring their achievement;

ensuring risks relating to H&S, fire & security
are identified, managed and mitigating actions
are implemented in the functions for which they
are accountable, and.

ensuring that where staff are employed and
new accommodation is sought that they fully
engage with the Health and Safety Team and
Estates Team to enable all necessary
compliance checks to take place and also
relevant discussions between 3" parties such
as NHSPS, Architects, other tenants etc.

All Staff

All staff working within the ICB, including temporary/agency
staff, have a responsibility to:

be aware of their responsibilities around H&S,
fire and security in line with this Strategy;

have a duty under legislation to take
reasonable care of their own safety and the
safety of others who may be affected by the
ICB's business and to comply with appropriate
policies, procedures and guidelines;

identify and report H&S, fire and security risks
to their line manager in line with this Strategy;

ensure incidents, are reported using the
appropriate procedures and systems; and

attend statutory, mandatory and other
appropriate training as determined by ICB and
their line manager.

Managers must ensure that where they are employing or
contracting agency staff those staff are aware of, and adhere




to, all relevant policies, procedures and guidance of ICB All
contracting staff are required to complete Statutory/
Mandatory training.

Legal Requirements

To ensure the ICB provides a safe and secure environment for patients,
public, staff and contractors the following regulations underpin the approach
to safety management:

e The Health and Safety at Work Act 1974

e The Management of Health and Safety at Work Regulations 1999

e Workplace (Health, Safety and Welfare) Regulations 1992

e Health and Safety (Display Screen Equipment) Regulations 1992

e Health and Safety (Consultations with Employees) Regulations 1996
e Manual Handling Operations Regulations 1992

e Health and Safety (Safety signs and signals) regulations 1996

e Control of substances Hazardous to Health (COSHH) Regulations 2002
e Electricity at Work Regulations 1989

e Noise at Work regulations 1989

e Personal Protective Equipment at work Regulations 1998

e Provision and Use of Work Equipment Regulations 1998

e Reporting of Injuries and Dangerous Occurrences Regulations 1995
e Regulatory Reform Order (Fire Safety) 2005

Approach to Health and Safety Management

The ICB will follow the approved Health Service Guidance (HSE) guidance for
management of Health and Safety known as HSG65.

HSG65 provides guidance for management, health and safety professionals
and employee representatives who wish to improve health and safety in their
workplaces as it focuses on effective health and safety policies, organising for
health and safety, planning and implementation, measuring performance and
auditing and reviewing performance.

The diagram below describes the essential requirements of successful health
and safety management.
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PLAN

The ICB will ensure that H&S, fire and security Policies and Procedures are
developed ensuring that they set out the general approach, objectives and
arrangements that need to be put in place for managing health and safety
within its business. These documents will clearly identify who does what,
when and how and will influence the activities throughout the ICB ensuring
that it works in safe manner whilst discharging its day to day duties.

Planning is vital to implementing the ICB's H&S, Fire and Security Strategy.
Annual action plans will be developed to ensure a systematic approach is
taken to implement the Strategy and the health and safety duties required by
ICB as an organisation.

DO

The ICB needs to have in place an effective management structure and
arrangements in place for executing its health and safety requirements. The
H&S, fire and security policies and procedures will empower and encourage
staff to work safely within their and others place of work without apportioning
blame.

HSFS responsibilities within ICB will be sustained by following the four C’s:

Control — methods within the organisation in relation to governance structure
and the reporting between committees.

Co-operation - between individuals through staff meetings and health and
safety spot checks. Close working and co-operation between the ICB and the
CSU health and safety team.

Communication — Ensuring there is clear two-way communication throughout
the organisation and with the Commissioning Support Unit. Team meetings



will be used to ensure effective communication on all aspects of health, safety
and wellbeing and to ensure learning is shared. There are also clear reporting
lines for the identification of risks at the earliest opportunity.

Competence — All staff are required to undertake statutory and mandatory
training at regular intervals. A system of spot checks will ensure that the ICB
is operating at high levels of good practise at an operational level inline with
all the appropriate controls. An Annual Health & Safety Audit will also be
carried out and action plans implemented to address any areas requiring
improvement.

5.6 CHECK

5.6.1 Performance standards and key performance indicators will be set and used
for measuring achievement across the organisation in relation to H&S, fire
and security and these will be given the same attention as other
organisational standards with an emphasis on senior management
responsibility.

5.6.2 Active monitoring will be in place to identify the effectiveness of the ICB
H&S, fire and security systems and to identify any failures in the controls
Monitoring will take the form of Health and Safety Audits, workplace
inspections and spot-checks and monitoring of training compliance.

5.6.3 Reactive monitoring will be in place, including incident and accident
investigations, near-misses that could result in harm or loss, claims and
complaints. These will be used to plan corrective action required. Reactive
monitoring can determine causes of gaps in knowledge, performance and
controls. The

5.6.4 Any measures identified from the proactive or reactive monitoring will be
addressed and actions will be taken to introduce or strengthen controls to
support prevention of future accidents or incidents.

57 ACT
5.7.1 Key performance indicators will be reviewed by the Executive Committee.

5.7.2 H&S Audits and subsequent work arising from these audits will be monitored
via the Committee to ensure lessons learned are taking forward.

5.7.3 Monitoring of staff sickness absence and workplace health will be monitored
by the HR department and any relevant issues will be reported to the
Executive Committee

5.7.4 The Occupational Health Department will provide data to the Committee when
required.
Accident and Incidents will be reviewed by the Committee ensuring that all
injuries, illnesses and dangerous occurrences are reported through the
RIDDOR system

.5.7.5 The Executive Director of Corporate Governance, Communications and
Involvement will be presenting progress reports to the Executive Committee.



5.7.6 Any prosecutions for H&S, Fire Offences and H&S enforcement notices
served on ICB will be reported and monitored by the Committee.

6. Incident Reporting

6.1 ICB staff are required to comply with Incident Reporting Policies. These
policies require that all incidents are reported and that the lessons learned are
appropriately shared across the organisation and, where appropriate, more
widely within the NHS locally and nationally.

6.2 The ICB aims to foster a culture of openness and learning, and staff are
encouraged to be open about raising problems and reporting incidents.

6.3 Incidents will be recorded & analysed using the Safeguarding Incident
Reporting Management System (SIRMS) and the impact of an incident will be
graded according to the matrix together with the likelihood of occurrence or
recurrence.

7. Equality, Diversity & Inclusion statement

7.1 The ICB is committed to promoting human rights and providing equality of
opportunity; not only in employment practices, but also in the way we
commission or provide services. The organisation also values and respects
the diversity of our employees and the communities we serve. In applying this
strategy, the organisation will have due regard for the need to:

o Promote human rights

o Eliminate unlawful discrimination
o Promote equality of opportunity

o Provide for good relations between people of diverse groups

7.2  This Strategy aims to be accessible to everyone regardless of age, disability
(physical, mental or learning), gender (including transgender), race, sexual
orientation, religion/belief or any other factor which may result in unfair
treatment or inequalities in health or employment.

7.3  Throughout the development of this Strategy, the ICB has sought to promote
equality, human rights and tackling health inequalities by considering the
impacts and implications of the Strategy. The Strategy is subject to an on-
going process of review through the Equality Impact Assessment.

8.  Equality impact analysis

8.1 In accordance with our equality duties an Equality Impact Assessment has
been undertaken (section 12). There is no evidence to suggest that the
strategy would have an adverse impact in relation to race, disability, gender,
age, sexual orientation, religion and belief or infringe individuals’ human
rights.



9.1

9.2

10.

10.1

10.2

10.3

Dissemination and implementation

The Strategy will be circulated to all individuals identified with specific
responsibilities and will be communicated to all staff and stakeholders by the
most appropriate means. All line managers are required to share the Strategy
with their staff.

For H&S, fire and security management to be effective within the organisation,
this strategy will become a living document and a natural “part of everyday
working practice”.

Accountability, responsibilities and training

Overall accountability for procedural documents across the organisation lies
with the Chief Executive who has overall responsibility for establishing and
maintaining an effective document management system, for meeting all
statutory requirements and adhering to guidance issued in respect of
procedural documents.

Overall responsibility for the implementation of the Strategy lies with the
Director of Corporate Governance, Communications and Involvement who
has delegated responsibility for managing the development and
implementation of H&S procedural documents.

Training and education are key to the successful implementation of this
Strategy and embedding a culture of a safe working environment in the
organisation. Staff will have the opportunity to develop more detailed
knowledge and appreciation of the role of H&S, Fire & Security through:
o Policy/strategy manuals

o Induction
o Line manager

o Specific training courses



11. Review

11.1 This strategy will be updated every 2 years or sooner and in accordance with
the following as and when required:

o legislative changes

o good practice guidance

o case law

o significant incidents reported

o new vulnerabilities; and

o changes to organisational infrastructure.

11.2 The ICB Board be responsible for approving the Strategy.

12. Equality Impact Assessment

Initial Screening Assessment (STEP 1)

As a public body organisation, we need to ensure that all our current and proposed
strategies, policies, services and functions, have given proper consideration to
equality, diversity and inclusion, do not aid barriers to access or generate
discrimination against any protected groups under the Equality Act 2010 (Age,
Disability, Gender Reassignment, Pregnancy and Maternity, Race, Religion/Belief,
Sex, Sexual Orientation, Marriage and Civil Partnership).

This screening determines relevance for all new and revised strategies, policies,
projects, service reviews and functions.

Completed at the earliest opportunity it will help to determine:

e The relevance of proposals and decisions to equality, diversity, cohesion and
integration.

e Whether or not equality and diversity is being/has already been considered
for due regard to the Equality Act 2010 and the Public Sector Equality Duty
(PSED).

e Whether or not it is necessary to carry out a full Equality Impact Assessment.

Name(s) and role(s) of person completing this assessment:

Name: Lee Crowe

Job Title: Senior Governance Manager

Organisation: NECS

Title of the service/project or policy: Health and Safety-Fire-Security Strategy

Is this a;
Strategy / Policy KIService Review [ Project O
Other Click here to enter text.

What are the aim(s) and objectives of the service, project or policy:



The aim of the strategy is to ensure ICB considers Health and Safety along with its
other business objectives and to ensure that ICB follows the details stipulated within
H&S Regulations.

Who will the project/service /policy / decision impact?
(Consider the actual and potential impact)
e Staff
e Service User / Patients []
e Other Public Sector Organisations[]
e Voluntary / Community groups / Trade Unions []
e Others, please specify Click here to enter text.

Questions Yes | No
Could there be an existing or potential negative impact on any of the O
protected characteristic groups?

Has there been or likely to be any staff/patient/public concerns? O
Could this piece of work affect how our services, commissioning or O

procurement activities are organised, provided, located and by whom?

Could this piece of work affect the workforce or employment practices? |

X

Does the piece of work involve or have a negative impact on: O

X

¢ Eliminating unlawful discrimination, victimisation and harassment

e Advancing quality of opportunity

e Fostering good relations between protected and non-protected
groups in either the workforce or community

If you have answered no to the above and conclude that there will not be a
detrimental impact on any equality group caused by the proposed
policy/project/service change, please state how you have reached that
conclusion below:

The strategy is a review of an existing strategy and has received only minor updates.
There is no fundamental change to the content therefore the previous EIA which
concluded ‘no impact’ remains appropriate.

If you have answered yes to any of the above, please now complete the
‘STEP 2 Equality Impact Assessment’ document



Accessible Information Standard Yes | No

Please acknowledge you have considered the requirements of the O

Accessible Information Standard when communicating with staff and
patients.

https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-
info-standard-overview-2017-18.pdf

Governance, ownership and approval

Please state here who has approved the actions and outcomes of the screening
Name Job title Date

Claire Riley Executive Director of June 2022
Corporate Governance,
Communications and
Involvement

Publishing

This screening document will act as evidence that due regard to the Equality Act
2010 and the Public Sector Equality Duty (PSED) has been given.
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Policy Statement of Intent

11

1.2

1.3

1.4

15

1.6

1.7

The Integrated Care Board (ICB) is committed to ensuring the health,
safety and welfare of its staff and visitors as a matter of prime importance
and will, so far as is reasonably practicable, establish procedures and
systems necessary to implement this commitment and to comply with its
statutory obligations under Section 2 of the Health and Safety at Work
etc Act 1974.

The ICB will provide and maintain a healthy and safe working
environment with the objective of minimising the number of instances of
occupational accidents and illnesses.

The ICB will pay particular attention to ensuring that:

safe systems of work are set and followed.

a safe working environment without risks to health is maintained.

there is provision of adequate welfare facilities.

there is provision of sufficient training, instruction, supervision, and

information to enable all employees to contribute positively to their

own safety and health at work and to avoid hazards and control risks.

e plant and equipment are safe.

e there are safe arrangements for the use, handling and storage and
transport of articles, materials and substances.

e there is safe access and egress.

Whilst the ICB will take all reasonable steps to ensure the health, safety
and welfare of its employees, health and safety at work is also the
responsibility of the employees themselves. It is the duty of each
employee to take reasonable care of their own and other people’s health,
safety and welfare, and to report any situation which may pose a serious
or imminent threat to the wellbeing of themselves or any other person.

The Executive Committee endorses the need for managers and staff to
work together positively to achieve a situation compatible with the
provision of high-quality services where the risk of personal injury and
hazards to the health of staff and others can be reduced to a minimum.
Thus, risk must be assessed, and significant findings recorded.

This policy is supplemented by other policies/procedures on specific
areas of law. This document sets out the arrangements for health and
safety management; it determines the levels of responsibility at all levels
and the channels of communication for health and safety matters.

It is the responsibility of employees at all levels to familiarise themselves
and comply with the ICB’s procedures and systems on health and safety.

Chief Executive



Definitions

2.1 Manager — the Corporate Manslaughter and Corporate Homicide Act
2007 defines senior managers as those who play a significant role in
making decisions about the management of the whole or a substantial
part of their organisation’s activities and those who actually manage or
organise those activities.

2.2 Competent Persons — the Management of Health and Safety at Work
Regulations 1999, Regulation 7 requires every employer to appoint one
or more competent persons to assist with putting measures in place to
ensure legal compliance. The Competent Person can be either an
individual or a company providing these services. The person is
regarded as competent if they have ‘sufficient training and experience or
knowledge and other qualities to properly assist the employer to meet
their safety obligations.’

Organisational Arrangements for Health and Safety
3.1 The ICB has ultimate responsibility for managing Health and Safety.

3.2 A Health & Safety Service Level Agreement exists with the CSU and
specific responsibilities are outlined within this document.

3.3 It is a disciplinary offence, which could lead to dismissal, to work or
permit others to work in a way which is contrary to the requirements of
health and safety legislation and the ICB’s Health and Safety Policy.

3.4 The relevant legislation includes the following:

e Health & Safety at Work etc. Act 1974
o It is the duty of every employer, so far as is reasonably
practicable, to ensure the health, safety, and welfare at work of all
his employees.

o Every employer must conduct his undertaking in such a way as to
ensure, so far as is reasonably practicable, that persons not in his
employment are not exposed to risks to health or safety.

o Employees are to take reasonable care for the health and safety
of himself and of others who may be affected by his acts or
omissions at work.

e Corporate Manslaughter & Homicide Act 2007
o An organisation is guilty of the offence of corporate manslaughter
if the way in which any of the organisation’s activities are managed
or organised by its senior managers —
a) causes a person’s death; and
b) amounts to a gross breach of a relevant duty of care owed by
the organisation to the deceased.



3.5

3.6

3.7

3.8

e Health & Safety Offences Act 2008
o The maximum penalties under this Act are:
= £20,000 fines in lower courts for nearly all summary offences,
unlimited fines in higher courts;
»= Imprisonment for nearly all offences — up to six months in
Magistrates Courts and two years in the Crown Court.

Health and Safety Policies

Policy documents and Standard Operating Procedures on particular
aspects of health and safety will be developed in consultation with
stakeholders and will be approved at the Executive committee on behalf
of the ICB Board..

Health and Safety Training

All staff are made aware of their responsibilities in relation to mandatory
training (including health & safety training) and this is included within
their ESR record and regular updates, as an addition to this, Health and
Safety training could be included in Personal Development Plans. In
addition to mandatory training requirements, additional training
necessary for the job should be determined as a result of the risk
assessment process.

Health and Safety Communication

The ICB will ensure that suitable and relevant information relating to
health, safety and welfare in the workplace is communicated to staff and
users. Statutory notices will be displayed throughout the workplace.
Consultation and communication over health and safety issues will be
encouraged at all levels within the ICB.

Specialist Advice

3.8.1 Whilst the Senior Governance Manager CSU should be
considered as the primary source for expert legal advice on
complying with health and safety legislation and ICB policy, where
necessary the Chief Executive will ensure staff have access to
other Competent Persons (as defined in the Management of
Health and Safety at work Regulations 1999) either through
separate appointments or robust and appropriately monitored
Service Level Agreements with third party providers.

3.8.2 These will include as a minimum;

Occupational Health Service (including physiotherapy)
Advice relating to infection prevention and control
Estates/ facilities services

Human Resources

Fire

Security



Implementation

4.1  This policy will be available to all staff for use in relation to dealing with
issues pertaining to health and safety.

4.2  All managers are responsible for ensuring that relevant staff within the
ICB have read and understood this document and are competent to carry
out their duties in accordance with the procedures described.

Training Implications

It has been determined that there are no specific training requirements
associated with this policy, however, all staff are aware of their obligations to
undertake their statutory and mandatory training in relation to health and safety.

Related Documents
6.1 Other related policy documents

Fire Safety Policy

Moving and Handling Policy

Incident Reporting and Management Policy
Risk Management Policy

H&S Procedures

6.2 Legislation and statutory requirements

e Cabinet Office (1974) Health and Safety at Work Etc. Act 1974.
London. HMSO.

e Cabinet Office (2007) Corporate Manslaughter and Homicide Act
2007. London. HMSO

e Cabinet Office (2008) Health and Safety Offences Act 2008. London.
HMSO.

6.3 Best practice recommendations

e Management of Health and Safety at Work Regulations 1999

Monitoring, Review and Archiving
7.1  Monitoring

7.1.1 The ICB Board will agree a method for monitoring the
dissemination and implementation of this policy. Monitoring
information will be recorded in the policy database.

7.1.2 The ICB Board has delegated responsibility for all Health and
Safety Matters, this is included within the Scheme of Reservation
and Delegation, or Terms of Reference Copies of minutes are
forwarded to the ICB Board.



7.2

7.3

Review

7.2.1

7.2.2

7.2.3

The ICB Board will ensure that this policy document is reviewed
in accordance with the timescale specified at the time of approval.
No policy or procedure will remain operational for a period
exceeding three years without a review taking place.

Staff who become aware of any change, including legislative
changes, which may affect a policy should advise their line
manager as soon as possible. The Executive Director or
nominated deputy, will then consider the need to review the policy
or procedure outside of the agreed timescale for revision.

For ease of reference for reviewers or approval bodies, changes
should be noted in the ‘version control’ table on the second page
of this document.

NB: If the review consists of a change to an appendix or procedure
document, approval may be given by the Executive director and a
revised document may be issued. Review to the main body of the policy
must always follow the original approval process.

Archiving

The ICB Board will ensure that archived copies of superseded policy
documents are retained in accordance with Records Management: NHS
Code of Practice 2021.



8. Equality Impact Assessment

Initial Screening Assessment (STEP 1)

As a public body organisation, we need to ensure that all our current and proposed strategies,
policies, services and functions, have given proper consideration to equality, diversity and
inclusion, do not aid barriers to access or generate discrimination against any protected groups
under the Equality Act 2010 (Age, Disability, Gender Reassignment, Pregnancy and Maternity,
Race, Religion/Belief, Sex, Sexual Orientation, Marriage and Civil Partnership).

This screening determines relevance for all new and revised strategies, policies, projects, service
reviews and functions.

Completed at the earliest opportunity it will help to determine:
e The relevance of proposals and decisions to equality, diversity, cohesion and integration.

¢ Whether or not equality and diversity is being/has already been considered for due regard
to the Equality Act 2010 and the Public Sector Equality Duty (PSED).
e Whether or not it is necessary to carry out a full Equality Impact Assessment.

Name(s) and role(s) of person completing this assessment:

Name: Lee Crowe
Job Title: Governance Manager, H&S, Fire, Security
Organisation: NECS

Title of the service/project or policy: Health and Safety policy

Is this a;
Strategy / Policy RService Review [ Project (I
Other Click here to enter text.

What are the aim(s) and objectives of the service, project or policy:
The aim of the policy is to ensure ICB considers Health and Safety along with its other business
objectives and to ensure that the ICB follows the details stipulated within H&S Regulations.

Who will the project/service /policy / decision impact?
(Consider the actual and potential impact)
o Staff

e Service User / Patients [

e Other Public Sector Organisations[]

e Voluntary / Community groups / Trade Unions []
e Others, please specify Click here to enter text.



Questions Yes | No
Could there be an existing or potential negative impact on any of the O
protected characteristic groups?
Has there been or likely to be any staff/patient/public concerns? O
Could this piece of work affect how our services, commissioning or O
procurement activities are organised, provided, located and by whom?
Could this piece of work affect the workforce or employment practices? O
Does the piece of work involve or have a negative impact on: O

¢ Eliminating unlawful discrimination, victimisation and harassment

e Advancing quality of opportunity

e Fostering good relations between protected and non-protected

groups in either the workforce or community

If you have answered no to the above and conclude that there will not be a detrimental
impact on any equality group caused by the proposed policy/project/service change,
please state how you have reached that conclusion below:

The policy is a review of an existing policy and has received only minor updates. There is no
fundamental change to the content therefore the previous EIA which concluded ‘no impact’
remains appropriate

If you have answered yes to any of the above, please now complete the
‘STEP 2 Equality Impact Assessment’ document

Accessible Information Standard Yes | No
Please acknowledge you have considered the requirements of the O
Accessible Information Standard when communicating with staff and

patients.

https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-
info-standard-overview-2017-18.pdf

Governance, ownership and approval

Please state here who has approved the actions and outcomes of the screening
Name Job title Date

Claire Riley Executive Director of June 2022

Corporate Governance,
Communications and
Involvement

Publishing

This screening document will act as evidence that due regard to the Equality Act 2010 and the
Public Sector Equality Duty (PSED) has been given.


https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf

Schedule of Duties and Responsibilities

ICB Board

The ICB Board has delegated responsibility for setting the
strategic context in which organisational process documents
are developed, and for establishing a scheme of governance
for the formal review and approval of such documents.

Chief Executive

The Chief Executive has overall responsibility for the strategic
direction and operational management, including ensuring
that CCG process documents comply with all legal, statutory
and good practice guidance requirements.

Director of
Corporate
Governance,
Communications
and Involvement

The Executive lead Responsible for Policy will:

e |dentify the appropriate process for regular evaluation of
the implementation and effectiveness of this policy.

¢ |dentify and implement revisions to this policy and arrange
for superseded versions of this policy to be retained in
accordance with Records Management: NHS Code of
Practice (2009).

¢ Maintain the policy database.

Executive
Committee

The ICB, as the employer, is responsible for ensuring health
and safety and conducting the ICB's undertakings in such a
way as to ensure the safety of staff, visitors and others
affected by its undertaking so far as is reasonably practicable.
The Executive committee is responsible for giving the ICB
Board assurance on the following:

e ensuring that there is an effective policy for Health and
Safety at Work in respect of its employees, visitors, others
and that it is reviewed and updated on a regular basis.

e the promulgation of the policy and of health and safety
information among ICB's staff.

e the establishment of health and safety procedures
(Management of Health and Safety at Work Regulations
1999).

e ensuring that all liability is covered by adequate
insurance.

e ensuring that sufficient resources are made available to
enable managers of the ICB to fulfil their legal obligations.




Appendix A

Health & Safety Leadership Checklist
This list is designed to check your status as a leader on health and safety.

e How do you demonstrate the relevant committee's commitment to health and
safety?

e What do you do to ensure appropriate relevant committee level review of health
and safety?

e What have you done to ensure your organisation, at all levels including the
relevant committee, receives competent health and safety advice?

e How are you ensuring all staff — including the relevant committee — are sufficiently
trained and competent in their health and safety responsibilities?

e How confident are you that your workforce, particularly safety representatives,
are consulted properly on health and safety matters, and that their concerns are
reaching the appropriate level including, as necessary, the relevant committee?

e What systems are in place to ensure your organisation’s risks are assessed, and
that sensible control measures are established and maintained?

e How well do you know what is happening on the ground, and what audits or
assessments are undertaken to inform you about what your organisation and
contractors actually do?

¢ What information does the relevant committee receive regularly about health and
safety, e.g., performance data and reports on injuries and work related ill-health?

e What targets have you set to improve health and safety, and do you benchmark
your performance against others in your sector or beyond?

e Where changes in working arrangements have significant implications for health
and safety, how are these brought to the attention of the relevant committee?

(Taken from the Institute of Directors and Health & Safety Commission’s
publication “Leading Health and Safety at Work — Leadership Actions for
Directors and Board Members”)



Appendix B
Checklist for Managers
e Are all relevant health and safety policies and procedures accessible to your staff?
e Are your staff aware of their health and safety legal obligations?
e Have your staff undertaken Mandatory health and safety training?
e Are health and safety responsibilities included in Job Descriptions?

e Are specific health and safety roles recognised e.g., Fire Wardens, Risk
Assessors?

e Do your staff have any problems discharging their health and safety
responsibilities? If so, please note on 1:1/appraisal document.

e Is health and safety a discussion item at team meetings?

e Do you have suitable and sufficient risk assessments, relevant to the risks from
your environments/activities?

e Are staff involved in the risk assessment process, and/or included in their
circulation/communication?

e Are risk assessments reviewed regularly, (when any changes happen or
annually)?

e Do your staff know how to report accidents/incidents?

e Are your staff aware of their emergency procedures, and is it adequately covered
as part of their local induction?

This list is not exhaustive, and can be added to by managers, and can be used as a
guestionnaire at team meetings to inform all relevant persons.
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1.2

Introduction

For the purposes of this policy the NHS Integrated Care Board will be referred to as
‘the ICB’.

The (ICB) aspires to the highest standards of corporate behaviour and clinical
competence, to ensure that safe, fair and equitable procedures are applied to all
organisational transactions, including relationships with patients, their carers, public,
staff, stakeholders and the use of public resources. In order to provide clear and
consistent guidance, the ICB will develop documents to fulfil all statutory,
organisational and best practice requirements and support the principles of equal
opportunity for all.

The ICB is committed to promoting and improving security for all of its staff, patients
and visitors. The ICB aims to provide and maintain a calm, pleasant and secure
working environment, where patients, visitors and staff are confident of their personal
safety and the security of their property, buildings and equipment are safeguarded.
Whilst the ICB recognises that it would be impossible to prevent every security
incident it will provide resources to assist in handling such matters.

All ICB employees have a responsibility to ensure that security measures and
procedures are observed at all times. Managers of the ICB should take a leading
role in promoting and developing a security conscious culture.

Status
This policy is a Health and Safety policy.
Purpose and scope

The ICB is committed to promoting and improving the security of its premises/assets
and the safety of staff, patients and visitors to the ICB. The ICB will do its utmost to
safeguard against crime and against loss or damage to property and equipment.

The ICB recognises and accepts its responsibility to provide a safe and healthy
workplace and working environment for all employees and for those using its
premises as required by the Health and Safety at Work etc. Act 1974.

Security is the responsibility of all staff in not only safeguarding their own wellbeing
and personal property but also that of visitors and ICB property. The primary
objectives of security management are:

e the prevention of violent or aggressive behaviour towards ICB staff, patients,
clients and visitors

the protection of life from malicious criminal activity or other hazards

the protection of premises and assets against fraud, theft and damage

the smooth and uninterrupted delivery of health care

the detection and reporting of suspected offenders committing offences against
patients, clients, staff, property or private property within ICB premises

e the education of all staff in proactive security and general security awareness



2.1

3.1

3.2

Security management can be defined as an environment where the risks to
people and property are minimised from any actions that may lead to personal
injury, threat to life or the disruption of the business activity of the ICB.

Effective security management is linked to other policy areas, including but
not limited to counter fraud, the management of violence and aggression and lone
working.

Definitions

The following terms are used in this document:

ICB — Integrated Care Board

NHS — National Health Service

LSMS — Local Security Management Specialist

Designated Manager for Security

The Designated Director for Security within the ICB is the Director of Corporate
Governance, Communications and Engagement

Security Policy

Responsibilities of ICB managers

All managers in the ICB are responsible for security within their work area. Managers
are required to assess security risks as part of the general assessments for their
department/service, develop action plans and implement security measures.
Managers’ responsibilities are summarised in section 8, below.

Responsibilities of ICB employees

All ICB employees, whether permanent, temporary or working through an agency or
other third party, are responsible for acquainting themselves with this policy, following
the guidance contained in it and complying with all security measures in their

department.

Employee responsibilities are summarised in Appendix 1, below.



3.3

3.4

3.5

Security of Physical Environment

Appropriate security controls and processes will be implemented to ensure the
physical and environmental security of facilities. These processes will include
controls to prevent unauthorised physical access, damage, loss, theft and
interference to the organisation’s facilities.

The following measure are in place within ICB to ensure physical security:

e Within ICB offices there may be restricted areas in line with the
organisation's requirements.

e Communication rooms formally known as IT server rooms are "secure
areas", and can only be accessed by identified staff

e |CB sites will only be accessible using security access devices (Cards, Fobs,
Tokens, digital locks) or lock and key

e Authorised staff must follow appropriate guidelines for working in secure
areas, e.g., communication rooms, please refer to ICT CSU for guidance

e '"Tailgating" is not permitted on any ICB sites.

e Arrangements are in place for the unlocking and locking-up of premises.

e Lone working/ personal safety please refer to "ICB's Lone Working
Procedure”.

e Contractors attending site should be agreed with ICB and Landlords/NHSPS

e Power and telephone cabling is protected from interception, interference and
damage

Unauthorised visitors

Staff should be alert to the fact that the organisation may receive unauthorised
visitors. Staff who identify potential unauthorised visitors to ICB sites should alert
their line manager immediately. Any such visitors should be approached only if it is
thought safe to do so. If someone is identified in ICB work areas that has no
legitimate reason to be there, they should be asked respectfully to leave.

Bomb Threats

The vast majority of bomb threats are hoaxes. Making such malicious calls is an
offence contrary to Section 51 of the Criminal Law Act 1977 and should always be
reported to the police with support from the LSMS . Any member of staff receiving
such a call should seek the immediate advice of the most senior manager available
and contact necsu.healthandsafety@nhs.net. Any suspicious packages must be
reported to the Health and Safety or Facilities Manager immediately.
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4.1

4.2

4.3

5.1

Building Access
Security access devices (Cards, Fobs, Tokens)

Security devices are allocated/returned to staff via the HR new starter/leavers
process.

o Lost security devices should be reported via SIRMS before a replacement fob
can be issued.

o Lost devices should also be reported to your Line Manager.

o Security devices should not be shared with others.

Identification Badges

ID Badges are issued to all staff on commencement of employment. 1D badges
must be worn at all times whilst on ICB premises or business. Persons not
wearing an ID badge should be challenged and asked to identify themselves.

When staff leave ICB employment, all ID badges should be returned to the
Manager and destroyed as per HR leavers process. If an ID badge is lost or stolen
this must be reported to the Line Manager and reported onto the incident reporting
system (SIRMS) before a new ID badge is supplied.

Visitors / Contractors

All visitors/contractors are to be signed in and out of ICB premises and issued with
a visitor pass, which must be displayed at all times whilst on ICB premises. For
security reasons all visitors must be escorted to and from their destination within
ICB buildings.

ICB Property/assets

All ICB property should be securely managed. Managers and staff should follow
the roles and responsibilities set out within this procedure. All IT equipment is
secured behind door access controls with the exception of some reception areas
where the desktop PCs are encrypted.

It is an offence for members of staff to remove property belonging to the ICB
without receiving prior authority from their line manager or the custodian of the
equipment. Failure to seek authority could result in disciplinary action or criminal
proceedings being taken.

Personal Property/assets

Staff should be aware that the ICB cannot accept liability for loss or damage to staff
property brought onto its premises.

o Staff are advised to take adequate precautions to ensure the safety of their
possessions and not bring valuables to work. Where storage has been provided
for personal use, the individual to whom it is allocated will be responsible for
ensuring it is locked.
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o Staff must report any loss of or damage to their belongings and co-operate in any
consequent enquiry into the loss or damage. If private property has been stolen,
then it is the owner’s and not the ICB's responsibility to report the matter to the
Police. This should be after notifying a line manager and reporting the incident on
the ICB Incident Reporting System (SIRMS). Any incident management or Police
reference number assigned should also be recorded on the incident log.

Security of Information

All safeguards should be taken by staff that handle, receive and use confidential
patient/personal information. It is essential that all staff within the ICB understand
and follow relevant Information Governance policies which can be found on the ICB
intranet or website.

Security of Motor Vehicles

The ICB cannot accept liability for any motor vehicle or its contents when they are
parked on a ICB site or when the car is in being used by staff on ICB business,
please refer to the ICB driving at work Policy.

Lease Cars

In the event of an incident or accident involving a lease car, the employee must
notify their manager and the lease company in accordance with the car lease
agreement and also report onto the incident reporting system.

Prevention of violence to staff

The ICB has a duty to provide a safe and secure environment for all employees and
visitors and has a zero-tolerance approach to violence or abusive behaviour. The
ICB takes a very serious view of violence, abuse and aggression at work and
recognises its responsibility to protect employees and others who may be subjected
to any acts of violence, abuse or aggression whether or not the act results in
physical or non-physical assault and whether carried out by members of the public,
patients, relatives or by members of staff. Violent or abusive behaviour will not be
tolerated, and decisive action will be taken by the ICB to protect staff and visitors.

Please refer to lone working procedures available on ICB intranet site and the
Violence Aggression and Abuse Management Policy.

Reporting of Security Incidents

All staff have a responsibility to report all crimes and breaches of security and
should refer to the Incident Reporting and Management Policy.

Reporting falls into the following categories:

e Assault or abuse of a staff member or visitor. All incidents of assault or
abuse must be reported through the incident reporting system and should be
reported as soon as practical after the incident. All physical assaults to staff
should be reported by the Manager through the incident reporting system
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(SIRMS). Visitors and staff should always be asked if they would like the police
to be involved.

e Where a security incident or crime is in progress it should be reported
immediately to the Police and the senior manager on site and advice sought from
the LSMS if required. The incident must be reported via the incident reporting
system (SIRMS) as soon as possible after the incident and passed on as per the
ICB Incident Reporting and Management Policy

e Where a criminal incident is discovered after the fact and the time of the
offence is not known, the incident must be reported as soon as the crime is
discovered and then dealt with in line with the ICB Incident Reporting and
Management Policy. The manager should then inform the police as it may be
necessary to obtain a crime reference number for insurance purposes etc.

e Where a security incident involved the theft of personal information this must
immediately be reported via SIRMS. Any theft or loss of data storage e.g.,
computer, laptop etc should all be reported in this way. Also, incidents where
systems are suspected of being compromised should be reported on SIRMS.

e Where a security incident involves the theft of patient identifiable information
this must be immediately reported via SIRMS. Any theft or loss of data storage
e.g., computer, laptop etc should all be reported via SIRMS the incident reporting
system. Also, incidents where systems are suspected of being compromised
should be reported to the ICB IT support desk.

e Where a security incident involved the theft of patient identifiable information
this mustimmediately be reported to the Senior Information Risk Owner, Caldicott
Guardian; Data Protection Officer and the Director of Corporate Governance,
Communications and Engagement (or nominated deputy). Any theft or loss of
data storage e.g., computer, laptop, should all be reported in this way as well as
via the incident reporting form.

e All cases of suspected fraud or corruption should be notified immediately to
the relevant director who will then give advice or arrange investigation of the
incident.

PREVENT Duty

The ICB should have due regard to compliance with the requirements of the Prevent
Duty guidance for England and Wales. With regards to security management this
will include:

e Using meeting request forms with relevant information detailing who to contact
should there be a concern if rooms or buildings are being used for
radicalisation/terrorism.

e Ensuring staff know which personnel to contact if there are concerns relating
to the use of the building - this will include contact details for the Governance
Manager H&S who has responsibility for Security within the ICB demised area
and to also ensure the Prevent Referral Pathway is followed if applicable.

e Ensure staff have received Prevent training as per Prevent Policy and that
staff report issues to relevant managers for escalation relating to terrorism and
radicalisation



e Have an identified Prevent Lead.

11. Implementation

4.1  This policy will be available to all staff for use in the circumstances described
on the title page.

4.2  All managers are responsible for ensuring that relevant staff within the ICB
have read and understood this document and are competent to carry out their
duties in accordance with the procedures described.

12. Training Implications

It has been determined that there are no specific training requirements associated
with this policy/procedure.

13. Related Documents

13.1 Other related policy documents
e Violence, Aggression and Abuse Management Policy
e Prevent Policy
e Lone Working Policy

13.2 Legislation and statutory requirements
e Health and Safety Executive (1974) Health and Safety at Work etc Act 1974.
London HSE.

14. Monitoring, Review and Archiving

14.1 Monitoring

The ICB Board will agree with the sponsoring Director a method for monitoring
the dissemination and implementation of this policy. Monitoring information will
be recorded in the policy database.

14.2 Review

14.2.1 The ICB Board will ensure that this policy document is reviewed in accordance
with the timescale specified at the time of approval. No policy or procedure will
remain operational for a period exceeding three years without a review taking
place.

14.2.2 Staff who become aware of any change which may affect a policy should advise
their line manager as soon as possible. The Executive Director (or nominated
deputy) will then consider the need to review the policy or procedure outside of
the agreed timescale for revision.

14.2.3 For ease of reference for reviewers or approval bodies, changes should be noted
in the ‘document history’ table on the front page of this document.



NB: If the review consists of a change to an appendix or procedure document,
approval may be given by the sponsor director and a revised document may be
issued. Review to the main body of the policy must always follow the original
approval process.

14.3 Archiving

The ICB Board will ensure that archived copies of superseded policy documents
are retained in accordance with the NHS Records Management Code of Practice
2021.



15. Equality Analysis

Equality Impact Assessment
Initial Screening Assessment (STEP 1)

As a public body organisation, we need to ensure that all our current and proposed
strategies, policies, services and functions, have given proper consideration to equality,
diversity and inclusion, do not aid barriers to access or generate discrimination against
any protected groups under the Equality Act 2010 (Age, Disability, Gender Reassignment,
Pregnancy and Maternity, Race, Religion/Belief, Sex, Sexual Orientation, Marriage and
Civil Partnership).

This screening determines relevance for all new and revised strategies, policies, projects,
service reviews and functions.

Completed at the earliest opportunity it will help to determine:
e The relevance of proposals and decisions to equality, diversity, cohesion and
integration.
e Whether or not equality and diversity is being/has already been considered for due
regard to the Equality Act 2010 and the Public Sector Equality Duty (PSED).
e Whether or not it is necessary to carry out a full Equality Impact Assessment.

Name(s) and role(s) of person completing this assessment:

Name: Lee Crowe
Job Title: Senior Governance Manager
Organisation: NECS

Title of the service/project or policy: Physical Security policy

Is this a;
Strategy / Policy BService Review [ Project OJ
Other Click here to enter text.

What are the aim(s) and objectives of the service, project or policy:
The aim of the policy is to ensure ICB considers Health and Safety along with its other

business objectives and to ensure that the ICB follows the details stipulated within H&S
Regulations.

Who will the project/service /policy / decision impact?
(Consider the actual and potential impact)
o Staff X

e Service User / Patients [

e Other Public Sector Organisations[]

e Voluntary / Community groups / Trade Unions [
e Others, please specify Click here to enter text.



Questions Yes | No
Could there be an existing or potential negative impact on any of the O
protected characteristic groups?

Has there been or likely to be any staff/patient/public concerns? O
Could this piece of work affect how our services, commissioning or O
procurement activities are organised, provided, located and by whom?

Could this piece of work affect the workforce or employment practices? O
Does the piece of work involve or have a negative impact on: O

e Eliminating unlawful discrimination, victimisation and harassment

e Advancing quality of opportunity

e Fostering good relations between protected and non-protected
groups in either the workforce or community

If you have answered no to the above and conclude that there will not be a

detrimental impact on any equality group caused by the proposed

policy/project/service change, please state how you have reached that conclusion

below:

The policy is a review of an existing policy and has received only minor updates. There is

no fundamental change to the content therefore the previous EIA which concluded ‘no

impact’ remains appropriate

If you have answered yes to any of the above, please now complete the

‘STEP 2 Equality Impact Assessment’ document

Accessible Information Standard

Yes

No

Please acknowledge you have considered the requirements of the
Accessible Information Standard when communicating with staff and
patients.

https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-
info-standard-overview-2017-18.pdf

Governance, ownership and approval

Please state here who has approved the actions and outcomes of the screening
Name Job title Date
Claire Riley Executive Director of June 2022
Governance,
Communications and
Innovation
Publishing

This screening document will act as evidence that due regard to the Equality Act 2010

and the Public Sector Equality Duty (PSED) has been given.



https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf

Schedule of Duties and Responsibilities

ICB Board The ICB Board has responsibility for setting the strategic
context in which organisational process documents are
developed, and for establishing a scheme of governance for
the formal review and approval of such documents.

Executive The Executive Committee is responsible for formal review

Committee and approval of organisational process documents.

Chief The Chief Executive has overall responsibility for the

Executive strategic direction and operational management, including
ensuring that ICB process documents comply with all legal,
statutory and good practice guidance requirements.

Management | All Directors, Managers and Supervisory Staff are

responsibility

responsible for the adherence and monitoring compliance
with this policy. In particular they shall ensure:

e Arrangements are in place to ensure the security of
premises and assets and the safety of staff, patients and
visitors taking all preventative measures to safeguard
people and property (including occupied but not owned by
the ICB).

e That risk assessments are in place and where significant
security risks exist local procedures are in place to
minimise or reduce the impact.

e That staff are aware of local and ICB security procedures
and the results of risk assessments by effective training
and communication.

e Security arrangements are reviewed following incidents
and ensure necessary changes in procedures are
implemented.

e Disciplinary procedures are initiated for staff who breach
security arrangements.

e That all criminal activities are reported to the Police and
that all security incidents are reported, and safeguard are
completed.

e That all staff are briefed with regard to their own personal
security and local procedures, and where appropriate, are
supported to attend security training.

e That all staff are issued with staff identification badges (ID
badges).

e That work areas under their control are operated in
accordance with this policy and any associated
procedures.

e That all breaches of security arrangements are
investigated and reported immediately in accordance with
laid down procedures.

e That all staff on leaving the ICB return their ID badges,
uniforms, keys and electronic passes.




e That rules with regard to confidential paperwork are
adhered to.

e That advice is sought, as appropriate, from the LSMS and
others where there is any doubt as to the standards that
are to be applied in adhering to this policy.

e That arrangements are in place to summon the Chief
Executive or appointed deputy directly in the event of any
serious incident occurring in the area under their control.

e That official visitors/contractors are issued with the
relevant visitor badge, and this is monitored to ensure
they are carried at all times when on ICB premises.

e That all security incidents are recorded using the ICB’s
incident reporting system.

e Thatany suspicion of fraud is reported to the local counter
fraud service.

e That aresponse is made at the earliest opportunity to any
request from employees for advice on security concerns.

e That appropriate support is given to staff involved in any
security related incident.

Employees’
responsibility

All employees have a duty to co-operate with the
implementation of this policy. In particular it should be
ensured:

e That they are vigilant and responsible in the workplace,
bringing to the attention of their immediate manager, as
appropriate, any suspicious activity they observe on ICB
premises.

e That they attend appropriate security training or
education.

e That they co-operate with managers to achieve the aims
of the security policy, highlighting any identified risks.

e That they complete incident report forms for all security
related incidents.

e Thatthey wear their staff identification badges at all times.

e That they report immediately to their departmental
manager any loss of or malicious damage to their own
patients.




All Staff

All

staff, including temporary and agency staff, are

responsible for:

Compliance with relevant process documents. Failure to
comply may result in disciplinary action being taken.
Co-operating with the development and implementation
of policies and procedures and as part of their normal
duties and responsibilities.

Identifying the need for a change in policy or procedure
as a result of becoming aware of changes in practice,
changes to statutory requirements, revised professional
or clinical standards and local/national directives, and
advising their line manager accordingly.

Identifying training needs in respect of policies and
procedures and bringing them to the attention of their line
manager.

Attending training / awareness sessions when provided.
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11

1.2

Introduction

The Integrated Care Board (ICB) has a Duty of Care under the Health & Safety at
Work Act (1974), The Management of Health and Safety at Work Regulations
(1999) and the Manual Handling Operations Regulations 1992 as amended 2002)
and is fully committed to safeguarding the health and safety of its staff.

The members of the ICB Board recognise they have a statutory duty towards the
safety of their employees and others working in or visiting their premises, including
patients, contractors and visitors who might be subject to moving and handling
risks.

Statistically it has been recognised within the NHS, that the major cause of skeletal
and muscular injuries to staff is due to inappropriate manual handling techniques,
use of inadequate equipment and in some instances a disregard of good practice
and local manual handling policies. It is also recognised that personal injuries to
health service staff arising out of manual handling operations can impose a severe
financial burden on the NHS.

This document sets out the ICB's approach to minimising the incidence of manual
handling injuries within its premises and the impact of manual handling on health
and wellbeing, delivery of service, the environment and property. It applies to all
ICB people, functions, actions and services. It is intended for all types of healthcare
buildings including those that perform administrative functions.

Status

This policy is a Health and Safety policy.

Purpose and Scope

1.2.1 The aim of this policy is to reduce the incidence of manual handling related injuries

and its associated costs, provide a safer environment for staff and ensure sufficient,
suitable equipment designed to reduce manual handling is available.

1.2.2 This document outlines the ICB Policy on Manual Handling which includes:

Avoiding the need for hazardous manual handling, so far as is reasonably
practicable;

Assessing the risk of injury from any hazardous manual handling that can't be
avoided; and

Reducing the risk of injury from hazardous manual handling, so far as is reasonably
practicable

1.2.3 The Policy details the responsibilities of specific individuals and groups for

implementing the Policy and supporting procedures.



3.1.

3.1.1

3.1.2

3.2

4.1

4.2

5.1

5.2

Definitions

Moving and Handling or Manual Handling is defined as any transporting or
supporting of a load by hand or bodily force, and includes lifting, putting down,
pushing, pulling carrying or moving. “Load” means any item or object that is being
transported or supported. The definition includes the handling of a person. So, for
example, the actions taken by a nurse to move a patient in a hospital, home or
clinic would constitute manual handling operations, as would an office worker
carrying files or equipment.

Policy for Moving and Handling
Risk Assessment - Manual Handling of objects

A risk assessment of all manual-handling activities must be undertaken before
commencement of the task.

The purpose of a risk assessment is to carry out a systematic analysis of all the
work undertaken by employees to identify manual handling operations and to
ascertain which of these pose a significant risk of injury. Factors to be considered
are the task, the load, the individual and the working environment including
available equipment (Further information is provided in Appendix A) and a risk
assessment form for assessing the manual handling of objects is provided in
Appendix B.

Back Care Treatment/Occupational Health

Any ICB staff member can self-refer to the Occupational Health Service.

Implementation
This policy will be available to all staff

All managers are responsible for ensuring that relevant staff within the ICB have
read and understood this document and are competent to carry out their duties in
accordance with the procedures described.

Training Implications

Appropriate mandatory training in manual handling techniques will be provided to all
staff. Training will be provided through ESR. Managers must ensure that staff
within their area of responsibility undertake this training.

Managers must ensure that all lifting equipment is used correctly. Training in the
use of equipment must be undertaken in the workplace so that staff feel safe using
the equipment and it should be incorporated into the statutory training programmes
provided for staff. Managers can arrange for the training to be provided in the
workplace by the manufacturer or may identify a member of staff to be trained and
then carry out cascade training for existing staff and any new staff. Record any
advice given.



5.3

5.4

6.1

6.2

7.1

7.2

7.21

7.2.2

7.2.3

Records of training will be held by the ICB via the ESR system. Managers will be
informed via ESR and an ICB nominated lead, of staff who have not attended their
mandatory training. Managers should then ensure staff undertake training as soon
as possible.

The frequency of manual handling training sessions is identified on the ESR
system.

Related Documents

Other related policy documents
ICB Health and Safety Policy

Legislation and statutory requirements

Health and Safety at Work Etc. Act 1974, HMSO.

Management of Health and Safety at Work Regulations 1999: Approved Code  of
Practice, L21 HSE Books.

Manual Handling Operations Regulations (amended 2002). Guidance on
regulations (revised 1998) London. HSE Publications (as amended).

Provision and Use of Work Equipment Regulation 1998 (PUWER): Approved

Code of Practice and Guidance L22, HSE Books.

Lifting Operations and Lifting Equipment 5. 1998 Regulations LOLER),

Approved Code of Practice and Guidance L113, HSE Books.

Monitoring, Review and Archiving
Monitoring

The ICB Board will agree a method for monitoring the dissemination and
implementation of this policy. Monitoring information will be recorded in the policy
database.

Review

The ICB Board will ensure that this policy document is reviewed in accordance with
the timescale specified at the time of approval. No policy or procedure will remain
operational for a period exceeding three years without a review taking place.

Staff who become aware of any change which may affect a policy should advise
their line manager as soon as possible. The Executive Director or nominated deputy
will then consider the need to review the policy or procedure outside of the agreed
timescale for revision.

For ease of reference for reviewers or approval bodies, changes should be noted in
the ‘version control’ table on the second page of this document.

NB: If the review consists of a change to an appendix or procedure document,
approval may be given by the Executive director, or nominated deputy, and a
revised document may be issued. Review to the main body of the policy must
always follow the original approval process.



7.3 Archiving

The ICB Board will ensure that archived copies of superseded policy documents are
retained in accordance with Records Management: NHS Code of Practice 2021.

8. Equality Impact Assessment
Initial Screening Assessment (STEP 1)

As a public body organisation, we need to ensure that all our current and proposed
strategies, policies, services and functions, have given proper consideration to equality,
diversity and inclusion, do not aid barriers to access or generate discrimination against
any protected groups under the Equality Act 2010 (Age, Disability, Gender Reassignment,
Pregnancy and Maternity, Race, Religion/Belief, Sex, Sexual Orientation, Marriage and
Civil Partnership).

This screening determines relevance for all new and revised strategies, policies, projects,
service reviews and functions.

Completed at the earliest opportunity it will help to determine:
e The relevance of proposals and decisions to equality, diversity, cohesion and
integration.
e Whether or not equality and diversity is being/has already been considered for due
regard to the Equality Act 2010 and the Public Sector Equality Duty (PSED).
e Whether or not it is necessary to carry out a full Equality Impact Assessment.

Name(s) and role(s) of person completing this assessment:
Name: Lee Crowe

Job Title: Governance Manager, H&S, Fire, Security
Organisation: NECS

Title of the service/project or policy: Moving and Handling policy

Is this a;
Strategy / Policy KService Review [ Project (I

Other Click here to enter text.

What are the aim(s) and objectives of the service, project or policy:
The aim of the policy is to ensure ICB considers Health and Safety along with its other
business objectives and to ensure that the ICB follows the details stipulated within H&S
Regulations.
Who will the project/service /policy / decision impact?
(Consider the actual and potential impact)

o Staff X

e Service User / Patients [

e Other Public Sector Organisations[]

e Voluntary / Community groups / Trade Unions []
e Others, please specify Click here to enter text.



Questions Yes | No
Could there be an existing or potential negative impact on any of the O
protected characteristic groups?

Has there been or likely to be any staff/patient/public concerns? O
Could this piece of work affect how our services, commissioning or O
procurement activities are organised, provided, located and by whom?

Could this piece of work affect the workforce or employment practices? O
Does the piece of work involve or have a negative impact on: O

e Eliminating unlawful discrimination, victimisation and harassment

e Advancing quality of opportunity

e Fostering good relations between protected and non-protected
groups in either the workforce or community

If you have answered no to the above and conclude that there will not be a

detrimental impact on any equality group caused by the proposed

policy/project/service change, please state how you have reached that conclusion

below:

The policy is a review of an existing policy and has received only minor updates. There is

no fundamental change to the content therefore the previous EIA which concluded ‘no

impact’ remains appropriate

If you have answered yes to any of the above, please now complete the

‘STEP 2 Equality Impact Assessment’ document

Accessible Information Standard

Yes

No

Please acknowledge you have considered the requirements of the
Accessible Information Standard when communicating with staff and
patients.

https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-
info-standard-overview-2017-18.pdf

Governance, ownership and approval

Please state here who has approved the actions and outcomes of the screening

Name Job title Date

Claire Riley Executive Director of June 2022
Corporate Governance,
Communications and
Involvement

Publishing

This screening document will act as evidence that due regard to the Equality Act 2010

and the Public Sector Equality Duty (PSED) has been given.



https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf

Schedule of Duties and Responsibilities

ICB Board The ICB Board has delegated responsibility for setting the strategic
context in which organisational process documents are developed, and
for establishing a scheme of governance for the formal review and
approval of such documents.

Executive The Executive Committee has delegated responsibility to the ICB Board

Committee for setting the strategic context in which organisational process

documents are developed, and for establishing a scheme of
governance for the formal review and approval of such documents. It is
responsible for monitoring compliance with the Moving and Handling

policy.

Chief Executive

The Chief Executive has overall responsibility for the strategic direction
and operational management, including ensuring that ICB process
documents comply with all legal, statutory and good practice guidance
requirements. In addition, the Chief Executive is required to have
appropriate health and safety policies and programmes of work in place
in order to improve and maintain procedures within the organisation’s
premises.

Executive
Director of
Corporate
Governance,
Communications
and Involvement

The Executive Director of Corporate Governance, Communications and

Involvement is responsible for Health and Safety and will lead in:

e Ensuring that moving and handling measures are implemented by
agreeing a programme of action for moving and handling, setting
objectives and monitoring their effectiveness and achievements.

e Ensuring that managers are familiar with moving and handling
procedures and implement them.

e Ensuring that appropriate advice is sought from the Senior
Governance Manager Commissioning Support or external agencies
whenever any modification to working practices is planned.

e Ensuring the generation and formulation of this policy.

e Identifying the appropriate process for regular evaluation of the
implementation and effectiveness of this policy.

e |dentifying the competencies required to implement this policy, and
either identifying a training resource or approaching Workforce
Learning and Development department within the Commissioning
Support Organisation for assistance.

¢ Notifying the Policy Co-Ordinator of any revisions to this document.

e Arranging for superseded versions of this document to be retained
in accordance with HSC 199/053 NHS Retention and Disposal
Schedule.




All line
managers

Heads of Service and managers are responsible for:-

e Ensuring the release of staff time to undertake Manual Handling
Training as set out in the Mandatory Training requirements for
commencing employment and at refresher training at appropriate
intervals;

e Ensuring that risk assessments of manual handling activities are
carried out and appropriate control measures put in place to
manage the risks as far as reasonably practicable. This may include
provision to provide appropriate equipment;

e Enabling staff to utilise their learning from the training when back in
their working environment;

e Determining that all agency staff and short-term staff, prior to
employment commencing manual handling activities, have received
Manual Handling Training.

e Identification and provision of moving and handling equipment
needs through assessment and practical evaluation of equipment
suitability and compatibility;

e Ensuring that moving and handling equipment is maintained in a
safe and serviceable working state. That its use remains
appropriate to the task for which it is intended, and that relevant
staff are trained and competent to operate the equipment in use in
line with the Provision and Use of Work Equipment Regulations
(PUWER) 1998 (7) and the Lifting Operations and Lifting Equipment
Regulations (LOLER) 1998 (8);

e |dentification of moving and handling risks by monitoring practices,
auditing department incident reports and thorough, prompt, accident
investigation and reporting to the Senior Governance Officer, Health
and Safety

e Maintaining a list of moving and handling equipment available for
staff to use, with information on where it is kept, how to access it
and any loan arrangements.

All Staff

ICB employees are responsible for actively co-operating with managers
in the application of this policy to enable the ICB to discharge its legal
obligations and in particular;

Regulation 5 of the Manual Handling Operations Regulations 1992 (as
amended) states that:

“‘Every employee while at work shall make full and proper use of any
system of work provided for his use by his employer in compliance with
Regulation 4(1)(b)(ii) of these regulations.”

All employees already have a duty under the Health and Safety at Work
Act 1974 to report any areas where they feel they are working at risk to
themselves, their colleagues

Shall ensure that:

e They take care of their own health and safety and that of others who
may be affected by their activities when involved in manual handling
operations;




They know their role in the implementation of the Moving and
Handling Policy and comply with the policy;

They participate in any training (including required updates) given in
manual handling principles relevant to their work prior to
undertaking any hazardous manual handling operations as part of
their duty. This training is mandatory;

They are competent in the use of, and do utilise any equipment that
has been provided to reduce the risk of injury in moving and
handling activities or other factors relating to this activity;

They bring to their manager’s attention any equipment that is
needed to reduce the potential risk of injury in moving and handling
operations or report any defects/problems in mechanical aids
relating to this activity;

They participate in the risk assessments of hazardous moving and
handling operations to determine measures to reduce the potential
risk of injury;

They report any change in working conditions, personnel involved in
moving and handling operations or a significant change in the
nature of the task or the load that may necessitate a review of the
risk assessment procedure;

They report to their managers any medical conditions (including
pregnancy) that might affect their ability to undertake manual
handling operations;

They report promptly to their managers any accidents and incidents
resulting from moving and handling operations and complete an
incident report form. They self-refer to Occupational Health if they
suspect their injury resulted from a manual handling operation.




Appendix A

Further Guidance for Manual Handling Operations & the Safety of
Equipment

The Manual Handling Operations Regulations 1992 (as amended) stipulates a
hierarchy of strategies with regard to handling:

Avoid or eliminate hazardous manual handling operations as far as is reasonably
practicable; this may be done by redesigning the task to avoid moving the load or by
automating or mechanising the process.

Assess a task where manual handling cannot be avoided, in a suitable and sufficient
manner; and

Reduce or control the risk as far as is reasonably practicable — particular
consideration should be given to the provision of mechanical assistance, but where
this is not practicable other improvements to the task, the load, and the working
environment should be explored.

Inform, instruct and train (to change behaviour) employees, supported by
supervision.

Review and re-assess tasks following any changes to ensure other risks are not
introduced.

Good manual handling risk assessment should include the:

e Task

e Individual

e Load

e Environment

Individual Capability

NB: There are no maximum weights that anyone can safely lift as everyone’s
capability is different. There is a wide range of physical capability amongst the
working population.

Lifting and Lowering

To obtain maximum capability when carrying out a manual handling operation that
involves lifting or lowering the object should be held at waist height and close into the
body. If the object is held at arm’s length, below the waist or above shoulder this will
result in a significant reduction in capability to safely lift or lower loads.



Equipment

It is accepted that in many cases the use of suitable handling equipment will greatly
reduce the occurrence of skeletal or muscular injury. Manual handling problems can
be exacerbated by inappropriate purchase of equipment, the lack of equipment, using
the wrong equipment or inappropriate training in the use of the equipment.

Chairs

All NHS equipment including chairs must conform to NHS Supplies requirements with
regards to fire retardancy, construction and covering.

Advice on the suitability of manual handling equipment can be obtained from the
Governance Manager (Health and Safety) within North of England Commissioning
Support Unit (NECS).



Appendix B

Manual Handling Risk Assessment — North East & North Cumbria ICB

Section A

Task description:

Operations covered by this assessment (detailed Control measures currently in use (e.g., deliveries brought to point of use):
description):

Location(s):
Equipment currently in use (e.g., trolleys, barrows, etc)

Personnel Involved (numbers, staff, contractor etc)

Re-assess the risk taking into consideration the control measures already in place
Likelihood of incident: Rare[ (1)  Unlikely[1(2) Possible [1(3) Likely[d(4) certainl1(5)

Consequence of incident: Negligible|:|(1) Minor|:|(2) Moderate|:|(3) Major |:|(4) CatastrophicD(S)

The numbers in the brackets are the risk score. Multiply the likelihood X consequence to achieve the risk score. Risk score ]

If the risk Score is 8 or over/ consequence is 4 or 5 go to section B. If the Score is less than 8 go to section C. Sign the
assessment at the end of section B




Section B - More detailed assessment, where necessary:

Questions to consider:

If yes, tick appropriate

level of risk

,_
o
=

Med

High

Problem occurring from the task
(Make rough notes in this column in

preparation for the possible remedial action

taken)

Possible remedial action (Possible changes to be
made to system/task, load, workplace/space,
environment. Communication that is needed)

The tasks - do they involve:
Holding loads away from trunk?
Twisting?

Stooping?

Reaching upwards?

Large vertical movement?

Long carrying distances?
Strenuous pushing or pulling?
Unpredictable movement of loads?
Repetitive handling?

Insufficient rest or recovery?

A work rate imposed by process?

The loads - are they:

Heavy?

Bulky/unwieldy?

Difficult to grasp?
Unstable/unpredictable?

Intrinsically harmful (e.g., sharp/hot)?

The working environment - are there:
Constraints on posture?

Poor floors?

Variations in levels?

Hot/cold/humid conditions?

Strong air movements?

Poor lighting conditions?

Restricted access and egress?

Individual capability - does the job:

e Require unusual capability?

e Hazard those with health problem?
e Hazard those who are pregnant?

o Call for special information/training?

(N A

N I

(N A

Other factors:

Is movement or posture hindered by clothing or

personal protective equipment?

Yes [] No[]




Section C — Remedial action to be taken

Remedial steps that should be taken, in order of priority: Person responsible for Target implementation Completed
implementing controls date YIN
1
2
3
4
5

Date by which actions should be completed................cooiiiiid

Risk score following remedial action taken: ..........................

Assessors Name:........oovvveiiiiiiiiiie e Signature:... ... Date of
assessment.........ccoeeeviin...
Date for 1st review of assessment:............ccoviiin.... Date of 2" revieW.......coveieieeiein, Date of 3




ACTIVITY
Task

'{‘

|

Ke e
S &

o

STOOPING

"

LIFTING HIGH

BENDING

LIFTING LOW
HIGH REACHING CARRYING TWISTING SIDEIAS PUSHING PULLING

YES NO YES NO YES NO YES NO YES NO YES NO YES NO YES NO YES NO YES NO YES NO

Individual

SEED FOR UNUSUAL TRAINING PPE TO BE MEDICAL CONDITION
STRENGTH, ETC REQUIRED WORN YEA OR HISTORY

ECCENTRIC
SHAPE

ABRASIVE

YES NO

4
L‘]A‘

YES NO YES NO YES NO

Other Factor
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1. Introduction

11

1.2

3.2

The aim of this policy is to ensure that the NHS Integrated Care Board (the ICB) meets its
statutory obligations in reducing the risks in relation to the provision and use of workplace
equipment and any equipment used in the course of any ICB employees' daily duties.

The Provision and Use of Work Equipment Regulations 1998 (PUWER 98) are made under the
Health and Safety at Work etc. Act 1974 (HSW Act) and came into force on 5 December 1998.
PUWER 98 brings into effect the non-lifting aspects of the Amending Directive to the Use of
Work Equipment Directive (AUWED). The primary objective of PUWER 98 is to ensure that
work equipment should not result in health and safety risks, regardless of its age, condition or
origin.

Status

This policy is a corporate policy.

Purpose and scope

This policy is available to all employees, volunteers contractors and any others identified as
being at risk.

The purpose is to:

e Enable the ICB to provide a safe working environment;
e Ensure that the appropriate risk assessments and control measures are in  place.

Definitions

There are no abbreviations, technical terms or acronyms within this policy.

Safe use of Work Equipment

Procurement

All equipment purchased for use in the ICB including work and lifting equipment, must be
procured in accordance with the organisation's Standing Financial Instructions and Procurement
Policy.

Equipment should be ordered via the Established Procurement Route, irrespective of the
funding source. Details regarding on-going maintenance and servicing must be agreed and
arranged at the time of purchase.

Equipment Risk Assessment and Suitability



3.3

3.4

4.1

4.2

7.1

There is a requirement under the Management of Health and Safety at Work Regulations 1999
(as amended) for a general risk assessment which may include:

e weather conditions and environment that the equipment is used in;
e selection of suitable work and lifting equipment and accessories for the tasks and
processes that make it possible to eliminate or reduce risks;

e safety measures that can be taken to make the use of equipment safer;
e the positioning of work and lifting equipment to make it safer.

Special Inherent Equipment Risks
Some equipment will have a specific risk associated with it and the manager must ensure that

use of that equipment is restricted to those individuals who have been trained and given the
task of using it.

Marking of Equipment Associated with Health & Safety Hazards

Where necessary equipment should be clearly marked in respect of any aspect relating to
health and safety.

Implementation
This policy will be available to all Staff.
All directors and managers are responsible for ensuring that relevant staff within their own

directorates and departments have read and understood this document and are competent to
carry out their duties in accordance with the procedures described.

Training Implications
It has been determined that there are no specific training requirements associated with this
policy/procedure.

Documentation

No related documents within this policy.

Monitoring, Review and Archiving
Monitoring
The ICB Board will agree with the Senior Governance Manager CSU a method for

monitoring the dissemination and implementation of this policy. Monitoring information will
be recorded in the policy database.



7.2

7.2.1

71.2.2

7.2.3

Review

The ICB Board will ensure that this policy document is reviewed in accordance with the
timescale specified at the time of approval. No policy or procedure will remain operational for a
period exceeding three years without a review taking place.

Staff who become aware of any change which may affect a policy should advise their line
manager as soon as possible. The Executive Director will then consider the need to review
the policy or procedure outside of the agreed timescale for revision

For ease of reference for reviewers or approval bodies, changes should be noted in the
‘document history’ table on the front page of this document.

NB: If the review consists of a change to an appendix or procedure document, approval may be given

7.3

by the Executive Director and a revised document may be issued. Review to the main body of
the policy must always follow the original approval process.

Archiving
The ICB Board Governing Body will ensure that archived copies of superseded policy

documents are retained in accordance with the NHS Records Management Code of Practice
2021.



Schedule of Duties and Responsibilities

ICB Board

The ICB Board has responsibility for setting the strategic context in
which organisational process documents are developed, and for
establishing a scheme of governance for the formal review and
approval of such documents.

Chief Executive

The Chief Executive has overall responsibility for the strategic
direction and operational management, including ensuring that ICB
process documents comply with all legal, statutory and good practice
guidance requirements.

Senior Governance
Manager CSU

The Senior Governance Manager will advise on:

e adaptions required to enable employees with a disability to
commence/remain in employment, including any adaptations
required for the safe use of equipment;

e advising managers on any work adjustments required for the safe
use of working equipment;

e advise on manual handling risk assessments for the safe use of work
equipment;

e incidents relating to the use of work equipment.

ICB Responsibilities

The ICB will ensure that:

e adequate resources are available to enable the organisation to
comply with the statutory duties of the Health and Safety at Work etc.
Act 1974, the Provision  and Use of Work Equipment Regulations
1998, Lifting Operations and Lifting Equipment Regulations 1998;

e adequate and suitable risk assessments are carried out for staff
required under the Management of Health and Safety at Work
Regulations 1999 and introduce control measures to eliminate or
minimise the risks;

e when selecting work equipment, the working conditions and the
risks to the health and safety of persons which exist in the premises or
how that work equipment is to be used and any additional risk posed by
its use are considered;

e that work equipment is so constructed installed or adapted as to be
suitable for purpose for which it is used or provided,

e the equipment is accompanied by suitable safety measures, e.g.,
protective devices, markings, warnings;

e work equipment is used only for operations for which, and under
conditions for which, it is suitable;

e only people who have received the relevant information, instruction
and training are permitted to use the equipment.




Is this meant to be a
separate section or
part of the above?

e work equipment is used only for operations for which, and under
conditions for which, it is suitable;

e only people who have received the relevant information, instruction
and training are permitted to use the equipment.

e An asset register of all equipment will be kept.

Managers#
Responsibilities

All Managers are responsible for the health and safety of the staff,
service users and workplaces. They must ensure when using equipment
at work:

e that appropriate training is provided;

e adequate supervision is provided,;

e that testing, maintenance, inspection, service and calibration of
equipment is in place;

e all equipment is assessed to identify significant risks to employees
and other persons;

e control measures are implemented to eliminate or reduce risks to a
minimum;

e assessments and controls are recorded and reviewed;

e safe working procedures are monitored and reviewed,

e staff are competent to use equipment supplied for their workplace
activities;

e that staff are familiar with the equipment, and it’s use;

e appropriate statutory signs relevant to the equipment used are
displayed;

e Any faulty equipment is removed from service and reported.

Employee's
Responsibility

All employees have a responsibility to:

only use equipment if they have had the appropriate training;

check workplace equipment prior to use;

report any defect, failure, hazard

ensure that they are familiar with any risk assessments;

use safe working procedures.

Co-operating with the development and implementation of

policies and procedures and as part of their normal duties

and responsibilities.

¢ Identifying training needs in respect of policies and
procedures and bringing them to the attention of their line
manager.

e Attending training / awareness sessions when provided.

e Itis the responsibility of all staff to report any defects of
equipment which pose a risk to their manager.




Commissioning
Support Staff.

Whilst working on behalf of the ICB CSU staff will be expected to comply
with all policies, procedures and expected standards of behaviour within
the ICB, however they will continue to be governed by all policies and
procedures of their employing organisation.




Appendix A — Equality Impact Assessment
Initial Screening Assessment (STEP 1)

As a public body organisation, we need to ensure that all our current and proposed strategies,
policies, services and functions, have given proper consideration to equality, diversity and inclusion,
do not aid barriers to access or generate discrimination against any protected groups under the
Equality Act 2010 (Age, Disability, Gender Reassignment, Pregnancy and Maternity, Race,
Religion/Belief, Sex, Sexual Orientation, Marriage and Civil Partnership).

This screening determines relevance for all new and revised strategies, policies, projects, service
reviews and functions.

Completed at the earliest opportunity it will help to determine:
e The relevance of proposals and decisions to equality, diversity, cohesion and integration.
e Whether or not equality and diversity is being/has already been considered for due regard to
the Equality Act 2010 and the Public Sector Equality Duty (PSED).
e Whether or not it is necessary to carry out a full Equality Impact Assessment.

Name(s) and role(s) of person completing this assessment:

Name: Lee Crowe
Job Title: Governance Manager, H&S/Fire/Security
Organisation: NHS North of England CSU

Title of the service/project or policy: Provision of Use of Work Equipment

Is this a;
Strategy / Policy RService Review [ Project (I
Other Click here to enter text.

What are the aim(s) and objectives of the service, project or policy:
The aim of the policy is to ensure the ICB considers Health and Safety along with its other business
objectives and to ensure that the ICB follows the details stipulated within H&S Regulations.

Who will the project/service /policy / decision impact?
(Consider the actual and potential impact)
e Staff
e Service User / Patients [
e Other Public Sector Organisations[]
e Voluntary / Community groups / Trade Unions []
e Others, please specify Click here to enter text.

Questions Yes | No
Could there be an existing or potential negative impact on any of the O

protected characteristic groups?
Has there been or likely to be any staff/patient/public concerns? O O




Could this piece of work affect how our services, commissioning or O O
procurement activities are organised, provided, located and by whom?
Could this piece of work affect the workforce or employment practices? O
Does the piece of work involve or have a negative impact on: O
e Eliminating unlawful discrimination, victimisation and harassment
e Advancing quality of opportunity
e Fostering good relations between protected and non-protected
groups in either the workforce or community

00

If you have answered no to the above and conclude that there will not be a detrimental impact
on any equality group caused by the proposed policy/project/service change, please state how
you have reached that conclusion below:

Click here to enter text.

If you have answered yes to any of the above, please now complete the
‘STEP 2 Equality Impact Assessment’ document

Accessible Information Standard Yes | No
Please acknowledge you have considered the requirements of the O O
Accessible Information Standard when communicating with staff and

patients.

https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-
info-standard-overview-2017-18.pdf

Governance, ownership and approval

Please state here who has approved the actions and outcomes of the screening
Name Job title Date
Claire Riley Director of Corporate June 2022
Governance,
Communications and
Involvement
Publishing

This screening document will act as evidence that due regard to the Equality Act 2010 and the Public
Sector Equality Duty (PSED) has been given.


https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf
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Scope
This policy is a corporate policy.
Purpose and Scope

For the purposes of this policy, the NHS Integrated Care Board
will be referred to as “the ICB”.

The ICB aspires to the highest standards of corporate behaviour and
clinical competence, to ensure that safe, fair and equitable procedures
are applied to all organisational transactions, including relationships
with staff and visitors and the use of public resources. In order to
provide clear and consistent guidance, the ICB will develop
documents to fulfil all statutory, organisational and best practice
requirements and support the principles of equal opportunity for all.

The aim of this policy is to reduce the risks, so far as it is
reasonably practicable, for staff.

This policy applies to all employees of the ICB and in particular deals
with the issue of violence, aggression and abuse against a member of
its staff by a member of the public (i.e., patient, member of the
patient’s family, member of the public etc.). If a member of staff feels
that they are experiencing any violence, aggression or abuse by
another member of staff, they should refer to the appropriate HR
policies.

All employees have a common law duty of care to co-operate with their
employer to comply with the ICB policy.

Definitions

The following terms are used in this document:

2.1

Violence

The ICB define acts of violence as:

"Any incident in which a member of staff is verbally abused, threatened
or assaulted by a patient or member of the public in circumstances
relating to his or her employment.” (Health and Safety Executive 1997)

This is a very broad definition of ‘violence’; however, it is important to
acknowledge that violence can be either physical or non-physical and
the two must be distinguished and recorded as different from one
another.



2.2

The Counter Fraud and Security Management Service define physical
assault “the intentional or unintentional application of force to the
person of another, without lawful justification, resulting in physical injury
or personal discomfort,” and non-physical assault as “the use of
inappropriate words or behaviour causing distress and/or constituting
harassment.”

Risk Assessment

Risk Assessment is a process of identifying what hazards exist in the
workplace and how likely it is that they will cause harm to employees
and others. It is the first step in deciding what prevention or control
measures need to be taken to protect staff from harm.

Management of Violence, Aggression and Abuse

3.1

3.11

3.1.2

3.1.3

Action to Be Taken When Physical Assault Has Taken Place on a
Member of Staff: (Counter Fraud and Security Management
Service Guidance)

Line Manager and police to be contacted immediately by the person
assaulted, or a relevant colleague.

The Director of Corporate Governance, Communications and
Engagement as the nominated Executive Lead, is to be contacted
as soon as practicable by the person assaulted, their line manager
or a colleague, and inform the ICB Governance lead and CSU
Senior Governance Manager

The Director of Corporate Governance, Communications and Engagement will:

e Contact, as soon as is reasonably practicable, the Senior
Governance Manager CSU with specific information on the
assault.

e Arrange for full co-operation to be given to police or the
Senior Governance Manager CSU and any subsequent
action.

e Ensure that details of the incident are recorded on the ICB’s
incident reporting system (SIRMS).

e Arrange for an acknowledgement of the report to be sent to the
injured party and copied to the line manager to ensure that the
necessary support arrangements, such as counselling and or
occupational health are offered. The acknowledgement should
state what action is being undertaken and the injured party should
be kept informed of the progress and outcome.



3.14

3.2

3.2.1

3.2.2

e Ensure that all possible preventative action is taken to minimise
the risk of a similar incident reoccurring.

e Keep the line manager appraised of situation

The line manager will:

e Contact the employee directly to offer support, e.g., ensure the
employee is aware of the counselling facilities available and the

services of the Local Security Management Specialist which is
provided by a third party via the CSU.

e Offer support on an on-going basis as appropriate.

Security Management Service Action upon a physical incident
occurring

The CSU Senior Governance will:

e Determine if the police are going to lead the investigation.

e If the police are handling the case, ensure that the case is regularly
monitored as to progress, make sure the person assaulted and the

ICB is kept updated, and ensure both are informed of any
outcomes.

e The Crown Prosecution Service (CPS) should undertake any
criminal prosecution if the police are handling the case.

e |If the police are not handling the case, with the victim’s consent
carry out initial investigations.

e Progress the investigation, including recording all details relating
to the investigation on a locally held file.

e Update the person affected by the physical assault and the
nominated Executive Lead on a regular basis, as to progress and
outcomes.

If the police are not handling the case or the Crown Prosecution
Service are unwilling to undertake a criminal prosecution, CSU Senior
Governance Manager will discuss with ICB, if appropriate to provide
advice and guidance on viability of a private prosecution.



3.2.3

3.3

33.1

3.3.2

The CSU Senior Governance Manager, if appropriate, will advise on
the viability of civil proceedings consultation with the ICB and the
person(s) subjected to the assault.

The procedure(s) for implementing this policy document are as follows:
e Managers to follow advice and guidance provided in Appendix B-G
Action Following Acts of Violence

Members of staff carrying out the act of violence.

Where a member of staff is alleged to have carried out an act of
violence, abuse or aggression this will be considered under the ICB
Disciplinary policies and procedures.

Where the patient, member of the public or relative initiates the
complaint then the ICB Complaints Policy may also be invoked.

Patients, relatives or members of the public who carry out the act of
violence

Where a patient, relative or member of the public is alleged to have
carried out an act of violence, abuse or aggression then the ICB reserves
the right to respond to the alleged incident, as deemed necessary in light
of the circumstances. The level of response will be dependent upon the
seriousness of the incident. The potential responses or actions available
to the ICB include:

verbal warnings

written warnings from the Chief Executive
police presence at consultations

criminal prosecution

civil prosecution

Implementation

4.1

4.2

This policy will be available to all staff.

All managers are responsible for ensuring that relevant staff within the
ICB have read and understood this document and are competent to
carry out their duties in accordance with the procedures described.

Training Implications

The training required to comply with this policy are:

All Managers must ensure that staff attend necessary events e.g.
e Conflict Resolution Training where required



6. Related Documents

6.1

6.2

Other related policy documents

Complaints Policy

Incident Reporting and Management Policy
Serious Incidents (SIs) Management Policy
SOP Lone Worker

Bullying and Harassment Policy

Grievance Policy

Legislation and statutory requirements

Cabinet Office (1974) Health & Safety at Work Etc. Act 1974.
London. HMSO.

Cabinet Office (1998) Human Rights Act 1998. London. HMSO.

Cabinet Office (1999) Management of Health & Safety at Work
Regulations 1999. London. HMSO.

Cabinet Office (2001) Freedom of Information Act 2001. London.
HMSO.

Cabinet Office (2006) Equality Act 2006. London. HMSO.

Cabinet Office (2007) Corporate Manslaughter and Corporate
Homicide Act 2007. London. HMSO

Cabinet Office (2008) Health & Safety Offences Act 2008 Amends
Section 33 (Prosecutions for criminal offences) of the Health and
Safety at Work Act 1974. London. HMSO.

7. Monitoring, Review and Archiving

7.1

7.2

Monitoring

The ICB Board will agree a method for monitoring the dissemination
and implementation of this policy. Monitoring information will be
recorded in the policy database.

Review

7.2.1 The ICB board will ensure that this policy document is reviewed

in accordance with the timescale specified at the time of
approval. No policy or procedure will remain operational for a
period exceeding three years without a review taking place.



7.3

7.2.2 Staff who become aware of any change including legislative
change which may affect a policy should advise their line
manager as soon as possible. The Executive Director will then
consider the need to review the policy or procedure outside of
the agreed timescale for revision.

7.2.3 For ease of reference for reviewers or approval bodies, changes
should be noted in the ‘version control’ table on the second page
of this document.

NB: If the review consists of a change to an appendix or
procedure document, approval may be given by the Executive
Director and a revised document may be issued. Review to the
main body of the policy must always follow the original approval
process.

Archiving
The ICB Board will ensure that archived copies of superseded policy

documents are retained in accordance with Records Management:
NHS Code of Practice 2021.



8. Equality Impact Assessment

Initial Screening Assessment (STEP 1)

As a public body organisation, we need to ensure that all our current and proposed strategies,
policies, services and functions, have given proper consideration to equality, diversity and inclusion,
do not aid barriers to access or generate discrimination against any protected groups under the
Equality Act 2010 (Age, Disability, Gender Reassignment, Pregnancy and Maternity, Race,
Religion/Belief, Sex, Sexual Orientation, Marriage and Civil Partnership).

This screening determines relevance for all new and revised strategies, policies, projects, service
reviews and functions.

Completed at the earliest opportunity it will help to determine:
e The relevance of proposals and decisions to equality, diversity, cohesion and integration.

e Whether or not equality and diversity is being/has already been considered for due regard to
the Equality Act 2010 and the Public Sector Equality Duty (PSED).
e Whether or not it is necessary to carry out a full Equality Impact Assessment.

Name(s) and role(s) of person completing this assessment:
Name: Lee Crowe

Job Title: Governance Manager, H&S/Fire/Security
Organisation: NECS

Title of the service/project or policy: Violence Aggression and Abuse Management policy

Is this a;
Strategy / Policy RService Review [ Project (I

Other Click here to enter text.

What are the aim(s) and objectives of the service, project or policy:
The aim of the policy is to ensure ICB considers Health and Safety along with its other business
objectives and to ensure that the ICB follows the details stipulated within H&S Regulations.

Who will the project/service /policy / decision impact?
(Consider the actual and potential impact)
e Staff

e Service User / Patients [

e Other Public Sector Organisations[]

e Voluntary / Community groups / Trade Unions [
e Others, please specify Click here to enter text.



¢ Eliminating unlawful discrimination, victimisation and harassment

e Advancing quality of opportunity

e Fostering good relations between protected and non-protected
groups in either the workforce or community

Questions Yes | No
Could there be an existing or potential negative impact on any of the O
protected characteristic groups?

Has there been or likely to be any staff/patient/public concerns? O
Could this piece of work affect how our services, commissioning or O
procurement activities are organised, provided, located and by whom?

Could this piece of work affect the workforce or employment practices? O
Does the piece of work involve or have a negative impact on: O

If you have answered no to the above and conclude that there will not be a detrimental impact
on any equality group caused by the proposed policy/project/service change, please state how

you have reached that conclusion below:

The procedure is a review of an existing procedure and has received only minor updates. There is no
fundamental change to the content therefore the previous EIA which concluded ‘no impact’ remains

appropriate.

If you have answered yes to any of the above, please now complete the

‘STEP 2 Equality Impact Assessment’ document

Accessible Information Standard

Yes

No

Please acknowledge you have considered the requirements of the
Accessible Information Standard when communicating with staff and
patients.

https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-
info-standard-overview-2017-18.pdf

Governance, ownership and approval

Please state here who has approved the actions and outcomes of the screening

Name Job title Date

Claire Riley Executive Director of June 2022
Corporate Governance,
Communications &
Involvement

Publishing

This screening document will act as evidence that due regard to the Equality Act 2010 and the Public

Sector Equality Duty (PSED) has been given.



https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf

Appendix A

Schedule of Duties and Responsibilities

ICB The ICB Board has responsibility for setting the strategic context in which

Board organisational process documents are developed, and for establishing a
scheme of governance for the formal review and approval of such
documents.

Executive The Executive Committee has delegated responsibility from the ICB Board

Committee for the development, review, approval and monitoring of organisational

process documents (such as policies).
It is responsible for monitoring compliance with the Violence, Aggression and
Abuse policy. It will ensure that any issues of significant risk are actioned

appropriately.

Chief Executive

The Chief Executive has overall responsibility for the strategic direction
and operational management, including ensuring that ICB process
documents comply with all legal, statutory and good practice guidance
requirements.

Director of
Corporate
Governance,
Communication
s and
Engagement

The Director of Corporate Governance, Communications and Engagement
as Executive Lead has responsibility for health and safety and will ensure
that appropriate strategies and systems are in place to manage the ICB’s
health and safety risks and will act as the lead person on security
management work in conjunctions with CSU Senior Governance Manager.

e As soon as is reasonably practicable contact the CSU Senior
Governance Manager with specific information on the assault.

e Ensure that the actions described in Appendix A & B are carried out.

e Ensure any necessary documentation in relation to incidents is carried
out.




All Managers

All managers are responsible for:

e Implementing this policy, the management of violence,
aggression and abuse and reviewing them accordingly.

e Ensuring that staff receive the necessary training, including conflict
resolution training, relevant to the level of identified risk.

e Managing any incidents or staff concerns that are reported to
them.

e Ensuring that violence and aggression hazards are adequately
identified, and relevant control measures put in place.

e Ensuring employees are involved in or aware of risk
assessments.

e Maintaining an awareness of advice and the support
available to reduce the risk.

e Ensuring that employees are aware of available means of
advice and support.

e Taking all reasonable steps to reduce the risk of both physical
and non-physical assault.

e Ensuring appropriate contact is maintained with the employee
following an incident.

e Ensuring that the employee is aware of counselling services
available and refer the employee where appropriate.

e Giving serious consideration to the concerns of employees.

e Ensuring that all incidents of physical and non- physical assault
are reported in line with the Counter Fraud and Security
Management Service guidance, including notifying the Executive
lead. See Appendix 2.

e Ensuring that potential violent/aggressive visitors are highlighted to
staff, other Team Managers and
where appropriate, other partner agencies.

All Staff

All staff, including temporary and agency staff, are responsible for:

e Compliance with relevant process documents such as lone
working. Failure to comply may result in disciplinary action being
taken.

e Co-operating with the development and implementation of policies
and procedures and as part of their normal duties and
responsibilities.

¢ ldentifying the need for a change in policy or procedure as a
result of becoming aware of changes in practice, changes to
statutory requirements, revised professional or clinical
standards and local/national directives, and advising their
line manager accordingly.

¢ Identifying training needs in respect of policies and procedures and
bringing them to the attention of their line manager.

e Attending training / awareness sessions when provided.




Appendix B

Action to be taken when physical assault has taken place on a

member of staff

Police to be contacted immediately by the person assaulted their manager or
relevant colleague.

The nominated Executive lead for the ICB is to be contacted as soon as
practicable by the person assaulted, their line manager or a colleague, and
inform the ICB Risk Lead.

The nominated Executive lead will:

contact, as soon as is reasonably practicable the CSU Senior
Governance Manager with specific information on the assault.

arrange for full co-operation to be given to police or the CSU Senior
Governance Manager and any subsequent action.

ensure those details of the incident are recorded on the ICB’s risk
management recording system.

arrange for an acknowledgement of the report to be sent to the injured
party and copied to the line manager to ensure that the necessary support
arrangements, such as counselling and or occupational health are offered.
The acknowledgement should state what action is being undertaken and
the injured party should be kept informed of the progress and outcome.

ensure that all possible preventive action is taken to minimise the risk of a
similar incident reoccurring.

keep the line manager informed of the on-going Local Security
Management Specialist’s situation.

The line manager will:

contact the employee directly to offer support, e.g., ensure the employee
is aware of the counselling facilities available and the services of the
Local Security Management Specialist.

offer support on an on-going basis as appropriate.



Security Management Service Action upon a physical incident occurring
provided by CSU

The Local Security Management Specialist will:
e determine if the police are going to lead the investigation.

e if the police are handling the case, ensure that the case is regularly monitored
as to progress, make sure the person assaulted and the ICB is kept updated,
and ensure both are informed of any outcomes.

e The Crown Prosecution Service (CPS) should undertake any criminal
prosecution if the police are handling the case.

e If the police are not handling the case, carry out initial investigations in
conjunction with the Counter Fraud and Security Management Service’s Legal
Protection Unit.

e Progress the investigation with all speed, including recording all details
relating to the investigation on a locally held file (using the standards in the
CFSMS OS Manual of Guidance).

e Update the person affected by the physical assault and the nominated
Executive lead of Security Management of the ICB on a regular basis, asto
progress and outcomes.

If the police are not handling the case or the Crown Prosecution Service are
unwilling to undertake a criminal prosecution, then the Counter Fraud and Security
Management Service’s Legal Protection Unit will, if appropriate, consider a private
prosecution.

NHS Protect Legal Protection Unit, if appropriate, will consider civil proceedings
consultation with the ICB and the person(s) subjected to the assault.



Appendix C
Action to be taken when a Non-Physical Assault has taken place

e where appropriate the police should be contacted, as soon as is practicable,
by the person subject to the non-physical assault, their manager or relevant
colleague.

e the seriousness of the incident should be taken into account in deciding
whether the police should be involved, but where the incident is believed to
fall into a racially or religious aggravated matter, then the incident should
always be reported to the police.

e the police should be given information about the assailant’s clinical condition
(if known), if this could be seen as a contributory factor leading to the non-
physical assault taking place, however, the presence of a clinical condition
should not necessarily preclude appropriate action being taken. This should
be a matter for the police and/or the ICB.

e the nominated Executive lead for the ICB must be contacted, as soon as
practicable, by the person suffering the abuse, their manager or relevant
colleague.

The nominated Executive lead the ICB will:

e liaise, co-operate with and monitor cases of non-physical assault that have
been referred to and are being handled by the police.

e where the matter has been reported to the police and the police have decided
not to pursue the matter, consider whether the ICB should consider/initiate
private prosecution and/or civil proceedings via the ICB’s Legal Service,
where appropriate.

e ensure that details of the incident are recorded on the ICB’s appropriate
incident reporting system to comply with Health and Safety legislation.

e ensure that an acknowledgement of the report is sent to the injured party and
ensure that any necessary support arrangements, such as counselling or
occupational health are offered. The acknowledgement should state that the
matter will be dealt with, that appropriate action will be taken and that the
particular member of staff will be appraised of progress and outcome.

e ensure the person subject to the non-physical assault is informed of the
outcome of any action taken



Appendix D
Advice/Guidance for Managers
This guide will not provide an answer to every situation, and your own experience
will be a crucial factor along with following the Policy in deciding appropriate action. It
will, however, hopefully increase awareness of the problem and provide practical
advice.

Why Must | Take Action?

Legislation
e The Health and Safety at Work Etc. Act 1974 requires employers to take

reasonable steps to ensure the health, safety and welfare of theiremployees
while at work

e The Management of Health and Safety at Work Regulations 1999 specifically
requires the assessment of risks to employees

Efficiency

The effects of violence can have serious operational costs and include: -
Sickness absence

Impaired performance

De-motivation of other employees

Negative effect on other stakeholders

Responsibility
e As a manager, you are the employer’s representative and thereby charged
with the execution of the employer’s responsibilities within your area of
control.

What Action Should | Take?

In considering what action to take, never accept violence as “part of the job”.

Assess the Risk

e Ensure a personal/Team risk assessment has been carried out please
refer to ICB H&S Risk Assessment SOP

e Consider the individual employee:
o Perpetrators being reported to appropriate authorities i.e., police
o Previous training/experience
o Previous incidents

¢ Monitor and analyse reported incidents



Reduce the Risk

In reducing the risk, several factors need to be considered.

Employees

Ensure that employees where applicable have provided with relevant
training and have access to a copy of this policy and the employee
guidance at Appendix D.

Consider training needs in the light of the level of risk faced.

Be willing always to offer support and advice and sources of advice (Health
and Safety Team, Local Security Management Specialist, Police) and ensure
that you communicate this to employees.

Never dismiss or ignore signs of apprehension.

Ensure that employees are aware that they are advised to leave dangerous
situations even when their task is not completed.

Encourage staff to adopt a “Customer First” approach, but never put
themselves at risk.

Assist employees in developing action plans (not necessarily a written
document but an understanding of what to do in particular situations).
Ensure that employees are aware of their responsibilities in supporting
colleagues.

Watch out for signs of bullying/intimidation.

Working Methods

Arrange appointment times to minimise risk:

o morning meetings where alcohol abuse is a potential problem

o avoid overlong delays by providing sufficient interval between
appointments

Minimise staff isolation in dangerous situations:

o limit visits to those, which are unavoidable

o arrange for employees to work in pairs in potentially dangerous situations

Ensure staff use the lone worker system in operation at the ICB and abide by

any risk assessments and local procedures.

Location

Arrange interview areas to provide an easy escape route and ready
support/back-up

Eliminate potential weapons wherever possible (any loose/moveable object is
a potential weapon)

Ensure that any reception/waiting areas are designed to minimise frustration
e.g.:

o comfortable seating

o soothing colours

o Mmagazines etc.

Ensure adequate lighting in and around buildings

Restrict public access to necessary areas

Provide door answering safeguards (e.g., viewers, chains, C.C.T.V.)

where appropriate



Utilise sources of advice on environmental issues e.g., Local
Security Management Specialist
Consider alternative locations for the provision of care where necessary

What Should | Do If an Incident Occurs?

Immediately

In all cases the victim should be treated with sensitivity and offered support by
managers and colleagues. Where particular anguish/trauma has been
suffered, they should be advised of the availability of counselling from their
General Practitioner or Occupational Health.

Ensure that the victim is not blamed for contributing to the incident (self-blame
is particularly common amongst victims of violence). Where you consider that
the victim’s actions may have contributed, this should be dealt with as a
training and development issue and not through criticism.

Call for professional medical help, if necessary.

Follow the procedure laid down on the policy and where necessary contact
the police if an assault has taken place.

Follow Up

At the earliest opportunity, ensure that any incidents are reported on the
ICB's Incident Reporting System (SIRMS)

Ensure and check that the incident is investigated appropriately.

In more serious cases, discuss with the individual whether he/she feels able
to return to particular work situations and consider what, if any, support,
advice or training might be beneficial.

In cases of harassment at work. Advisors are available to provide
counselling for the victim.

When an employee suffers actual physical injury, he/she might be entitled to
compensation through the Criminal Injuries Compensation Authority. The employee
can apply for such compensation by visiting www.gov.uk/claim-compenstation-
criminal-injury



Appendix E

Advice/Guidance for Employees

Although this information cannot provide a precise answer to every situation, it
should help to create a greater awareness of the problem as well as offering some
practical advice.

Before the encounter

Assess the risk
Look for factors which might indicate a high level of risk and require specific action.
Some “high risk” indicators are listed below:

The Client (the potential assailant)

background unknown/authenticity unsure

history of violence (the most important factor)

history of alcohol/drug abuse

previous threats (always take these seriously)

perceived victimisation (feelings of having been let down during previous

dealings)

e unrealistic expectations (likely to be severely disappointed by what you have
to say)

e change/uncertainty

e high level of stress (e.g., the loss of a close family member, home, job etc.)

You (the potential victim)

e close ongoing relationship with the individual

e seen as the source of his/her frustration

e apprehension (this can increase the level of tension. Understanding the risk
and taking steps to protect yourself can greatly reduce it)

e visits away from the work base

e male/female (both are vulnerable — women can be seen as easier targets -
men more legitimate ones)

e Do not ignore your own signs of apprehension (instinct, intuition)

Absence of these signs does NOT guarantee your safety

Take Action

Take basic precautions and where the level of risk appears to be high, take specific
preventative measures as identified in the risk assessment and use the lone worker
SOP.

Basic precautions
e Dbe sure that the customer/client is genuine before agreeing a visit
¢ when carrying out visits always leave a record of:
o Where you’re going - details — address etc
o Who you’re going to see
o Why you’re going (purpose of the visit)



o When you expect to return

e |If you don’tintend to return to base, arrange to contact someone and use and
regularly update the lone worker system.

e consider your escape route

e consider the level of risk and decide whether specific action is necessary

Specific preventative measures

e discuss concerns with your manager

e request support/backup where necessary

e maintain contact on visits (by the lone worker system and phone)

e if risks are unacceptable, see the customer/client at work where support is
more easily provided

e if meetings are likely to carry unacceptable risks, restrict/ control contact

e arrange morning meetings where there is a history of alcohol abuse.

e if a meeting takes place at work, ensure no loose objects can be used as
weapons

e arrange seating to allow escape in cases of emergency

During the encounter

Assess the risk
Look for signs of high risk and watch out for danger signals.

High Risk Indicators

any unexpected person

effect of alcohol/drugs

potential weapons (loose movable objects are potential weapons)
frustration caused by circumstances immediately before the encounter e.g.
o long delays

o noisy/crowded waiting areas

o re-direction from one place to another

e isolation - no colleagues nearby

Danger Signals (in the potential assailant)
These signals can be equally relevant whether given in a quiet, calm tone or shouted
in an angry manner —

Appearance:
o tearful
sweating
restless
staring - eyeball to eyeball confrontation
pale skin
obvious facial muscle tension



Posture:
e bodily nearness
e towering/threatening stance
e clenched hands
e folded arms

Speech:
e changed in tone, volume or pitch
e use of insults, threats or sarcasm, in particular, use of de-personalising
language
e (sexist/racist abuse and foul language)
e repetition of the same word or phrase

Victim Support & Counselling

Support should be offered by your direct line manager. This can include signposting
to counselling services and/or practical support such as help in seeking medical
attention, contacting family or friends, providing an opportunity to discuss the
incident and offering support during the investigation.

In cases where you have suffered particular anguish or trauma, your line manager
may advise you to seek counselling from your General Practitioner, the Occupational
Health service or an external counselling service.



Appendix F

Requirements for Reporting Incidents

All incidents, covered by the definition of violence, whether physical or non-
physical, must be recorded on the ICB’s Incident Reporting Management
System.

They must also be reported to the Police, where appropriate.

The legal requirement for reporting incidents falls under the Reporting of
Injuries, Diseases and Dangerous Occurrences Regulations 1995
(RIDDOR). These incidents would be reported by the CSU Senior
Governance Manager on behalf of the ICB

Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 1995

There is a legal requirement under RIDDOR 1995 to report certain specified
work- related incidents, either to the enforcing authority for the workplace or
to a central HSE reporting centre.

Accident/Incident Reporting

RIDDOR requires the specified responsible person, usually employers, to
report certain defined work-related accidents or incidents to the enforcing
authority. In summary, the accidents or incidents that are required to be
reported include:

o all fatalities
accidents resulting in any of the specified "major injuries”
certain defined work-related diseases
accidents resulting in employees being off work for more than three days
certain dangerous occurrences such as building collapses, gas
explosions, etc.

The accidents have to be reported to the Health and Safety Executive by the
quickest means within 10 days

How to make a report:

Guidance on how to report a RIDDOR incident can be obtained from the CSU
Governance Team via necsu.healthandsafety@nhs.net

Reporting Death or Major Injury

In the event of an accident arising out of a work activity which results in:
e the death or major injury to an employee or self-employed person on
work premises;
¢ the death of a member of the public; or
e a member of the public being taken to hospital


mailto:necsu.healthandsafety@nhs.net

then a report must be made to the police and the HSE Incident Contact Centre
further guidance would be provided by the CSU Senior Governance
Manager/LSMS.

Where the nature and severity of an injury is not immediately apparent, the
report required shall be submitted as soon as the nature of the condition is
confirmed.

Deaths to be reported include those where an employee dies within one year
as a result of an accident at work, whether or not this was reported at the
time of the original accident.

Major injuries are defined by reference to schedule 1 of the regulations to include:

e fractures other than fingers, thumbs and toes

e amputation (including surgical amputation following and accident)

e dislocation of shoulder, hip, knee or spine

e eye injury resulting in temporary or permanent loss of sight, by
chemical or hot metal burn, or penetrating injury

e unconsciousness caused by electric shock, exposure to a
hazardous substance, biological agent, or asphyxia

e any acute condition or illness resulting in loss of consciousness or
requiring resuscitation or admission to hospital for more than 24 hours

¢ illness requiring medical treatment related to exposure to a
hazardous substance.

Reporting Lost Time Injuries (over 7 day absence)

In the event of an accident arising out of a work activity which results in the
incapacity of an employee (or self-employed person working on the
premises) for more than seven consecutive days, then a report must be
made, by one of the methods described above, within ten days.

Three consecutive days does NOT include the day of the accident, but includes:
e any day on which the person was unable to fulfil his/her normal work duties
e weekends and days not normally worked when the injured person
was incapacitated.

This includes any act of non-consensual physical violence done to a person at
work. For full information on RIDDOR 1995 consult the guidance notes and
regulations.
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7. Introduction

7.1

7.2

121

The Integrated Care Board (ICB) aspires to the highest standards of
corporate behaviour and clinical competence, to ensure that safe, fair and
equitable procedures are applied to all organisational transactions,
including relationships with patients their carers, public, staff, stakeholders
and the use of public resources. In order to provide clear and consistent
guidance, the ICB will develop documents to fulfil all statutory,
organisational and best practice requirements and support the principles of
equal opportunity for all.

The NHS treats over one million patients every single day. The vast majority
of patients receive high standards of care however incidents do occur, and it
is important they are reported and managed effectively.

The ICB as commissioners of care seek to assure that all services which
may be commissioned meet nationally identified standards, which are
managed through the local contracting process. Compliance with Serious
Incident (SI) and Never Event (NE) reporting is a standard clause in all
contracts and service level agreements as part of a quality schedule.

The role of the ICB as commissioners is to gain assurance that incidents
are properly investigated, that action is taken to improve clinical quality,
and that lessons are learned in order to minimise the risk of similar
incidents occurring in the future. It is intended that intelligence gained
from Slis will be used to influence quality and patient safety standards for
care pathway development, service specifications and contract
monitoring.

The revised policy is intended to reflect the responsibilities and actions
for dealing with Sls and NEs and the tools available.

It outlines the process and procedures to ensure that Sls and NEs are
identified, investigated and learned from as set out in the Serious

Incident Framework 2015 and the revised Never Events policy and
framework 2018.

Status

This policy is a corporate policy.

Purpose and scope

The purpose of this policy is to identify what is meant by a Sl or NE and to

describe the role of the ICB when a Sl or NE occurs across a number of
organisations.



1.2.2

1.2.3

This policy aims to ensure that the ICB in its commissioner role complies
with current legislation and current national guidance from NHS England,
in particular the reporting, notifying, managing and investigating Sis and

NEs.

This policy applies to all employees of the ICB and is recommended for
adoption by independent contractors e.g., GPs, Dental Practitioners,
Optometrists and Pharmacists.

All NHS providers including Independent Healthcare Sector providers,
where NHS services are commissioned, need to comply with the ICB
reporting requirements within this policy, which reflects the Serious Incident
Framework 2015 and the Never Events policy and framework 2018

8. Definitions

The following terms are used in this document:

2.1

2.1.1

2.1.2

Definition of a Serious Incident & Never Event

Serious incidents (SIs) are events in health care where the potential for
learning is so great, or the consequences to patient, families and carers,
staff or organisations are so significant that they warrant our particular
attention to ensure these incidents are identified correctly, investigated
thoroughly and most importantly, learned from to prevent the likelihood
of similar incidents happening again. Sls can extend beyond incidents
that affect patients directly and include incidents that may indirectly
impact patient safety or an organisation’s ability to deliver ongoing
healthcare. Sls can be isolated, single events or multiple linked or
unlinked events signalling systemic failures within a commissioning or
health system. NHS England has produced an information resource to
support the reporting and management of serious incidents which can
be found in The SI Framework and supporting appendices (Appendix
1).

Whilst the definition of a Sl is quite broad, the following criteria outline the
type of incidents which should be included:

1. Unexpected or avoidable death of one or more people. This
includes:
e Suicide/self-inflicted death
e Homicide by a person in receipt of mental health care within the
recent past

2. Unexpected or avoidable injury to one or more people that has
resulted in serious harm.

3. Unexpected or avoidable injury to one or more people that requires
further treatment by a healthcare professional in order to prevent:



e The death of the service user

e Serious harm

e Actual or alleged abuse; sexual abuse, physical or psychological
ill-treatment or acts of omissions which constitute neglect,
exploitation, financial or material abuse, discriminative and
organisational abuse, self-neglect, domestic abuse, human
trafficking and modern day slavery.

4. Never Events - all Never Events are defined as serious incidents
although not all Never Events necessarily result in serious harm or
death. Further information can be found in Appendix 1

5. An incident (or series of incidents) that prevents, or threatens to
prevent, an organisation’s ability to continue to deliver an acceptable
guality of healthcare services, including (but not limited to) the
following:

e Failures in the security, integrity, accuracy or availability of
information often described as data loss and/or information
governance related issues (see Appendix 3 for further
information);

e Property damage

e Security breach/concern, Article 4 (12) of the General Data
Protection Regulations “Personal data breach” means a
breach of security leading to the accidental or unlawful
destruction, loss, alteration, unauthorised disclosure of, or
access to, personal data transmitted, stored or otherwise
processed.

e Cyber incidents: The Security of Network and Information
Systems Directive ("NIS Directive") requires reporting of
relevant incidents to the Department of Health and Social
Care (DHSC) as the competent authority from 10 May 2018.

e Incidents in population-wide healthcare activities such as
screening or immunisation programmes where the potential
for harm may extend to a large population;

e Inappropriate enforcement/care under the Mental Health Act
(1983),the Mental Capacity Act (2005) and Mental Capacity
(Amendment) Act 2019: including Mental Capacity Act,
Deprivation of Liberty Safeguards (MCA DOLS or Liberty
Protection Safeguards (LPS) when these come into effect
replacing DOLS in 2022

e Systematic failure to provide an acceptable standard of safe
care (this may include incidents, or series of incidents, which
necessitate ward/ unit closure or suspension of services); or

e Activation of Major Incident Plan (by provider, commissioner
or relevant agency)

6. Major loss of confidence in the service, including prolonged adverse
media coverage or public concern about the quality of healthcare or



an organisation.

All potential commissioner or independent contractor Sls should be reported
on the Safeguard Incident & Risk Management System (SIRMS) in the first
instance to be triaged for escalation via Strategic Executive Information
System (StEIS), Data Security and Protection Toolkit, CareCERT etc

2.2  Working with other Organisations/Sectors
2.2.1 Deaths in Custody

People in custody, including those detained under the Mental Health Act
(1983) or those detained under the police and justice system, are owed a
duty of care by relevant authorities. The obligation on the authorities to
account for the treatment of an individual is particularly stringent when
that individual dies.

Any death in prison or police custody will be referred to the Prison and
Probation Ombudsman (PPO) or the Independent Police Complaints
Commission (IPCC) who are responsible for carrying out the relevant
investigations. Healthcare providers must fully support these
investigations where required to do so.

In NHS Mental Health services, providers must ensure that any death of
a patient detained under the Mental Health Act (1983) is reported to the
CQC without delay. However, providers are responsible for ensuring that
there is an appropriate investigation into the death of a patient detained
under the Mental Health Act (1983) or where the Mental Capacity Act
(2005) applies. In circumstances where the cause of the death is
unknown and/or where there is reason to believe the death may have
been avoidable or unexpected then the death must be reported to the
provider's commissioner(s) as an Sl and investigated appropriately.

Where the deceased is subject to a Deprivation of Liberty Safeguards
(DoLS) authorisation, the coroner must always be informed, whether the
death was expected or not, a coroner’s officer will attend.

2.2.2 Serious Case Reviews and Safeguarding Adult Reviews

The Local Safeguarding Children Partnerships have the statutory
responsibility to commission a Child Safeguarding Practice Review when
specific criteria are met. The Local Safeguarding Adult Board now has a
statutory responsibility to commission a Safeguarding Adult Review in
certain circumstances.

Healthcare providers must contribute towards safeguarding reviews as
requested to do so by the Local Safeguarding Partnership/Board where it is
indicated that a serious incident has occurred. ICB Safeguarding Designated
Professionals will provide health leadership to review processes at a local
'Place’ level.



The interface between the serious incident process and local safeguarding
policies must therefore be articulated in the local multi-agency safeguarding
policy and protocol.

Further details on the procedure for the reporting and management of
safeguarding children/adults incidents can be found in Appendix 2.

2.2.3 Domestic Homicide Reviews

Where a Domestic Homicide is identified by the police, the Community
Safety Partnership (CSP) will consider whether the case meets the criteria
for a Domestic Homicide Review (DHR). Healthcare providers must co-
operate in this process. ICB Safeguarding Designhated Professionals will
provide health leadership to review processes.

2.2.4 Homicide by patients in receipt of mental health care

Where patients in receipt of mental health services commit a homicide,
NHS England will consider and, if appropriate, commission and
investigation. This process is overseen by NHS England’s Regional
investigation teams.

2.2.5 Serious Incidents in National Screening Programmes

There are a number of immunisation or screening programmes which
require a broader approach to handling incidents. NHS England is
responsible for the commissioning of local NHS screening services and
retain responsibility for the sign-off of any Sls reported by providers in this
area.

Further details on resources and guidance the management of incidents
within the screening programme can be found at:

https://www.gov.uk/government/publications/managing-safety-incidents-in-
nhs-screening-programmes

2.3 Information Governance and Cyber Security Serious Incidents requiring
Investigation

The General Data Protection Regulation (GDPR)/UK Data Protection Bill
imposes legal obligations on controllers to comply with the requirement to
report specific breaches to the Information Commissioner’s Office (ICO)
without undue delay and no later than 72 hours of becoming aware of such a
breach, where the breach is likely to result in a risk to the rights and freedoms
of individuals.

The GDPR/UK Data Protection Bill requires that a controller informs individuals
affected by a breach of their personal data of the breach without undue delay,
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where the breach is likely to result in a risk to the rights and freedoms of
individuals.

Any incident involving the actual or potential loss of personal information that
involves a high risk to the rights and freedoms of individuals should be
considered as potentially serious and advice should be sought from the 1G
service.

Where an IG incident impacts upon a patient’s rights and freedoms it must be
reported to the Clinical Quality team so they can report it through the STEIS
system as soon as possible (and no later than 24 hrs. after the incident during
the working week). These must be categorised in STEIS using the
“Confidential Information Leak/IG Breach” category. NHS England is
responsible for notifying the Department of Health of any category 3-5 incident
and will do this as soon as possible after they have been made aware of such
an incident (either through STEIS or other means).

There is no simple definition of an information governance serious incident.
The scope of an Information Governance Serious Incident may include:

e Breach of one of the principles of the Data Protection Act and/or the
Common Law Duty of Confidentiality, or the General Data Protection
Regulations.

e Unlawful disclosure or misuse of confidential data, recording or sharing
of inaccurate data, information security breaches and inappropriate
invasion of people’s privacy.

e Personal data breaches which could lead to identity fraud or have other
significant impact on individuals.

There are many possible definitions of what a Cyber incident is, for the
purposes of reporting the definition is anything that could (or has)
compromised information assets within Cyberspace. “Cyberspace is an
interactive domain made up of digital networks that is used to store, modify
and communicate information. It includes the internet, but also the other
information systems that support a businesses, infrastructure and services.”

These types of incidents could include:
Phishing emails

Denial of Service attacks

e Social Media Disclosures

e Web site defacement

e Malicious Internal damage

e  Spoof website

e  Cyber Bullying

NHS Digital has provided guidance for how Sis relating to information
governance and cyber security should be dealt with and should be
embedded within local process and procedures. The full guidance is
accessible at https://www.dsptoolkit.nhs.uk/Help/29



Individual organisations are responsible for following NHS Digital’s Guide to
the notification of data security and protection incidents. Incidents which
score Level 2 or above must be reported centrally via the Information
Governance Toolkit. If a CCG is unsure of the level of the incident, further
guidance can be sought from the Commissioning Support Unit's Information
Governance Team.

Breach reporting is now mandatory for all organisations. Notification and
subject communication requirements will include breaches that organisations
might not have notified under the previous data protection regime. The
traditional view that a data breach is only reportable when data falls into the
wrong hands is now replaced by a concept of a risk to rights and freedoms of
individuals under Article 33 of GDPR. Any security breach that creates a risk
to the rights and freedoms of the individual is a personal data breach and
could be natifiable to the ICO if it reaches a certain threshold. Any personal
data breach that could create a significant risk to the rights and freedoms of
an individual must be notified to the Information Commissioner via this
reporting tool. All personal data breaches will involve a breach of security at
some point in the processing and the additional use of this tool for NIS
incident reporting will save the health and social care sector time and effort
in reporting.

Any incident must be graded according to the significance of the breach and
the likelihood of those serious consequences occurring. The incident must
be graded according to the impact on the individual or groups of individuals
and not the organisation. It is advisable that incidents are reviewed by the
Data Protection Officer or Caldicott Guardian or the Senior Information Risk
Owner when determining what the significance and likelihood a data breach
will be. The significance is further graded rating the incident of a scale of 1-5.
1 being the lowest and 5 the highest. The likelihood of the consequences
occurring are graded on a scale of 1-5, 1 being a non-occurrence and 5
indicating that it has occurred.

Where the personal data breach relates to vulnerable group in society, as
defined below, the minimum score will be a 2 in either significance or
likelihood unless the incident has been contained. This will have the effect of
automatically informing the Information Commissioner if one of the other
axes scores above a 3. Further guidance can be sought from the
Commissioning Support Unit’s information governance team.

Consideration should always be given to informing patients/service users
when person identifiable information about them has been lost or
inappropriately placed in the public domain.

Loss of encrypted media should not be reported as an Sl unless the data
controller has reason to believe that the encryption did not meet the
Department of Health Standards that the protections had been broken or
were improperly applied.



2.4

3.1.1

3.1.2

3.2

3.21

3.2.2

3.2.3

3.24

3.2.5

https://digital.nhs.uk/data-and-information/looking-after-
information/data-security-and-information-governance/data-security-
and-protection-toolkit

Serious Incidents involving controlled drugs.

Sls that involve controlled drugs must also be notified to the North of
England Commissioning Support Medicines Optimisation Team and the
ICB Director of Medicines.

Reporting & Management of Serious Incidents

Independent Healthcare sector

The Independent Healthcare Sector (IHS) is subject to the same contractual
obligations for the reporting of Sls as other providers of NHS services. The
ICB should ensure that appropriate reporting arrangements are in place
with the IHS in relation to Sls where the provider is unable to directly report
an Sl onto StEIS (Appendix 5).

The commissioner of the service should ensure that IHS Sls are reported via
STEIS and investigated appropriately by the responsible provider.

Provider and Commissioner Responsibilities

Each Provider must nominate a single point of contact or lead officer for
managing their Sls.

Organisations should ensure that mechanisms are in place to
report all incidents meeting the criteria.

The Sl lead officer must report a Sl through STEIS within 2 working days of

identification of the incident as a SlI, completing all relevant sections. At this

stage it is important that any immediate learning and actions are included in
the initial report.

If appropriate, for example where a Sl is likely to generate
media interest, the Sl lead officer must liaise with the
organisation's communications team who will liaise directly
NHS England Communications team. The ICB communications
team should also be notified.

The organisation must then provide a 72hr report, which should
be sent to the NECS clinical quality team responsible for the
management of that provider Sl caseload on behalf of the
'Place’' commissioner. The report should include more
information regarding the event, immediate learning and how
the RCA will be conducted.


https://digital.nhs.uk/data-and-information/looking-after-information/data-security-and-information-governance/data-security-and-protection-toolkit
https://digital.nhs.uk/data-and-information/looking-after-information/data-security-and-information-governance/data-security-and-protection-toolkit
https://digital.nhs.uk/data-and-information/looking-after-information/data-security-and-information-governance/data-security-and-protection-toolkit

3.2.6

3.2.7

3.2.8

3.2.9

3.2.10

3.2.10

3.2.11

Under the Data Protection Act (2018) organisations need to be open and
transparent with regards to investigation processes unless there are
specific exceptions. Arrangements may need to be put in place to support
patients and family members through the investigation process and sharing
of the outcome of investigations. The appointment of a Family Liaison
Officer may be appropriate.

If an incident involves more than one NHS organisation, it is the
responsibility of the organisation where the incident took place to
formally report it through STEIS and to lead the investigation process. All
other additional organisations involved must contribute and fully cooperate
with the process in line with the agreed timescales. Where there is doubt
about who should report the incident then clarity must be sought through
the North of England Commissioning Support Clinical Quality Team.

Commissioners should help to facilitate discussions relating to who is the
most

appropriate organisation to take responsibility for co-ordinating the
investigation

process. Commissioners themselves should provide support in complex
circumstances. Where no one provider organisation is best placed to
assume responsibility for co-ordinating an investigation, the commissioner
may lead this

process. The Responsible Accountable Supporting Consulted and
Informed (RASCI) model should be completed in order to assign
accountability and ensure lines of communication are kept open and
responsibilities are clear.

Where an incident involves the independent sector or contracted
services, it is the role of the commissioner to report the Sl onto StEIS on
their behalf, however responsibility for investigation remains with the
provider.

This guidance must not interfere with existing lines of accountability and
does not replace the duty to inform the police and/or other organisations or
agencies where appropriate. Further guidance can be obtained from the
Department of Health publication Memorandum of Understanding:
Investigating Patient Safety Incidents June 2004 and accompanying NHS
guidance of December 2006. The need to involve outside agencies should
not impede the retrieval of immediate learning.

Certain Sls may also be subject to independent investigations conducted by
the Healthcare Safety Investigation Branch (HSIB), and this includes all
patient safety investigations of maternity incidents occurring in the NHS
which meet criteria for the Each Baby Counts programme.

Incidents in which the actions or omissions of a provider or its

employees have impacted or have had potential to impact on children
and/ or vulnerable adults must be investigated in conjunction with the
identified safeguarding lead and in accordance with related guidance.



3.2.12 Where an incident is subject to the involvement of a coroner, an
independent inquiry, serious case review or any safeguarding issues, this
should be highlighted clearly within the STEIS report as this may affect
closure date.

3.2.13 Organisations should undertake investigation procedures / root cause
analysis (RCA) as per organisation policy and submit to the responsible
body within the agreed timescales. An example for the contents of a report
and action plan can be found in Appendix 4. To ensure confidentiality all
reports submitted to the commissioners or NECS Clinical Quality Team
should be anonymous and sent via the agreed STEIS NHS-net account.
NECS will conduct a quality assurance check on all RCAs on behalf of the
commissioner in order to ensure the 20 day deadline is met.

3.3 Commissioner (ICB) Sls

3.3.1 If a Serious Incident has been identified as occurring within the ICB,
reporters should refer to the ICBs Incident Reporting and Management
Policy.

3.4 Independent Contractors

3.4.1 Once an Sl is identified, in a ICB commissioned service, the Independent
Contractors Procedure for the Reporting and Management of Serious
Incidents should be followed, or where applicable NHS England should be
notified (appendix 5).

3.4.2 Where a Sl raises professional concerns about a GP, local 'Place’
arrangements for assuring high standards of professional performance
should be invoked, where this is applicable, or NHS England notified.

3.4.3 Independent Contractors should have systems in place to ensure that
staff are supported appropriately following the identification of a Sl.

35 NHS Providers

3.5.1 Once an Sl is identified, the Providers’ Procedure for the Reporting and
Management of Serious Incidents should be followed (appendix 6)

3.5.2 Providers should have systems in place to ensure that staff are supported
appropriately following identification of a Sl

3.6 Independent Healthcare Sector Providers
3.6.1 Once an Sl is identified, the Procedure for the Reporting and Management of

Independent Healthcare Sector Serious Incidents should be followed
(Appendix 7).



3.7

3.7.1

3.7.2

3.7.3

3.7.4

3.8

3.9

3.8.1

3.8.2

Staff Involved in Serious Incidents

Serious incidents can be distressing for those involved.

The appropriate Director, Head of Service or Manager should ensure that
staff are supported at all stages of a S| with reference to ICB HR policies.

The appropriate Director, Head of Service or Manager are responsible for
ensuring that a de-briefing session occurs at an appropriate stage following
a Sl.

If, during the course of a Sl investigation it becomes apparent that a member
of staff may be subject to a disciplinary hearing, appropriate advice and
support should be taken via Human Resources and the relevant policy
followed.

Fair Blame

The ICB is committed to a policy of ‘fair blame’. In particular, formal
disciplinary procedures will only be invoked following an incident where:

There are repeat occurrences involving the same person where their
actions are considered to contribute towards the incident

There has been a failure to report an incident in which a member of staff
was either involved or about which they were aware (failure to comply with
organisation’s policy and procedure)

In line with the organisation and/or professional regulatory body, the action
causing the incident is removed from acceptable practice or standards, or
where

There is proven malice or intent

Fair blame means that the organisation:

Operates its incident reporting policy in a culture of openness and
transparency which fulfils the requirements for integrated governance
Adopts a systematic approach to an incident when it is reported and does
not rush to judge or ‘blame’ without understanding the facts surrounding it
Encourages incident reporting in the spirit of wanting to learn from things
that go wrong and improve services as a result

Information for Education and Training Organisations

In the event an incident involves a student or trainee, the relevant academic
institution will be notified by the NHS Trust/ICB as appropriate.

Where a Sl concerns the commissioning or provision of medical or dental

education or training, or a medical or dental trainee or trainees, there will be
appropriate communication between the ICB and Health Education England
(North East).



3.9

3.9.1

3.9.2

3.9.3

4.1

4.2

4.3

4.4

5.1

5.2

ICB Management & Closure of Serious Incidents

The ICB is responsible for quality assuring the robustness of its providers’
serious incident investigations and the action plan implementation undertaken
by their providers.

The ICB is responsible for evaluating investigations and gaining assurance
that the processes and outcomes of investigations include identification and
implementation of improvements that will prevent recurrence of serious
incidents.

In order to achieve this, the ICB has established the Serious Incident Panel
and the terms of reference can be found in Appendix 8.

Implementation

This policy will be available to all Staff for use in the circumstances described
on the title page.

ICB directors and managers are responsible for ensuring that relevant staff
within the ICB have read and understood this document and are competent to
carry out their duties in accordance with the procedures described.

The implementation of the detail of this policy is aligned into the full roll-out,
development and implementation of the incident module of the SIRMS across
the ICB and NECS.

This policy is reviewed at regular intervals to ensure that the implementation
of the processes contained in the policy are in line with the practical
experience of users of the SIRMS.

Training Implications

The sponsoring director will ensure that the necessary training or education
needs, and methods required to implement the policy are identified and
resourced or built into the delivery planning process. This may include
identification of external training providers or development of an internal
training process.

The level of training required in incident reporting and management varies
depending on the level and responsibility of the individual employee.



5.3

6.

6.1

6.2

The training required to comply with this policy is key to the successful
implementation of the policy and embedding a culture of incident reporting
and management in the organisation. Through a training and education
programme, staff will have the opportunity to develop more detailed
knowledge and appreciation of the role of incident reporting and
management. Training and education will be offered through a rolling
programme of incident reporting and management training.

Documentation

Other related policy documents.

e Serious Incident Framework (March 2015)
e Revised Never Events Policy and Framework (March 2015)

Best practice recommendations

e Managing Safety Incidents in National Screening Programmes (October
2015)

e Health and Social Care Information Centre; Checklist Guidance for
Reporting, Managing and Investigating Information Governance and
Cyber Security Serious Incidents Requiring Investigation

7. Monitoring, Review and Archiving

7.1

7.2

7.2.1

7.2.2

Monitoring

The ICB Board will agree with the Chief Executive a method for
monitoring the dissemination and implementation of this policy.
Monitoring information will be recorded in the policy database.

The Executive Director will ensure that each policy document is reviewed in
accordance with the timescale specified at the time of approval. No policy or
procedure will remain operational for a period exceeding three years without
a review taking place.

Review

The ICB Board will ensure that this policy document is reviewed in
accordance with the timescale specified at the time of approval. No policy
or procedure will remain operational for a period exceeding three years
without a review taking place.

Staff who become aware of any change which may affect a policy should
advise their line manager as soon as possible. The Executive Director will
then consider the need to review the policy or procedure outside of the
agreed timescale for revision.



7.2.3 For ease of reference for reviewers or approval bodies, changes should be

7.3

noted in the ‘document history’ table on the front page of this document. (

NB: If the review consists of a change to an appendix or procedure
document, approval may be given by the sponsor director and a revised
document may be issued. Review to the main body of the policy must
always follow the original approval process.

Archiving

The ICB Board will ensure that archived copies of superseded policy
documents are retained in accordance with the NHS Records Management
Code of Practice 2021.



Annex A

Schedule of Duties and Responsibilities

Through day to day work, employees are in the best position to recognise any
specific fraud risks within their own areas of responsibility. They also have a duty to
ensure that those risks, however large or small, are identified and eliminated. Where
it is believed fraud, bribery or corruption could occur, or has occurred, this should be
reported to the CFS or the chief finance officer immediately.

ICB Board / ICB
Quality/Governanc
e/Safety
Committee

Has delegated responsibility to the ICB Board for setting the
strategic context in which organisational process documents
are developed, and for establishing a scheme of governance
for the formal review and approval of such documents.

Accountable
Officer

The accountable officer has overall responsibility for the
strategic direction and operational management, including
ensuring that ICB process documents comply with all legal,
statutory and good practice guidance requirements.

The Chief Officer has responsibility for ensuring that the ICB
has the necessary management systems in place to enable
the effective management and implementation of all risk
management and governance policies and delegates the
responsibility for the management of Sis to the Executive
Director of ?Nursing?

Senior Clinical
Quality Manager

The Senior Clinical Quality Manager, NECS, will ensure that the
policy is updated according to the agreed timetable for review, or
whenever significant changes occur in the statutory frameworks

Nnvinvrnine at

Commissioning
Support Staff.

Whilst working on behalf of the ICB NECS staff will be expected
to comply with all policies, procedures and expected standards
of behaviour within the ICB, however they will continue to be
governed by all policies and procedures of their employing
organisation

Clinical Quality
Team (NECS)

Will ensure that the Serious Incident Policy is implemented
operationally and according to the internal Standard Operating
Procedures governing the use of StEIS, SIRMS and other
systems and processes to enable the effective administration
and management of all Sls.




All Staff

All staff, including temporary and agency staff, are responsible

for:

Compliance with relevant process documents. Failure to
comply may result in disciplinary action being taken.
Co-operating with the development and implementation
of policies and procedures and as part of their normal
duties and responsibilities.

Identifying the need for a change in policy or procedure
as a result of becoming aware of changes in practice,
changes to statutory requirements, revised professional
or clinical standards and local/national directives, and
advising their line manager accordingly.

Identifying training needs in respect of policies and
procedures and bringing them to the attention of their
line manager.

Attending training / awareness sessions when provided.




Annex B

Equality Impact Assessment
Initial Screening Assessment (STEP 1)

As a public body organisation, we need to ensure that all our current and proposed
strategies, policies, services and functions, have given proper consideration to
equality, diversity and inclusion, do not aid barriers to access or generate
discrimination against any protected groups under the Equality Act 2010 (Age,
Disability, Gender Reassignment, Pregnancy and Maternity, Race, Religion/Belief,
Sex, Sexual Orientation, Marriage and Civil Partnership).

This screening determines relevance for all new and revised strategies, policies,
projects, service reviews and functions.

Completed at the earliest opportunity it will help to determine:

e The relevance of proposals and decisions to equality, diversity, cohesion and
integration.

e Whether or not equality and diversity is being/has already been considered
for due regard to the Equality Act 2010 and the Public Sector Equality Duty
(PSED).

e Whether or not it is necessary to carry out a full Equality Impact Assessment.

Name(s) and role(s) of person completing this assessment:
Name: Gregor Miller

Job Title: Senior Clinical Quality Manager

Organisation: NECS

Title of the service/project or policy: ICB Serious Incident Policy

Is this a;
Strategy / Policy KService Review [ Project (I

Other Click here to enter text.

What are the aim(s) and objectives of the service, project or policy:

This policy aims to ensure that the ICB as Commissioners comply with current
legislation as well as current national guidance, NHS England guidance and
requirements with regard to accident/incident reporting generally, but in particular
reporting, notifying, managing and investigating Serious Incidents and Never Events.

Who will the project/service /policy / decision impact?
(Consider the actual and potential impact)

Staff

Service User / Patients [J

Other Public Sector OrganisationsX

Voluntary / Community groups / Trade Unions [



e Others, please specify Click here to enter text.

Questions Yes | No
Could there be an existing or potential negative impact on any of the O
protected characteristic groups?
Has there been or likely to be any staff/patient/public concerns? O
Could this piece of work affect how our services, commissioning or O
procurement activities are organised, provided, located and by whom?
Could this piece of work affect the workforce or employment practices? O
Does the piece of work involve or have a negative impact on: O

¢ Eliminating unlawful discrimination, victimisation and harassment

e Advancing quality of opportunity

e Fostering good relations between protected and non-protected

groups in either the workforce or community

If you have answered no to the above and conclude that there will not be a
detrimental impact on any equality group caused by the proposed
policy/project/service change, please state how you have reached that

conclusion below:

No detrimental impact identified

If you have answered yes to any of the above, please now complete the

‘STEP 2 Equality Impact Assessment’ document

Accessible Information Standard

Yes | No

patients.

Please acknowledge you have considered the requirements of the O
Accessible Information Standard when communicating with staff and

https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-

info-standard-overview-2017-18.pdf

Governance, ownership and approval

Please state here who has approved the actions and outcomes of the screening

Name

Job title

Date

David Purdue

ICB Chief Nurse

June 2022

Publishing

This screening document will act as evidence that due regard to the Equality Act
2010 and the Public Sector Equality Duty (PSED) has been given.



https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf

Appendix 1
SERIOUS INCIDENT FRAMEWORK 2015/16 &
FREQUENTLY ASKED QUESTIONS

Serious Incident Framework 2015
https://www.england.nhs.uk/patient-safety/serious-incident-framework/

Serious Incident Framework 2015 FAQs

Never Events Policy and Framework 2018
https://improvement.nhs.uk/documents/2265/Revised Never Events policy and fra
mework FINAL.pdf

Never Events List 2018
https://improvement.nhs.uk/documents/2266/Never Events list 2018 FINAL v5.pdf

Never Events Policy Framework FAQs



https://www.england.nhs.uk/patient-safety/serious-incident-framework/
http://www.england.nhs.uk/wp-content/uploads/2015/03/serious-incident-framwrk-15-16-faqs-fin.pdf
http://www.england.nhs.uk/wp-content/uploads/2015/03/never-evnts-list-15-16.pdf
https://improvement.nhs.uk/documents/2266/Never_Events_list_2018_FINAL_v5.pdf
http://www.england.nhs.uk/wp-content/uploads/2015/03/nepf-faqs.pdf

Appendix 2

PROCEDURE FOR THE REPORTING AND MANAGEMENT OF
SAFEGUARDING CHILDREN/ADULTS INCIDENTS

**Link to, or embedded policy/procedure document for ICB Safeguarding SOP**



Appendix 3

Checklist Guidance for Reporting, Managing and Investigating
Information Governance and Cyber Security Reportable Incidents

It is essential that all Information Governance reportable data security and protection
incidents which occur in Health, Public Health and Adult Social Care services are
reported appropriately and handled effectively.

The purpose of this guidance is to support Health, Public Health and Adult Social
Care service commissioners, providers, suppliers and staff in ensuring that:

The management of reportable I1G incidents conforms to the processes and
procedures set out for managing all Serious Incidents Requiring Investigation
as well as the NHS Digital Guide to the Notification of Data Security and
Protection Incidents;

There is a consistent approach to evaluating IG reportable incidents;

The ICO must be notified of all reportable Incidents within 24 hours of
becoming aware of them;

Any affected data subjects / individuals are appropriately informed;

Early reports of reportable incidents are sufficient to decide appropriate
escalation, notification and communication to interested parties;

Appropriate action is taken to prevent damage to patients, staff and the
reputation of Healthcare, Public Health or Adult Social Care;

All aspects of a reportable incident are fully explored and ‘lessons learned’ are
identified and communicated; and

Appropriate corrective action is taken to prevent recurrence
Caldicott 2 recommendations (accepted by the Government) are addressed.

The National Data Guardian for Health and Care Review of Data Security,
Consent and Opt-Outs standards are met;

There is transparent reporting of incidents

Contractual obligations are adhered to with regards to managing, investigating
and reporting reportable incidents in a standardised and consistent manner,
including reporting to Commissioners.



Appendix 4
EXAMPLE TEMPLATE

Guidance on Serious Incident Report and Action Plan

The report into Serious Incidents and the associated action plan should cover the
following minimum information. Further work is under way with local organisations
to develop and agree a common template

Report
o Introduction
o Constitution and investigation procedure
. Membership of the investigation team
o Terms of reference
o Background information

o Chronology

. Findings — to be identified against each of the terms of reference
o Conclusions
o Root cause(s)
o Lessons learnt
o Recommendations
Action Plan
o Clearly set out which fall from the recommendations
o What needs to happen to achieve the outcome
o Identified title of who is responsible for the action
. Specific timescales on-going except where incorporated in to

the Trust's everyday business for example the organisation's
annual programme of audit.

Root cause analysis tools to assist organisations in their investigation can be
found at:

http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/



http://www.nrls.npsa.nhs.uk/resources/collections/root-cause-analysis/

Appendix 5

Procedure for the Reporting and Management of Independent
Contractor/Commissioned Service Sls Only

Incident Reported
internally by IC

Sl Identified

L

Sl Information sentto NECS CQ
team

i

NECS complete STEIS form an
behalf of IC

L

T2 hr Report
complete/submitted by
IC

STEIS triggers relevant CCG
Leads/Acknowledgement letter sent
toIC

— \L‘

Lead at IC submits RCA and action
plan within 60 days or 26 weeks

RCA acknowledged by NECS.
Reviewed by NECS CQICCG Sl

Panel
Report Panel request further
satisfactory information/Assurance from |C

Sl closed on STEIS/Claosure letter
sentto IC by NECS CQ Team




Appendix 6

Procedure for the Reporting and Management of NHS Provider Sls

Only

Incident, complaint,
whistleblowing etc

. Sl Identified

Sl lead in provider organisation reports Sl
on STEIS. Trigger email sent from STEIS
to NECS Clinical Quality team

\4

NECS Clinical Quality team review serious incident report on
STEIS (72 hour report to be submitted by provider)

Advice can be
sought from

A

NECS send acknowledgement letter to provider CEO, with a
copy sent to the NECS Sl inbox

\ 4

NECS Clinical Quality Manager meets regularly with Provider
PSM to discuss progress of open Sls.

Y

Provider investigates incident and takes the RCA report and
action plan through internal quality assurance and approval
processes

A

NECS will request an update
if RCA report not received
within agreed timescales.

Y

Once approved the provider sends RCA report and action
plan to the NECS Clinical Quality team NHS email account
within the agreed timescales, for consideration for closure.

Y

relevant leads, if
required

CCGI/NECS Quality Lead consider the provider RCA report
(via Sl panel) and action plan against the S| checklist with a
view to closure.

Y

Not Approved
for Closure

\ 4

Approved for
Closure

Provider completes actions
identified and forwards
revised report or completed
action plan to NECS for
closure of SI.

Y

If closure approved, closure
letter sent to CEO of provider
organisation

If closure not approved, letter sent to Accountable Officer,
acknowledging report and explanation of why closure not
approved e.g., request for further action/notification of

actions complete etc.

\4

Sl closed on the CCG records
(SIRMS) and on STEIS by NECS




Appendix 7 Procedure for The Reporting and Management of
Serious Incidents Independent Healthcare Sector (IHS) Providers

Incident Reported
internally by IHS

Sl Identified

!

Sl Information sentto NECS CQ
team

)

NECS complete STEIS form on
behalf of IHS

)

STEIS triggers relevant CCG
Leads/Acknowledgement letter sent

to IHS
72 hr Report 7
complete/submitted by
IHS Lead at IHS submits RCA and
action plan within 60 days or 26
weeks
J;

RCA acknowledged by NECS.

Reviewed by NECS CQ/CCG SI
Panel

Report Panel request further
satisfactory information/Assurance fromIHS

©

l Sl closed on STEIS/Closure letter l
] sentto IHS by NECS CQ Team l




Appendix 8
Serious Incident Review Panel
Terms of Reference

**To be determined**
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1. Introduction, Aims and Objectives

1.1  For the purposes of this policy, the North East and North Cumbria Integrated Care
Board (NENCICB) will be referred to as “the ICB”, in relation to the 'corporate
body

In 2020/21 the Department for Health and Social Care spent £192 billion. This
money is used to fund a wide range of health and care services, including GP
services, ambulance, mental health, community and hospital services, which are
commissioned by the NHS, and public health. It also funds some social care
services, which are mainly commissioned by local authorities. £2.5 billion of the
Department for Health and Social Care’s budget is spent on administration costs
for the department and the health and care system, such as departmental
running costs, regulatory costs, and business services, e.g., the NHS payroll.
The total budget for 2020/21 was more than £50 billion higher than in 2019/20
because of the Covid-19 pandemic. The funds raised through the Health and
Care Levy and other additional funding commitments will see the department’s
budget reach more than £170 billion a year from 2022/23".

1.2  The purpose of this policy is to ensure exemplary standards of business conduct
are adhered to by Board members, committee and sub-committee members
and employees of the Integrated Care Board (ICB) (as well as individuals
contracted to work on behalf of the Board or otherwise providing services
or facilities to the ICB such as those within commissioning support services).
Throughout this Policy individuals will be aware of their own responsibilities
as well as the ICB's responsibilities as a corporate body. The Policy also sets
out the responsibilities of the ICB as an employer, taking account of the
individual and corporate obligations set out in the Bribery Act 2010.

1.3 The policy draws attention to the consequences of non-compliance with its
requirements, which may include disciplinary action and/or legal action.

1.4  The production of this policy draws on the wide range of guidance issued over
the years for NHS bodies.

1.5 This policy does not apply to independent and private sector organisations,
general practices, social enterprises, community pharmacies, community dental
practices, optical providers, local authorities — who are subject to different
legislative and governance requirements. However, they would be required to
comply with the requirements to declare interests should they be a member of the
Board or any of its sub-committees or working groups.

1 https://www.kingsfund.org.uk/audio-video/key-facts-figures-
nhs#:~:text=In%202020%2F21%20the%20Department,the%20NHS%2C%20and%20public%20health.
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Guidance and Legal Framework

The NHS Management Executive published guidance, “Standards of business
conduct for NHS staff”, (HSG (93) 5), which remains extant and provides specific
guidance on:

e The standards of conduct expected of all NHS staff where their private
interests may conflict with their public duties; and

e The steps which NHS employers should take to safeguard themselves and
the NHS against conflicts of interest.

Specifically, it makes it clear that it is the responsibility of staff to ensure that
they are not placed in a position which risks, or appears to risk, conflict between
their private interests and their NHS duties.

The Department of Health’'s document, “Code of Conduct for NHS Managers”,
(October 2002), provides guidance on core standards of conduct expected of
NHS Managers to act in the best interests of the public and patients/clients to
ensure that decisions are not improperly influenced by gifts or inducements.
Professional Codes of Conduct governing health care professionals are also
pertinent. Similarly, the General Medical Council’s guidance, “Leadership and
management for all doctors” (March 2012), details the standards and
expectations required of clinicians in leadership and management positions.

The ICB should observe the principles of good governance as set out in:

e The Nolan Principles on Conduct in Public Life

e The Good Governance Standards for Public Services (2004), Office for
Public Management (OPM) and Chartered Institute of Public Finance and
Accountancy (CIPFA) sets out the principles of good governance.

The seven key principles of the NHS Constitution

The Equality Act 2010

The UK Corporate Governance Code

NHS England: Managing Conflicts of Interest in the NHS: Guidance for staff
and organisations (February 2017)

The Bribery Act 2010 came into force on 1 July 2011 and repeals previous
corruption legislation. The Act has introduced the criminal offences of offering
and receiving a bribe. It also places specific responsibility on organisations to
have in place adequate procedures to prevent bribery and corruption taking
place. This policy should be read in-conjunction with the ICB's Counter Fraud,
Bribery and Corruption policy.

Bribery can generally be defined as offering, promising or giving a financial or
other advantage to influence others to use their position in an improper way
(i.e., to obtain a business advantage). A benefit can be money, gifts, rewards
etc. and does not have to be of substantial financial value. No actual gain or
loss has to be made.
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A person has committed a criminal offence of offering a bribe even if the offer
is declined, as does a person who accepts a bribe even if they don’t receive it.

A bribe does not have to be in cash; it may be the awarding of a contract,
provision of a gift, hospitality or sponsorship or another benefit.

Anyone found guilty of either offering or receiving a bribe could face a custodial
sentence of up to 10 years imprisonment.

Corruption is generally considered as an umbrella term covering various activity
and behaviour including bribery, kickbacks, favors, corrupt preferential
treatment or cronyism. Corruption can be broadly defined as the offering or
acceptance of inducements, gifts, favors, payment or benefit-in-kind which
may influence the action of any person. Corruption does not always result in
a loss. The corrupt person may not benefit directly from their deeds;
however, they may be unreasonably using their position to give some
advantage to another.

All staff are reminded that they should be transparent in respect of recording
any gifts, hospitality or sponsorship, see section 5 of this policy.

Section 7 of the Bribery Act 2010 introduced a new corporate offence of ‘failure
of commercial organisations to prevent bribery’. The Board can be held liable
when someone associated with it bribes another in order to obtain or retain
business for the organisation and be subject to an unlimited fine. However, the
Board will have a defence if it can demonstrate that it had adequate procedures
in place designed to prevent bribery.

The Act applies to everyone associated with the ICB and who performs
services on its behalf, or who provides the organisation with goods or
services. This includes anyone working for or with the ICB, such as
employees, agents, subsidiaries, contractors and suppliers.

Employees of the ICB must not request or receive a bribe from anybody, nor
imply that such an act might be considered. This means they will not agree
to receive or accept a financial or other advantage from a former, current or
future client, business partner, contractor or supplier or any other person as
an incentive or reward to perform improperly their function or activities.

More information on the Bribery Act 2010 can be found at the following website
address: https://www.leqgislation.gov.uk/ukpga/2010/23/crossheading/general-
bribery-offences

As required by section 14730 of the NHS Act 2006, the ICB has made
arrangements (outlined in this policy) to manage any actual and potential
conflicts of interest to ensure that decisions made by the ICB will be taken and
seen to be taken without being unduly influenced by external or private interest
and do not, (and do not risk appearing to) affect the integrity of the ICB's
decision-making processes.
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The ICB will abide by the following principles

. Safeguard system-led commissioning, whilst ensuring objective

o investment decisions.

o Act in a way that demonstrates that they are acting fairly and
transparently and in the best interests of their patients and ICB population.

. Act in a way that upholds confidence and trust in the NHS and system
partners.

J Recognition that the ICB requires a diversity of perspectives in order for it
to make good decisions; therefore, interests will be managed sensibly and
proportionately in line with NHSE guidance and the ICB's Standards of
Business Conduct and Declarations of Interest Policy.

J Decision making will be made with a regard to the Triple Aim: considering
the effects of the decisions on; the health and wellbeing of the people of
England; the quality of services provided or arranged by both the ICB and
other relevant bodies and the sustainable and efficient use of resources by
the ICB and other relevant bodies.

This policy has been produced considering all of the current NHS managing
conflict of interest guidance and legal framework.

Placing of orders and contracts

The ICB will procure in a fair, open, transparent and non-discriminatory manner
between prospective contractors or suppliers for contracts (including where
the ICB is commissioning a service through Any Qualified Provider) as is the
requirement of NHS England and the ICB Standing Orders and the European
procurement regulations — Public Contracts Regulations 2015 (PCR 2015).
This means that:

o No private, public or voluntary organisation or company which may bid for
ICB business should be given any advantage over its competitors, such
as advance notice of the ICB's requirements. This applies to all potential
contractors, whether or not there is a relationship between them and the
ICB, such as a long-running series of previous contracts.

. Each new contract should be awarded solely on merit, taking into account
the requirements of the ICB and the ability of the contractors to fulfil
them.

o No special favor is to be shown to current or former employees or their
close relatives or associates in awarding contracts to private or other
businesses run by them or employing them in any capacity. Contracts
may be awarded to such businesses when they are won in fair, open and
transparent competition against other tenders, but scrupulous care must
be taken to ensure that the selection process is conducted impartially, and
that staff who are known to have a relevant interest play no part in the
selection.
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All staff, Board members, Committee members and individuals acting on
behalf of the ICB, in contact with suppliers and contractors (including external
consultants), and in particular those who are authorised to sign orders or
place contracts for goods, materials or services, are expected to adhere to
professional standards of a kind set out in the ethical code of the Institute of
Purchasing and Supply are also required to declare any interest if they are
participating in a specific procurement and tendering processes.

This policy should also be read in-conjunction with the ICB's Procurement policy.
Partnership Governance

The Board will ensure effective arrangements are in place for the governance
of Integrated Care Partnerships (ICPs) (both at system and place level). The
increasing development of partnership-based approaches to the commissioning
and delivery of care place further emphasis on the necessity for strong
governance and performance management in partnership  working
arrangements. In this respect, there needs to be a clear approach to ensure
and demonstrate that investment in partnerships delivers effective and
appropriate outcomes for the local population.

As part of an effective governance and assurance process the Board will
satisfy itself that managing conflicts of interests and the principles of this policy
are applied to ICPs (both at system and place level).

Private Transactions

Individual staff, Board members and Committee members and individuals
acting on behalf of the ICB, will not seek or accept preferential rates or
benefits in kind for private transactions carried out with companies with which
they have had, or may have, official dealings on behalf of the ICB. (This does
not apply to concessionary agreements negotiated with companies by NHS
management, or by recognised staff interests, on behalf of all staff — for example,
NHS staff benefits schemes).

Application of Public Service Values and Principles to the NHS

Public service values must be at the heart of the NHS. High standards of
corporate and personal conduct, based on recognition that patients come first,
have been a requirement throughout the NHS since its inception. Moreover,
since the NHS is publicly funded it is accountable to Parliament for the services
it provides and for the effective and economic use of taxpayers’ money.

The Code of Conduct: Code of Accountability in the NHS (Appointments
Commission/DOH - 2nd Rev: 2004) defines three crucial public service values
which must underpin the work of the health service:
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e Accountability — everything done by those who work in the NHS must be
able to stand the test of parliamentary scrutiny, public judgements on
propriety and professional codes of conduct.

e Probity — there should be an absolute standard of honesty in dealing with
the assets of the NHS: integrity should be the hallmark of all personal
conduct in decisions affecting patients, staff and suppliers, and in the use of
information acquired in the course of NHS duties.

e Openness — there should be sufficient transparency about NHS activities
to promote confidence between the NHS body and its staff, patients and
the public.

Following the findings of the Nolan Committee in 1994, a set of
recommendations was published by the government setting out ‘Seven
Principles of Public Life’ which apply to all in the public service, and which are
embodied within the ICB Constitution. These are attached in Appendix A.

Appointments and Roles and Responsibilities
NHS employers

The Board is responsible for ensuring that the requirements of this policy and
supporting documents are brought to the attention of all employees and
contractors and that mechanisms are put in place for ensuring that the
guidelines are effectively implemented. These responsibilities are particularly
important given the corporate responsibility set out in the Bribery Act for
organisations to ensure that their anti-corruption procedures are robust.

Such awareness will be promoted through:

A clause in written statements of terms and conditions of employment.
Publication on the ICB's website for relevant staff.

Regular reminders to staff of their obligations

Requirements re mandatory training

All staff required to complete declaration of interests returns, which will be
collated and held centrally

Induction processes

. Inclusion in Board and committee processes

In line with the Health and Social Care Act 2008 (Regulations 2014 (Sl
2014/2936), the Chair of the Board is responsible for confirming that the fithess
of all new Executive Directors has been assessed, and that they are satisfied
those appointees are fit and proper individuals for their specific Executive Director
role. The ICB is responsible for ensuring that all relevant assessments have taken
place, as part of the recruitment process including assessing Executive Directors
are:
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Of good character

Have the necessary qualifications, skills and experience

Are able to perform the work they are employed for

Can supply information, such as certain checks and a full employment history.

NHS staff are expected to:

o Ensure that the interests of patients remain paramount at all times.

o Be impartial and honest in the conduct of their official business.

o Use the public funds entrusted to them to the best advantage of the
service, always ensuring value for money.

. Register with the ICB any interest outside the workplace which could be
construed as affecting any part of their work within the ICB e.g., outside /
secondary employment.

t is also the responsibility of staff to ensure that they do not:

e Abuse their official position for personal gain or to benefit their family or
friends.

e Seek to advantage or further private business or other interests, in the
course of their official duties

It is the responsibility of all staff to raise any concerns regarding staff business
conduct.

All NHS staff should ensure that they are not placed in a position that risks, or
appears to risk, conflict between their private interests and their NHS duties.

Board and Committee/Sub-Committee Members and individuals acting on
behalf of the ICB.

All Board, committee and sub-committee members, and employees of the ICB,
will comply with this policy in line with their terms of office and/ or employment.
This will include but not be limited to declaring all interests on a register that will
be maintained by the ICB

Individuals acting on behalf of the ICB, must act in accordance with this policy
in circumstances whether they are either employed fully by the ICB, hold
appointments with the ICB, are employed on a sessional basis or on an
honorary contract, or provide services under a service level agreement with the
ICB.

CSU Staff

Whilst working on behalf of the ICB, CSU staff will be expected to adhere to the
ICB's standards of behaviour, including observing and adhering to the Nolan
Principles and openly declaring any conflict of interests to the ICB. CSU staff will
continue to be governed by all policies and procedures issued by their employer.
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Candidates for appointment

Candidates for any appointment with the Board must disclose in writing if they
are related to or in a significant relationship with (e.g., spouse or partner) any
Board member or employee of the ICB. The NHS Jobs application form
requests this information and therefore must be disclosed before submission.

A member of an appointment panel which is to consider the employment of a
person to whom they are related or have a significant relationship with, must
declare the relationship before an interview is held.

Candidates for any appointment with the ICB shall, when applying, also disclose
cases where they or their close relatives or associates have a controlling and/or
significant financial interest in a business (including a private company, public
sector organisation, other NHS employer and/or voluntary organisation), or in
any other activity or pursuit, which may compete for an NHS contract to supply
either goods or services to the Board. For appointments out- with NHS Jobs,
through the local requirement procedures.

Canvassing for appointments

It is acknowledged that informal discussions concerning an advertised post can
be part of the recruitment process. The canvassing or lobbying of ICB
employees, Board members or any members of an appointments panel, either
directly or indirectly, shall disqualify a candidate. This shall not preclude a ICB
employee, Board member or any members of an appointments panel from giving
a written reference or testimonial of a candidate’s ability, experience or character
for submission to an appointments panel. Jobs will be awarded on the merit of
the individual candidate and not through any such canvassing or lobbying.

Appointing Board or committee members and senior
e mployees

On appointing Board, committee or sub-committee members and senior staff,
the ICB will, on a case by case basis, consider whether conflicts of interest
should exclude individuals from being appointed to the relevant role. General
principles are reflected in the ICB Constitution (section 6.2.1).

As outlined in section 4.1 of this policy, the Chair of the Board is responsible for
confirming that the fithess of all new Executive Directors has been assessed, and
that they are satisfied those appointees are fit and proper individuals for their
specific Executive Director role. The ICB is responsible for ensuring that all
relevant assessments have taken place, as part of the recruitment process
including assessing Executive Directors are:

. Of good character

. Have the necessary qualifications, skills and experience

. Are able to perform the work they are employed for

. Can supply information, such as certain checks and a full employment
history.
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Conflicts of Interest Guardian

The ICB has appointed a Conflicts of Interest Guardian. This role is undertaken
by the Audit Committee Chair. In collaboration with the ICB’s governance lead,
their role is to:
e Act as a conduit for members of the public and members of the
partnership who have any concerns with regards to conflicts of interest.
e Be a safe point of contact for employees or workers to raise any concerns
in relation to conflicts of interest
e Support the rigorous application of conflict-of-interest principles and
policies
e Provide independent advice and judgment to staff and members where
there is any doubt about how to apply conflicts of interest policies and
principles in an individual situation
e Provide advice on minimising the risks of conflicts of interest.

Whilst the Conflicts of Interest Guardian has an important role within the
management of conflicts of interest, executive members of the Board have an
on-going responsibility for ensuring the robust management of conflicts of
interest, and all ICB employees, Board and committee members will continue to
have individual responsibility in playing their part on an ongoing and daily basis.

Employees’ outside employment

The standard contract used across the ICB sets out terms concerning outside
employment. Your contract of employment does not preclude you from
accepting other employment outside normal working hours. However, such
other employment or business activity must not in any way hinder or conflict with
the interests of your employment with the ICB. You should consult your manager
before accepting other employment in the interests of your ICB employment and
Working Time Regulations. The relevant documentation relating to this can be
obtained from your manager”.

Any employee who may be considering outside employment should discuss this
in the first instance with their manager before undertaking the employment.

Employees must not engage in outside employment during any periods of
sickness absence from the ICB. To do so may lead to a referral being made to
the Local Counter Fraud Specialist for investigation which may lead to criminal
and/or disciplinary action in accordance with the ICB's Counter-Fraud, Bribery
and Corruption Policy.

The Board will take all reasonable steps to ensure that employees, committee
members, contractors and others engaged under contract are aware of the
requirement to inform the ICB if they are employed or engaged in, or wish to be
employed or engage in, any employment or consultancy work in addition to their
work with the ICB. The purpose of this is to ensure that the ICB is aware of any
potential conflict of interest. Examples of work which might conflict with the
business of the ICB, including part-time, temporary and fixed term contract work,
including:
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o Employment with another NHS body

o Employment with another organisation which might be in a position
to supply goods/services to the ICB

o Directorship of a GP Federation or non-executive roles; and

o Self-employment, including private practice, charitable trustee roles,
political roles and consultancy work in a capacity which might conflict
with the work of the ICB, or which might be in a position to supply
goods/services to the ICB.

These conflicts of interest should be identified as soon as possible, and
appropriately managed and recorded on the ICB's Register of Interests. The
position should also be reviewed whenever an individual’s role, responsibility
or circumstances change in a way that affects the individual’s interests. For
example, where an individual takes on a new role outside the 1CB, or
enters into a new business or relationship, these new interests should be
promptly declared and appropriately managed in accordance with the
statutory guidance.

Where an individual, including any individual directly involved with the
business or decision-making of the ICB and not otherwise covered by one of
the categories above, has an interest, or becomes aware of an interest which
could lead to a conflict of interest in the event of the ICB considering an action
or decision in relation to that interest, that must be considered as a potential
conflict, and is subject to the provisions of the ICB Constitution, and this policy.

Gifts and Hospitality

Gifts
Overarching Principle

Employees of the ICB, individuals of the Board and Committee members
and individuals acting on behalf of the ICB must not accept any fee or
reward for work done whilst on ICB duty other than that agreed under their
terms and conditions of employment.

Situations where the acceptance of gifts could give rise to conflicts of interest
should be avoided. ICB staff and members should be mindful that even gifts
of a small value may give rise to perceptions of impropriety and might
influence behaviour if not handled in an appropriate way.

ICB staff should not accept gifts that may affect, or be seen to affect, their
professional judgement. This overarching principle should apply in all
circumstances.

Any personal gift of cash or cash equivalents (e.g., vouchers, tokens, offers
of remuneration to attend meetings whilst in a capacity working for or
representing the ICB) must always be declined, whatever their value and
whatever their source, and the offer which has been declined must be
declared to the ICB governance lead who has designated responsibility for
maintaining the register of gifts and hospitality and recorded on the register.
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Any offers of gifts, hospitality or sponsorship shall be recorded in
accordance with section 6.

Gifts

A ‘gift’ is defined as any item of cash or goods, or any service, which
is provided for personal benefit, free of charge or at less than its
commercial value.

Gifts from suppliers or contractors doing business (or likely to do business)
with the ICB should be declined, whatever their value (subject to this, low
cost branded promotional aids may be accepted and not declared where
they are under the value of a common industry standard of £6).

The person to whom the gifts were offered must declare the offer to the ICB
governance lead with designated responsibility for maintaining the register
of gifts and hospitality so the offer which has been declined can be
recorded on the register.

Gifts offered from other sources (e.g., patients, families, service users) may
be accepted if they are under a value of £50 and do not need to be declared
to the ICB governance lead with designated responsibility for maintaining
the register of gifts and hospitality, nor recorded on the register.

Gifts valued at over £50 should be treated with caution and only be
accepted on behalf of an organisation (i.e., to an organisation’s charitable
funds), not in a personal capacity and must be declared to the ICB
governance lead with designated responsibility for maintaining the register
of gifts and hospitality and recorded on the register.

A common sense approach should be applied to the valuing of gifts (using
an actual amount, if known, or an estimate that a reasonable person would
make as to its value).

Multiple gifts from the same source over a 12-month period should be treated
in the same way as single gifts over £560 where the cumulative value
exceeds

£50.

In cases of doubt, advice should be sought from the Iline
manager/Governance Lead or Executive Director for Corporate Governance,
Communications and Involvement, or the gift should be politely declined, and
declared.
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Hospitality

Delivery of services across the NHS relies on working with a wide range
of partners (including industry and academia) in different places and,
sometimes, outside of ‘traditional’ working hours. As a result, ICB staff
will sometimes appropriately receive hospitality. Staff receiving hospitality
should always be prepared to justify why it has been accepted and be
mindful that even hospitality of a small value may give rise to perceptions
of impropriety and might influence behaviour.

Hospitality means offers of meals, refreshments, travel, accommodation

and other expenses in relation to attendance at meetings, conferences,
education and training events etc.

Overarching principles

. ICB staff should not ask for or accept hospitality that may affect, or
be seen to affect, their professional judgement

. Hospitality must only be accepted when there is a legitimate
business reason, and it is proportionate to the nature and purpose of
the event

. Particular caution should be exercised when hospitality is offered

by actual or potential suppliers or contractors. These can be
accepted if modest and reasonable, but individuals should always
obtain approval from the Executive Director for Corporate
Governance, Communications and Involvement or ICB governance
lead and declare these.

Meals and Refreshments

Meals and refreshments under a value of £25 may be accepted and need
not be declared. If they are of a value between £25 and £75, they may be
accepted and must be declared.

Over a value of £75 should be refused unless (in exceptional circumstances)
Executive Director for Corporate Governance, Communications and
Involvement approval is given. A clear reason should be recorded on the
ICB's Gifts and Hospitality register as to why it was permissible to accept.
A common sense approach should be applied to the valuing of meals and
refreshments (using an actual amount, if known, or an estimate that a
reasonable person would make as to its value).
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Modest offers to pay some or all of the travel and accommodation costs
related to attendance at events may be accepted and must be declared.
Offers which go beyond modest or are of a type that the ICB itself might not
usually offer, need approval by Executive Director for Corporate Governance,
Communications and Involvement / ICB governance lead, should only be
accepted in exceptional circumstances and must be declared. A clear
reason should be recorded on the Gifts and Hospitality register as to
why it was permissible to accept travel and accommaodation of this type.

A non-exhaustive list of examples of ‘beyond modest’ offers includes:

° Offers of business class or first class travel and
accommodation (including domestic travel); and

° Offers of foreign travel and accommodation.

Payment for speaking at a meeting/conference

Should a member of staff, Board or Committee member or individual acting
on behalf of the ICB, be asked to speak at an event relating to ICB business
for which a payment is offered, and it is delivered in working hours then there
are two choices open to them, which must be agreed with their line manager:

. The payment should be credited to the ICB.

. The member of staff takes annual leave or unpaid leave, and the
payment is made to the member of staff as a private matter between
the organisation making the payment and the individual member of
staff. The member of staff remains responsible for any tax liability which
arises.

Commercial Sponsorship

ICB staff, Board and committee members, may be offered commercial
sponsorship for courses, conferences, post/project funding, meetings and
publications in connection with the activities that they carry out for, or on
behalf of, the ICB

All such offers (whether accepted or declined) must be declared and
recorded, and the ICB governance lead designated by the ICB to provide
advice, support, and guidance on how conflicts of interest should be
managed should provide advice on whether or not it would be appropriate
to accept any such offers. If such offers are reasonably justifiable and
otherwise in accordance with statutory guidance, then they may be accepted.
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For the purpose of this policy, commercial sponsorship is defined as
including “/NHS funding] from an external source, including funding of all, or
part of, the costs of a member of staff, NHS research, staff training,
pharmaceuticals, equipment, meeting rooms, costs associated with
meetings, meals, gifts, hospitality, hotel and transport costs (including trips
abroad), provision of free services (speakers), buildings or premises”.

In all these cases, ICB employees, Board and Committee members and
individuals acting on behalf of the ICB must declare sponsorship or any
commercial relationship linked to the supply of goods or services and be
prepared to be held to account for it. This should be recorded in the Gifts,
Hospitality and Sponsorship Register (see section 6).

Where such collaborative partnerships involve a pharmaceutical company,
the proposed arrangements must also comply fully with the relevant
regulations and the ICB's Commercial Sponsorship and Joint Working with
the Pharmaceutical Industry Policy.

As a general rule, sponsorship arrangements involving the ICB will be at
a corporate organisational level, rather than Executive Director level.

Acceptance of commercial sponsorship must not in any way compromise
commissioning decisions of the ICB or be dependent on the supply of goods
or services. Sponsors should have no influence over the content of an event,
meeting, seminar publication or training. The company logo can be
displayed on materials, but no advertising or promotional information
should be displayed. Materials should contain a disclaimer which states that
sponsorship of the material does not imply that the ICB endorses any of
the company’s products or services. No information should be supplied to a
company for their commercial gain unless there is a clear benefit to the NHS.

All ICB employees, Board and Committee members and individuals acting
on behalf of the ICB should discuss the implications, with their manager/
Executive Director for Corporate Governance, Communications and
Involvement, before accepting an invitation to speak at a meeting organised
by a pharmaceutical company. The company should have no influence
over the content of any presentation made by the ICB's
employee/representative. It should be made clear that the ICB's presence
does not imply that the ICB endorses any of the company’s products
or services.

Under no circumstances will the ICB agree to ‘linked deals’ whereby
sponsorship is linked to future purchase of particular products or to supply
from particular sources.

5.4.10 Sponsorship of ICB events by appropriate external bodies should only be

approved if a reasonable person would conclude that the event will result
in clear benefits of the ICB and NHS.

5.4.11 During dealings with sponsors there must be no breach of confidentiality

or data protection legislation and, as a rule, information which is not in the
public domain should not normally be supplied.
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research. However, there is potential for conflicts of interest to occur,
particularly when research funding by external bodies does or could lead to
a real or perceived commercial advantage, or if sponsored posts cause a
conflict of interest between the aims of the sponsor and the aims of the
organisation, particularly in relation to procurement and competition.
There needs to be transparency and any conflicts of interest should be well
managed. For further information, please see Managing Conflicts of Interest
in the NHS: Guidance for staff and organisations.

Donations in relation to the organisation

5.11.1 Employees must check with their line manager or Executive Finance Director

before making any requests for donations to clarify appropriateness and/or
financial or contractual consequences of acquisition. Requests for
equipment or services should not be made without the express permission
of a senior manager.

5.11.2 Donations/gifts from individuals, charities, companies (as long as they are

not associated with known health-damaging products) — often related to
individual pieces of equipment or items — provide additional benefits to
patients but may have resource implications for the ICB. Further guidance
regarding charitable funds and gifts and donations can be requested from the
Executive Finance Director.

5.11.3 Any gifts to the organisation should be receipted and a letter of thanks should

be sent.

5.11.4 Any gifts to the organisation should be declared and registered onto the

Gifts, Hospitality and Sponsorship register.

5.12 Donations to an individual

5.12.1 Personal monetary gifts to an employee or appointed member should be

politely but firmly declined. Where a member of staff is a beneficiary of a Will
of a patient who has been under their care, the member of staff must inform
their line manager of the gift or gifts so that consideration can be given to
whether or not it is appropriate in all the circumstances for that member of
staff to retain the gift or gifts in order to avoid subsequent claims by the
beneficiaries to the Estate of inducement, reward or corruption.

5.12.21In order to determine whether the bequest should be accepted it may be

necessary to have the gift valued and where the gift has a value over a certain
amount for the gift to either be returned to the Estate or the gift to be donated
to a Charity of the member of staff’'s choice. Where the gift is to be returned
to the Estate and the Trustees of the Estate are of the view having regards
to all the circumstances that the member of staff should retain the gift
regardless of its value, it may be appropriate for the Trustees to provide a
disclaimer for future claims against the gift to avoid subsequent claims on
the gift or allegations of inducement or reward being made against the
member of staff or the ICB at some point in the future.



5.13 Rewards for Initiative

5.13.1 The ICB will identify potential intellectual property rights (IPR), as and when

they arise, so that they can protect and exploit them properly, and thereby
ensure that they receive any rewards or benefits (such as royalties), in
respect of work commissioned from third parties, or work carried out by
individuals in the course of their NHS duties. Most IPR are protected by
statute, e.g., patents are protected under the Patents Act 1977 and copyright
(which includes software programmes) under the Copyright Designs and
Patents Act 1988. To achieve this, NHS organisations and employers should
build appropriate  specifications and provisions into the contractual
arrangements which they enter into before the work is commissioned or
begins. They should always seek legal advice if in any doubt, in specific
cases.

5.13.2 With regard to patents and inventions, in certain defined circumstances

the Patents Act gives employees or individuals in the course of their duties
a right to obtain some reward for their efforts, and the ICB will see that
this is effected. Other rewards may be given voluntarily to employees or
other individuals who, within the course of their employment or duties,
have produced innovative work of outstanding benefit to the NHS.

5.13.3In the case of collaborative research and evaluative exercises with

manufacturers, the ICB will obtain a fair reward for the input it provides.
If such an exercise involves additional work for an ICB employee or
individual outside that paid for by the ICB under his or her contract of
employment, or sessional arrangements, arrangements will be made for
some share of any rewards or benefits to be passed on to the employee(s)
or individuals concerned from the collaborating parties. Care will, however,
be taken that involvement in this type of arrangement with a manufacturer
does not influence the purchase of other supplies from that manufacturer.

5.13.4 The ICB Intellectual Property Policy should be adhered to.

6.1

6.2

6.3

Recording of gifts, hospitality and sponsorship

Gifts, hospitality and sponsorship will be recorded in a central register in
accordance with the guidelines. The form at Appendix B should be
completed and returned to the governance lead promptly so that the details
can be recorded on the central Register. Failure to notify the ICB may lead
to disciplinary action against a member of staff.

Where gifts, hospitality or sponsorship are offered, but declined, the offer
should still be recorded using the form at Appendix B.

All hospitality or gifts declared must be transferred to the gifts, hospitality
and sponsorship register.



6.4

7.1

7.1.1

7.1.2

7.1.3

7.1.4

It is acknowledged that there may be circumstances where hospitality may
be offered by an organisation, as an integral element of a strategic
partnership relationship. A fund should be established so that the ICB may
meet the costs of that hospitality, thus enabling the benefits to the strategic
relationship, but not compromising compliance with the Standards of
Business Conduct. Acceptance of such hospitality and associated funding
agreement will be authorised by the Executive Director for Corporate
Governance, Communications and Involvement and recorded in the gifts,
hospitality and sponsorship register.

Declaration of Interests
Identification and definition of conflicts of interest

A conflict of interest occurs where an individual’'s ability to exercise
judgement, oractin arole is, could be or is seen to be impaired or otherwise
influenced by his or her involvement in another role or relationship. In some
circumstances, it could be reasonably considered that a conflict exists even
when there is no actual conflict. In these cases, it is important to manage
these perceived conflicts in order to maintain public trust.

A conflict of interest is defined as a set of circumstances by which a
reasonable person would consider that an individual’'s ability to apply
judgement or act, in the context of delivering, commissioning, or assuring
taxpayer funded health and care services is, or could be, impaired or
influenced by another interest they hold.

Conflicts of interest can arise in many situations, environments and forms
of commissioning, with an increased risk in primary care commissioning,
out-of- hours commissioning and involvement with integrated care
organisations and new care models such as Multi-specialty Community
providers, Primary and Acute Care Systems or other arrangements of a
similar scale and scope, may here find themselves in a position of being
both commissioner and provider of services. Conflicts of interest can
arise throughout the whole commissioning cycle from needs assessment to
procurement exercises, to contract award & monitoring.

Where an individual, i.e., an employee, a member of the Board, or a
member of its committees or sub-committees has an interest or becomes
aware of an interest which could lead to a conflict of interest in the event
of the ICB considering an action or decision in relation to that interest,
that must be considered as a potential conflict, and is subject to the
provisions of the ICB Constitution and this Policy.



7.1.5 Interests can be captured in four different categories (see below and
Appendix C):

Financial interests: This is where an individual may get direct financial
benefits from the consequences of a commissioning decision. This could,
for example, include being:

This

A director, including a non-executive director, or senior employee in
a private company or public limited company or other organisation
which is doing, or which is likely, or possibly seeking to do, business
with health or social care organisations. This includes involvement with
a potential provider of a new care model.

A shareholder (or similar ownership interests), a partner or owner of
a private or not-for-profit company, business, partnership or
consultancy which is doing, or which is likely, or possibly seeking to
do, business with health or social care organisations.

A management consultant for a provider; or

A provider of clinical private practice

could also include an individual being:

In secondary employment

In receipt of secondary income from a provider

In receipt of a grant from a provider

In receipt of any payments (for example honoraria, one-off payments,
day allowances or travel or subsistence) from a provider

In receipt of research funding, including grants that may be received
by the individual or any organisation in which they have an interest or
role; and

Having a pension that is funded by a provider (where the value of
this might be affected by the success or failure of the provider).

Non-financial professional interests: This is where an individual may
obtain a non-financial professional benefit from the consequences of a
commissioning decision, such as increasing their professional reputation or
status or promoting their professional career. This may, for example, include
situations where the individual is:

An advocate for a particular group of patients

A GP with special interests e.g., in dermatology, acupuncture etc.

A member of a particular specialist professional body (although
routine GP membership of the RCGP, British Medical Association
(BMA) or a medical defence organisation would not usually by itself
amount to an interest which needed to be declared)

An advisor for the Care Quality Commission (CQC) or the National
Institute for Health and Care Excellence (NICE)

Engaged in a research role

The development and holding of patents and other intellectual
property rights which allow staff to protect something that they create,
preventing unauthorised use of products or the copying of protected
ideas; or



7.2

7.3

Non-financial personal interests: This is where an individual may benefit
personally in ways which are not directly linked to their professional career
and do not give rise to a direct financial benefit. This could include, for
example, where the individual is:

o A voluntary sector champion for a provider

o A volunteer for a provider

o A member of a voluntary sector board or has any other position of
authority in or connection with a voluntary sector organisation

J Suffering from a particular condition requiring individually funded
treatment

o A member of a lobby or pressure group with an interest in health.

Indirect interests: This is where an individual has a close association with
an individual who has a financial interest, a non-financial professional interest
or a non-financial personal interest in a commissioning decision (as those
categories are described above) for example, a:

Spouse / partner

Close relative e.g., parent, grandparent, child, grandchild or sibling
Close friend

Business partner.

A declaration of interest for a “business partner” in a GP partnership should
include all relevant collective interests of the partnership, and all interests
of their fellow GP partners (which could be done by cross referring to the
separate declarations made by those GP partners, rather than by repeating
the same information verbatim).

Whether an interest held by another person gives rise to a conflict of
interests will depend upon the nature of the relationship between that
person and the individual, and the role of the individual within the ICB.

Note that the Declaration of Interest Form sets out the range of interests
as a reminder of the types of interests which should be declared.

Questions to ask when declaring Interests

In determining what needs to be declared, individuals should ask
themselves the following questions:

o Am |, or might | be, in a position where | or my family or associates
gain from the connection between my private interests and my
employment with the ICB?

o Do | have access to information which could influence purchasing
decisions?

o Could my outside interest be in any way detrimental to the ICB or
to patient’s interests?

o Do | have any other reason to think | may be risking a conflict of interest?

If in doubt, the individual concerned should assume that a potential conflict
of interest exists.

Declaring and Registering Interests



7.3.1 It is a requirement of the relevant legislation section 14Z30 of the 2006 Act,
for the ICB to maintain registers of the interests of:

7.3.2

All ICB employees, including:

All full and part time staff

Any staff on sessional or short term contracts
Any students and trainees (including apprentices)
Agency staff; and

Seconded staff

In addition, any self-employed consultants or other individuals working for
the ICB under a contract for services should make a declaration of interest
in accordance with this policy, as if they were ICB employees.

Members of the Board: All members of the Board's committees, sub-
committees/sub-groups, including:

Co-opted members

Appointed deputies; and

Any members of committees/groups from other organisations.
Partner members and Ordinary members

Regular participants and observers.

The ICB will need to ensure that, as a matter of course, declarations
of interest are made and regularly confirmed or updated. All persons
referred to above must declare any interests as soon as reasonably
practicable and by law within 28 days after the interest arises. Further
opportunities include:

On appointment:

Applicants for any appointment to the ICB or its Board or any
committees should be asked to declare any relevant interests. When
an appointment is made, a formal declaration of interests should
again be made and recorded. As part of the ICB's induction process,
Line Managers are responsible for ensuring employees have completed
a declaration of interest form.

Annually: When prompted by the ICB:

Because of their role in spending taxpayers’ money, ICBs should ensure
that, at least annually, staff are prompted to update their declarations of
interest, or make a nil return where there are no interests or changes to
declare.



7.3.5

7.3.6

7.3.7

7.3.8

7.3.9

o At meetings: All attendees are required to declare their interests as

a standing agenda item for every Board, committee, sub-committee
or working group meeting, before the item is discussed. Even if an
interest is recorded in the register of interests, it should be declared in
meetings where matters relating to that interest are discussed.
Declarations of interest and action taken to manage that conflict of
interest at the meeting should be recorded in minutes of meetings.
In the case of Board and its Committees, any known interests should
also be recorded on the Chair's sheet and be provided to the Chair
before the meeting. They should also be included on the report’s front
cover sheet. (the Chair's sheet and Report Cover Sheet cover the
requirements of the alternative indicative templates for recording
interests during meetings, as provided in the 2017 Managing Conflicts
of Interest Statutory Guidance)

The chair of a meeting of the ICB's Board or any of its committees, sub-
committees or groups has ultimate responsibility for deciding whether
there is a conflict of interest and for taking the appropriate course of
action in order to manage the conflict of interest.

. On changing role, responsibility or circumstances:

Whenever an individual’s role, responsibility or circumstances change in
a way that affects the individual’'s interests (e.g., where an individual
takes on a new role outside the ICB or enters into a new business or
relationship), a further declaration should be made to reflect the change
in circumstances as soon as possible, and in any event within 28 days.
This could involve a conflict of interest ceasing to exist or a new one
materialising.

Individuals will declare any interest that they have, in relation to a decision to
be made in the exercise of the commissioning functions of the ICB, in writing
to the Executive Director for Corporate Governance, Communications and
Involvement as soon as they are aware of it and in any event no later than 28
days after becoming aware. The ICB must record the interest in the
appropriate register as soon as the ICB becomes aware of it.

Where an individual is unable to provide a declaration in writing, for example,
if a conflict becomes apparent in the course of a meeting, they will make an
oral declaration, and provide a written declaration as soon as possible
thereafter.

The Executive Director for Corporate Governance, Communications and
Involvement will ensure that the registers of interest are reviewed annually
and updated as necessary.

In addition, all ICB Board and Executive members’ appointments are
offered on the understanding that they subscribe to the “Codes of Conduct
and Accountability in the NHS”.

The Declaration of Interest proforma for completion by Board members,
members of a committee or sub-committee and employees within the ICB is
available at Appendix C.



7.3.10Failure to notify the Board of a relevant conflict of interest, additional

employment or business may lead to disciplinary action against the member
of staff and/or criminal action (including prosecution) under the relevant
legislation.

7.3.11 An interest should remain on the public register for a minimum of six months

7.4

7.4.1

7.4.2

7.4.3

7.4.4

7.4.5

after the interest has expired and the ICB will retain a private record of historic
interests for a minimum of 6 years after the date on which it expired.
The published register will state that historic interests are retained by the
ICB for the specified timeframe and details of whom to contact to request
this information.

Managing Conflicts of Interest: general

Members of the Board, committees or sub-committees and employees will
comply with the arrangements determined by the ICB for managing conflicts
or potential conflicts of interest as set out in this Policy.

The ICB governance lead will ensure that for every interest declared,
either in writing or by oral declaration, arrangements are in place manage
the conflict of interests or potential conflict of interests, to ensure the integrity
of the ICB's decision making processes.

Individuals are responsible for managing the specific conflict of interest or
potential conflicts of interest, within 28 days of declaration. On review of
the register the ICB's governance lead will confirm the following:

. when an individual should withdraw from a specified activity, on a
temporary or permanent basis
. monitoring of the specified activity undertaken by the individual,

either by a line manager, colleague or other designated individual.

Where an interest has been declared, either in writing or by oral declaration,
the declarer will ensure, wherever possible, that before participating in any
activity connected with the ICB's exercise of its commissioning functions,
they have received confirmation of the arrangements to manage the conflict
of interest or potential conflict of interest from the Executive Director for
Corporate Governance, Communications and Innovation.

Declaration of Interests should be an agenda item on all Board and
Committee agendas. Declarations should be made with regard to any
specific agenda items. If a conflict of interest is established with regard to
a specific agenda item, the conflict of interest should be recorded in the
minutes, notified to the Conflicts of Interest ICB Governance Lead and
published in the register. Similarly, any new offers of gifts or hospitality
(whether accepted or not) which are declared at a meeting must be notified
to the Conflicts of Interest ICB governance lead and included on the ICB's
gifts, hospitality and sponsorship register to ensure it is up-to-date. The
information provided to the ICB governance lead should include the relevant
information as detailed on Appendices C and E.



7.4.6

1.4.7

7.4.8

7.4.9

Where an individual member, employee or person providing services to
the ICB is aware of an interest which:

I. Has not been declared, either in the register or orally, they will declare
this at the start of the meeting

ii. Has previously been declared, in relation to the scheduled or likely
business of the meeting, the individual concerned will bring this to
the attention of the chair of the meeting, together with details of
arrangements that have been confirmed for the management of the
conflict of interests or potential conflict of interests.

The chair of the meeting will then determine how this should be managed
and inform the member of their decision. Where no arrangements have been
confirmed, the chair of the meeting may require the individual to withdraw
from the meeting or part of it. They will not be able to vote on the issue
under any circumstances. Where a prejudicial interest is identified that
person must leave the room during the discussion of the relevant item and
cannot seek to improperly influence the decision in which they have a
prejudicial interest. The Chair's decision will be final in the matter and the
individual will then comply with these arrangements, which must be recorded
in the minutes of the meeting.

Where the chair of any meeting of the ICB, including committees or sub-
committees, or Board, has a personal interest, previously declared or
otherwise, in relation to the scheduled or likely business of the meeting,
they must make a declaration and the deputy chair will act as chair for the
relevant part of the meeting. Where arrangements have been confirmed for
the management of the conflict of interests or potential conflicts of
interests in relation to the chair, the meeting must ensure these are
followed. Where no arrangements have been confirmed, the deputy chair
may require the chair to withdraw from the meeting or part of it. Where
there is no deputy chair, the members of the meeting will select one in line
with the provisions in the ICB's Constitution and Standing Orders.

Any declarations of interests, and arrangements agreed in any meeting of
the ICB, including committees or sub-committees, or the Board, will be
recorded in the minutes. The interest must be subsequently reported to the
designated governance lead for recording in the Register.

7.4.10 Where members of a meeting are required to withdraw from a meeting or

part of it, owing to the arrangements agreed for the management of
conflicts of interests or potential conflicts of interests, the chair (or deputy)
will determine whether or not the discussion can proceed in accordance with
the provisions of the Constitution and Standing Orders or the terms of
reference.



7.4.111n making this decision the chair will consider whether the meeting is

quorate, in accordance with the number and balance of membership set out
in the ICB Constitution and Standing Orders or the terms of reference.
Where the meeting is not quorate, owing to the absence of certain
members, the decisions will be deferred until such time as a quorum can
be convened. Where a quorum cannot be convened from the membership of
the meeting, owing to the arrangements for managing conflicts of interest or
potential conflicts of interests, the chair of the meeting shall consult with the
Executive Director for Corporate Governance, Communications and
Involvement on the action to be taken.

7.4.12In any transaction undertaken in support of the ICB's exercise of its

functions (including conversations between two or more individuals, e-mails,
correspondence and other communications), individuals must ensure,
where they are aware of an interest, that they conform to the arrangements
confirmed for the management of that interest. Where an individual has not
had confirmation of arrangements for managing the interest, they must
declare their interest at the earliest possible opportunity in the course of that
transaction and declare that interest as soon as possible thereafter. The
individual must also inform either their line manager (in the case of
employees), or the Executive Director for Corporate Governance,
Communications and Involvement of the transaction.

7.4.13The Executive Director for Corporate Governance, Communications and

7.5

7.5.1

7.5.2

7.5.3

Involvement will take such steps as deemed appropriate, and request
information deemed appropriate from individuals, to ensure that all conflicts
of interest and potential conflicts of interest are declared.

Managing Conflicts of Interest throughout the commissioning cycle

Conflicts of interest need to be managed appropriately throughout the
whole commissioning cycle. At the outset of a commissioning process, the
relevant interests of all individuals involved should be identified and clear
arrangements put in place to manage any conflicts of interest. This includes
consideration as to which stages of the process a conflicted individual should
not participate in or receive papers for, and, in some circumstances, whether
that individual should be involved in the process at all.

In designing service requirements attention should be given to public
and patient involvement throughout the commissioning cycle.

It is good practice to engage relevant providers, especially clinicians, in
confirming that the design of service specifications will meet patient needs.
This may include providers from the acute, primary, community, and mental
health sectors, and may include NHS, third sector and private sector
providers. Such engagement, done transparently and fairly, is entirely legal.
However, conflicts of interest, as well as challenges to the fairness of the
procurement process, can arise if a commissioner engages selectively with
only certain providers (be they incumbent or potential new providers) in
developing a service specification for a contract for which they may later bid.
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7.5.5

7.5.6

7.5.7

7.5.8

7.5.9

Provider engagement should follow the three main principles of
procurement law, namely equal treatment, non-discrimination and
transparency. This includes ensuring that the same information is given to all
at the same time and procedures are transparent. This mitigates the risk of
potential legal challenge.

Specifications should be clear and transparent, reflecting the depth of
engagement, and set out the basis on which any contract will be awarded.

Anyone seeking information in relation to procurement, or participating in
a procurement, or otherwise engaging with the ICB in relation to the
potential provision of services or facilities to the ICB, will be required to make
a declaration of any relevant conflict / potential conflict of interest.

Anyone contracted to provide services or facilities directly to the ICB will be
subject to the same provisions of the ICB's Constitution and this policy
in relation to managing conflicts of interests. This requirement will be set out
in the contract for their services.

The ICB must refer to the organisations Procurement Policy and comply with
relevant Procurement legislation.

The procurement template (Appendix D) should be used to complete the
register of procurement decisions and to provide evidence of the ICB's
deliberations on conflicts of interest.

7.5.10 The ICB must maintain a register of procurement decisions taken, including.

o The details of the decision

. Who was involved in making the decision?

o A summary of any conflicts of interest in relation to the decision and
how this was managed

o The award decision taken

7.5.11 The register should be updated whenever a procurement decision is taken

and must be made publicly available by.

. Ensuring that the register is available in a prominent place on the web
site and

o Making the register available upon request for inspection at the
ICB's headquarters

7.5.12The management of conflicts of interest applies to all aspects of the

commissioning cycle, including contract management.

7.5.13 Any contract monitoring meeting needs to consider conflicts of interest as

part of the process i.e., the chair of a contract management meeting should
invite declarations of interests; record any declared interests in the minutes
of the meeting; and manage any conflicts appropriately and in line with this
guidance. This equally applies where a contract is held jointly with another
organisation such as the Local Authority or with other ICBs under lead
commissioner arrangements.



7.5.14 The individuals involved in the monitoring of a contract should not have
any direct or indirect financial, professional or personal interest in the
incumbent provider or in any other provider that could prevent them, or
be perceived to prevent them, from carrying out their role in an impartial,
fair and transparent manner.

7.6 Raising Concerns and breaches

Individuals, who have concerns regarding conflict of interest or ethical
misconduct either in respect of themselves or colleagues, should raise it in
the first instance with their manager. Alternatively, they can raise it as an
issue using the Raising Concerns at Work Policy or contacting the Conflict of
Interest Guardian. If the concern relates to any suspected fraudulent practice,

staff should follow the advice given in section 10 of this document.

The ICB has agreed a process for managing breaches of this policy,
summarised at Appendix E, which includes:

How the breach is recorded

How it is investigated

The governance arrangements and reporting mechanisms
Links to the Raising Concerns at Work Policy and HR policies
Communications and management of any media interest
When to notify NHS England and how

Process for publishing the breach on the ICB web site

The ICB will publish anonymised details of breaches on its web site.

7.7 Publication of Registers

The ICB will publish the register(s) of interest and register(s) of gifts,
hospitality and sponsorship, the register of Procurement Decisions in a
prominent place on the ICB's website and will also be referenced in
the ICB's Annual Report and Annual Governance Statement (in line with

Annual Reporting requirements issued each year).

In exceptional circumstances, where the public disclosure of information
could give rise to a real risk of harm or is prohibited by law, an individual’'s
name and/or other information may be redacted from the publicly available
register(s). Where an individual believes that substantial damage or distress
may be caused, to him/herself or somebody else by the publication of
information about them, they are entitled to submit a written request that
the information is not published. Decisions must be made by the Conflicts of
Interest Guardian for the ICB, who should seek appropriate legal advice
where required, and the ICB should retain a confidential un-redacted version

of the register(s).



8.1

8.2

8.3

8.4

8.5

8.6

Confidentiality

Employees, ICB members, members of the Board, or a member of a
committee or a sub-committee of the ICB should be particularly careful using
or making public, internal information of a confidential nature, particularly
regarding details covered under the Data Protection Act 1998 or other
legislation whether or not disclosure is prompted by the expectation of
personal gain.

Disclosure of information which counts as “commercial in confidence” and
which might prejudice the principle of a purchasing system based on fair
competition may be subject to scrutiny and disciplinary or criminal action
or both.

This does not affect the ICB's grievance or complaints procedures in terms
of freedom of expression and is not intended to restrict any of the
freedoms protected under Article 10 of the Human Rights Act 1998. It is
designed to complement professional and ethical rules, guidelines and codes
of conduct on an individual's freedom of expression.

An employee or individual who has exhausted all the locally established
procedures, including reference to the Raising Concerns at Work Policy,
and who has taken account of advice that may have been given, may
wish to consult their MP or the Secretary of State for Health in confidence.
Extreme caution should be exercised by anyone considering contacting the
media.

Section 43B (1) of the Public Interest Disclosure Act 1998 provides
protection for disclosure of information where the reasonable belief of the
worker making the disclosure, tends to show that:

a. A criminal offence has been committed, is being committed or is
likely to be committed

b. That a person has failed, is failing or is likely to fail to comply with
any legal obligation to which he is subject

c. That a miscarriage of justice has occurred, is occurring or is likely
to occur

d. That the health or safety of any individual has been, is being or is
likely to be endangered

e. That the environment has been, is being or is likely to be damaged, or

f. That information tending to show any matter falling within points a. to
e. has been, is being or is likely to be deliberately concealed.

Protection from disclosure to the media is highly unlikely to be givenif the
person making the disclosure has not exhausted all internal and external
avenues.



8.7

10.

11.

Any employee, member of the Board, or a member of a committee or a sub-
committee of the Board making a disclosure to the media should be
mindful that any information that they provide may be misinterpreted thus
undermining their genuine concern and potentially wrongly threatening the
reputation of colleagues and the ICB. In addition, if they choose to contact the
media and the disclosure is not protected by the Public Interest Disclosure
Act 1998 their actions might constitute misconduct and will be considered in
accordance with the ICB Disciplinary Policy and Procedure.

Use of Resources

All managers are required (under the Code of Conduct for NHS Managers)
to use the resources available to them in an effective, efficient and timely
manner having proper regard to the best interests of the public and patients.

Fraud/Theft

If you suspect theft, fraud, or other untoward events taking place at work
you should:

e Make a note of your concerns, and

¢ In the case of theft contact your Local Security Management Specialist

e In the case of fraud contact the Local Counter Fraud Specialist on or
the Executive Director of Finance

e You can also report to the national NHS Fraud and Corruption
Reporting Line on 0800 028 40 60 or www.reportnhsfraud.nhs.uk/

Staff should not be afraid of raising concerns and will not experience any
blame or recrimination as a result of making any reasonably held suspicion
known.

If staff have any concerns about any of the issues raised in this document,
they should contact their manager or Human Resources Manager.

Non-compliance with Policy

Failure to notify the ICB of a relevant conflict of interest, additional
employment or business may lead to disciplinary action against the
individual including potential dismissal or removal from office in
accordance with the ICB's Disciplinary Policy and procedure and/or criminal
action (including prosecution) under the relevant legislation.


http://www.reportnhsfraud.nhs.uk/

12.

13.

A review of lessons learned will be conducted by the Accountable Officer or
nominated deputy following any incident of non-compliance with this policy
and the report to be reviewed by the ICB's Audit Committee.

If conflicts of interest are not effectively managed, ICB's could face civil
challenges to decisions they make. In extreme cases, staff and other
individuals could face personal civil liability, for example a claim for
misfeasance in public office.

Failure to manage conflicts of interest could lead to criminal proceedings
including for offences such as fraud, bribery and corruption. This could
have implications for ICBs and linked organisations, and the individuals
who are engaged by them.

Concerns can be raised using the Raising Concerns at Work Policy or
contacting the Conflict of Interest Guardian, of this policy. If the concern
relates to any suspected fraudulent practice, staff should follow the advice
given in section 10 of this document.

The ICB has agreed a process for managing breaches of this policy,
outlined in Appendix E.

Internal Audit

It is recognised that there is no statutory requirement (at present), to
undertake an annual audit of conflict of interest, however, an annual audit will
be considered as part of the annual audit planning exercise.

Linked Policies/Guidance

e |CB Constitution

e NHS England: Standards of Business Conduct Policy 2017

e Standards for members of NHS Boards and Clinical Commissioning
Group governing bodies in England published by the Professional
Standards Authority for Health and Social Care 2012

e ABPI Code of Professional Conduct relating to hospitality/gifts from

pharmaceutical/external industry

Counter-Fraud, Bribery and Corruption Policy

Raising Concerns at Work (Whistleblowing) policy

Guidance to staff on travel expenses

Travel and Expenses policy

Intellectual Property Management and Revenue Sharing Policy

Commercial Sponsorship and Joint Working with the Pharmaceutical

Industry Policy

Secondary Employment guidance

Code of Conduct and Code of Accountability for NHS Boards 2013

Institute of Purchasing and Supply

Ethical code of the Institute of Purchasing and Supply



http://www.professionalstandards.org.uk/docs/psa-library/november-2012---%20%20standards-for-board-members.pdf?sfvrsn=0
http://www.professionalstandards.org.uk/docs/psa-library/november-2012---%20%20standards-for-board-members.pdf?sfvrsn=0
http://www.professionalstandards.org.uk/docs/psa-library/november-2012---%20%20standards-for-board-members.pdf?sfvrsn=0

14.

15.

15.1

15.2

Further Information
If there are any queries on declaration of interests, acceptance or registering
of gifts etc. the Executive Finance Director, Executive Director for Corporate

Governance, Communications and Involvement, ICB governance Lead and
Conflict of Interest Guardian can be contacted for further information.

Monitoring, Review and Archiving

Monitoring

The Board will ensure there is in place for monitoring the dissemination
and implementation of this policy. Monitoring information will be recorded in

the policy database.

Review

15.2.1 The Board will ensure that this policy document is reviewed in accordance

with the timescale specified at the time of approval. No policy or procedure
will remain operational for a period exceeding three years without a review
taking place.

15.2.2 Staff who become aware of any change that may affect a policy should

advise their line manager as soon as possible. The Executive Director will
then consider the need to review the policy or procedure outside of the
agreed timescale for revision.

15.2.3 For ease of reference for reviewers or approval bodies, changes should

NB:

15.3

be noted in the ‘version control’ table on the second page of this document.

If the review consists of a change to an appendix or procedure document,
approval may be given by the sponsor director and a revised document may
be issued. Review to the main body of the policy must always follow the
original approval process.

Archiving
The Board will ensure that archived copies of superseded policy

documents are retained in accordance with Records Management: NHS
Code of Practice for Health and Social Care 2021.



16. Equality Impact Assessment

Initial Screening Assessment

As a public body organisation, we need to ensure that all our current and proposed
strategies, policies, services and functions, have given proper consideration to
equality, diversity and inclusion, do not aid barriers to access or generate
discrimination against any protected groups under the Equality Act 2010 (Age,
Disability, Gender Reassignment, Pregnancy and Maternity, Race, Religion/Belief,
Sex, Sexual Orientation, Marriage and Civil Partnership).

This screening determines relevance for all new and revised strategies, policies,
projects, service reviews and functions.

Completed at the earliest opportunity it will help to determine:

e The relevance of proposals and decisions to equality, diversity, cohesion and
integration.

e Whether or not equality and diversity is being/has already been considered
for due regard to the Equality Act 2010 and the Public Sector Equality Duty
(PSED).

e Whether or not it is necessary to carry out a full Equality Impact Assessment.

Name(s) and role(s) of person completing this assessment:

Name: Aimee Tunney
Job Title: Governance & Assurance Manager
Organisation: North of England Commissioning Support Unit

Title of the service/project or policy: Standards of Business Conduct and
Declaration of Interest policy

Is this a;
Strategy / Policy KService Review [ Project (I
Other N/A

What are the aim(s) and objectives of the service, project or policy:

The purpose of this policy is to ensure exemplary standards of business conduct are
adhered to by Board members, committee and sub-committee members and
employees of the Integrated Care Board (ICB) (as well as individuals contracted to
work on behalf of the Board or otherwise providing services or facilities to the ICB
such as those within commissioning support services). Throughout this Policy
individuals will be aware of their own responsibilities as well as the ICB's
responsibilities as a corporate body. The Policy also sets out the responsibilities of
the ICB as an employer, taking account of the individual and corporate obligations
set out in the Bribery Act 2010



Who will the project/service /policy / decision impact?
(Consider the actual and potential impact)
o Staff X
e Service User / Patients []
e Other Public Sector Organisations[]
e Voluntary / Community groups / Trade Unions []
e Others, please specify Click here to enter text.

o

Questions Yes

X =

Could there be an existing or potential negative impact on any of the
protected characteristic groups?

Has there been or likely to be any staff/patient/public concerns?

X|O| O

Could this piece of work affect how our services, commissioning or
procurement activities are organised, provided, located and by whom?

Could this piece of work affect the workforce or employment practices?

O|X
X|O O

Does the piece of work involve or have a negative impact on:
e Eliminating unlawful discrimination, victimisation and harassment
e Advancing quality of opportunity
e Fostering good relations between protected and non-protected
groups in either the workforce or community

If you have answered no to the above and conclude that there will not be a
detrimental impact on any equality group caused by the proposed
policy/project/service change, please state how you have reached that
conclusion below:

No detrimental impact on a protected equality group. However, breaches of conflict of
interest could have an overall impact to service delivery, commissioning, and
procurement.

Accessible Information Standard Yes | No
Please acknowledge you have considered the requirements of the O
Accessible Information Standard when communicating with staff and
patients.

https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-
info-standard-overview-2017-18.pdf

Governance, ownership and approval

Please state here who has approved the actions and outcomes of the screening

Name Job title Date

Claire Riley Executive Director of June 2022
Corporate Governance,
Communications &
Involvement

Presented to (Appropriate Committee) Publication Date

ICB Board July 2022



https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/10/accessible-info-standard-overview-2017-18.pdf

Publishing

This screening document will act as evidence that due regard to the Equality Act
2010 and the Public Sector Equality Duty (PSED) has been given.



Appendix A

The Nolan Principles on Standards in Public Life

The Nolan Committee was set up in 1994 to examine concerns about standards
of conduct of all holders of public office, including arrangements relating to financial
and commercial activities, and make recommendations as to any changes in
arrangements which might be required to ensure the highest standards of propriety
in public life. The committee published “seven principles of Public Life”, which it
believes should apply to all those operating in the public sector. These principles
should be adopted by ICB staff and are as follows:

Selflessness
Holders of public office should act solely in terms of the public interest. They should
not do so in order to gain financial or other benefits for themselves, their family or
their friends.

Integrity

Holders of public office should not place themselves under any financial or
other obligation to outside individuals or organisations that might seek to influence
them in the performance of their official duties.

Objectivity

In carrying out public business, including making public appointments, awarding
contracts, or recommending individuals for rewards and benefits, holders of public
office should make choices on merit.

Accountability
Holders of public office are accountable for their decisions and actions to the
public and must submit themselves to whatever scrutiny is appropriate to their office.

Openness

Holders of public office should be as open as possible about all the decisions
and actions that they take. They should give reasons for their decisions and
restrict information only when the wider public interest clearly demands.

Honesty

Holders of public office have a duty to declare any private interests relating to
their public duties and to take steps to resolve any conflicts arising in a way that
protects the public interest.

Leadership
Holders of public office should promote and support these principles by leadership
and example.

All staff will be expected to adopt these principles when conducting official business
for and on behalf of the ICB so that appropriate ethical standards can be
demonstrated at all times.



Appendix B

Template: Gifts, Hospitality and Sponsorship Form

Recipient Position Date Date of Details of Estimated Supplier / Details of Previous Details of the officer Declined or Reason for Other

Name of Receipt (if Gift / Value Offer Offers or reviewing and Accepted? Acceptingor Comments
Offer applicable) Hospitality Name and Acceptance by this approving the Declining
Nature of Offeror/ Supplier  declaration made

Business and date

The information submitted will be held by the ICB for personnel or other reasons specified on this form and to comply with the organisation’s
policies. This information may be held in both manual and electronic form in accordance with the Data Protection Act 1998. Information
may be disclosed to third parties in accordance with the Freedom of Information Act 2000 and published in registers that the ICB holds.

| confirm that the information provided above is complete and correct. | acknowledge that any changes in these declarations must be
notified to the ICB as soon as practicable and no later than 28 days after the interest arises. | am aware that if | do not make full, accurate
and timely declarations then civil, criminal, professional regulatory or internal disciplinary action may result.

I do / do not (delete as applicable) give my consent for this information to published on registers that the ICB holds. If consent is NOT given,
please give reasons:

Signed: Date:

Signed: Position: Date: (Line Manager or a Senior ICB Manager)
Please return to <insert name/contact details for team or individual in CCG nominated to provide advice, support, and guidance on how conflicts of interest
should be managed, and administer associated administrative processes>



Appendix C

Template: Declaration of interests for ICB members and employees

Name:

Position within, or relationship with,

the ICB (or NHS England in the event
of joint committees):

Detail of interests held (complete all that are applicable):

Type of Description of Interest (including for indirect Date interest  Actions to be
Interest* | Interests, details of the relationship with the relates taken to mitigate

*See person who has the interest) From & To risk

reverse (to be agreed

of form with line
for manager or a
details senior ICB

manager)

The information submitted will be held by the ICB for personnel or other reasons specified on this form
and to comply with the organisation’s policies. This information may be held in both manual and electronic
form in accordance with the Data Protection Act 1998. Information may be disclosed to third parties in
accordance with the Freedom of Information Act 2000 and published in registers that the ICB holds.

I confirm that the information provided above is complete and correct. | acknowledge that any changes in
these declarations must be notified to the ICB as soon as practicable and no later than 28 days after the
interest arises. | am aware that if | do not make full, accurate and timely declarations then civil, criminal,
or internal disciplinary action may result.

I do / do not [delete as applicable] give my consent for this information to be published on registers that
the ICB may publicly disclose. If consent is NOT given, please give reasons:

Signed: Date:

Signed: Position: Date:
(Line Manager or Senior ICB Manager)

Please return to <insert name/contact details for team or individual in ICB nominated to provide advice, support, and
guidance on how conflicts of interest should be managed, and administer associated administrative processes>



Types of interest

Type of
Interest
Financial
Interests

Description

This is where an individual may get direct financial benefits from the consequences of a
commissioning decision. This could, for example, include being:

e Adirector, including a non-executive director, or senior employee in a private company or
public limited company or other organisation which is doing, or which is likely, or possibly
seeking to do, business with health or social care organisations;

e Ashareholder (or similar owner interests), a partner or owner of a private or not-for-profit
company, business, partnership or consultancy which is doing, or which is likely, or
possibly seeking to do, business with health or social care organisations.

e A management consultant for a provider;

e In secondary employment);

e In receipt of secondary income from a provider;

e In receipt of a grant from a provider;

e In receipt of any payments (for example honoraria, one off payments, day allowances or
travel or subsistence) from a provider

e In receipt of research funding, including grants that may be received by the individual or
any organisation in which they have an interest or role; and

e Having a pension that is funded by a provider (where the value of this might be affected
by the success or failure of the provider).

Non-
Financial
Professional
Interests

This is where an individual may obtain a non-financial professional benefit from the
consequences of a commissioning decision, such as increasing their professional reputation or
status or promoting their professional career. This may, for example, include situations where
the individual is:

e An advocate for a particular group of patients;

e A GP with special interests e.g., in dermatology, acupuncture etc.

e A member of a particular specialist professional body (although routine GP membership of
the RCGP, BMA or a medical defence organisation would not usually by itself amount to an
interest which needed to be declared);

e An advisor for Care Quality Commission (CQC) or National Institute for Health and Care
Excellence (NICE);

e A medical researcher.

Non-

Financial
Personal
Interests

This is where an individual may benefit personally in ways which are not directly linked to their
professional career and do not give rise to a direct financial benefit. This could include, for
example, where the individual is:

e Avoluntary sector champion for a provider;

e Avolunteer for a provider;

e A member of a voluntary sector board or has any other position of authority in or

connection with a voluntary sector organisation;
e Suffering from a particular condition requiring individually funded treatment;
e A member of a lobby or pressure groups with an interest in health.

Indirect
Interests

This is where an individual has a close association with an individual who has a financial
interest, a non-financial professional interest or a non-financial personal interest in a
commissioning decision (as those categories are described above). For example, this should
include:

e Spouse / partner;

e Close relative e.g., parent, grandparent, child, grandchild or sibling;

e (Close friend;

e Business partner.




Appendix D

Procurement Template

Service:

Question

1. How does the proposal deliver good or improved
outcomes and value for money — what are the
estimated costs and the estimated benefits? How does
it reflect the ICB's proposed commissioning priorities?
How does it comply with the ICB's commissioning
obligations?

2. How have you involved the public in the decision to
commission this service?

3. What range of health professionals have been
involved in designing the proposed service?

4. What range of potential providers have been involved
in considering the proposals?

5. How have you involved your Health and Wellbeing
Board(s)? How does the proposal support the priorities
in the relevant joint health and wellbeing strategy (or
strategies)?

6. What are the proposals for monitoring the quality of
the service?

7. What systems will there be to monitor and publish
data on referral patterns?

8. Have all conflicts and potential conflicts of interests
been appropriately declared and entered in registers?

9. In respect of every conflict or potential conflict, you
must record how you have managed that conflict or
potential conflict. Has the management of all conflicts
been recorded with a brief explanation of how they
have been managed?

10. Why have you chosen this procurement route e.g.,
single action tender?

Comment/ Evidence




11. What additional external involvement will there be
in scrutinising the proposed decisions?

12. How will the ICB make its final commissioning
decision in ways that preserve the integrity of the
decision-making process and award of any contract?

Additional question when qualifying a provider on a list or framework or pre selection for tender
(including but not limited to any qualified provider) or direct award (for services where national
tariffs do not apply)

13. How have you determined a fair price for the
service?

Additional questions when qualifying a provider on a list or framework or pre selection for tender
(including but not limited to any qualified provider) where GP practices are likely to be qualified
providers

14. How will you ensure that patients are aware of
the full range of qualified providers from whom they
can choose?

Additional questions for proposed direct awards to GP providers

15. What steps have been taken to demonstrate that
the services to which the contract relates are capable
of being provided by only one provider?

16. In what ways does the proposed service go above
and beyond what GP practices should be expected to

provide under the GP contract?

17. What assurances will there be that a GP practice is
providing high-quality services under the GP contract
before it has the opportunity to provide any new
services?




Appendix E

Managing breaches and conflicts of interest process

Another Person's Breach Personal Breach: Decision Making
Process

Personal Breach
An individual may have a concern

about another person not declaring An individual may relise they have

a COl. failed to decalre a COI during a decsion
making process.
Inform line manager / COIl Guardian
Committee Chair may choose to defer a

decision, if it is felt the process has been
compromised and outline remedial steps
to be taken

An individual may realise they
have failed to declare a COI.

. . If fraud is suspected, advice
A review of the process will be will be sought as appropriate A report will be produced for

undertaken by the ICB and in line with the ICB the relevant (;ommittee to
Governance Lead and COI Counter Fraud, Bribery and review

Guardian. Corruption policy

Breach will be published on
the ICB website.

The ICB will consider whether,
under its Standards of Business Remedial action, on a case by S Breach reported to NHS

case basis, will be taken England

Conduct policy, discipinary
action would be appropriate.




Appendix F
Template declarations of interest checklist

There is a legal obligation to manage conflicts of interest appropriately. It is essential that
declarations of interest and actions arising from the declarations are recorded formally and
consistently across the board, committee and sub-committee meetings. This checklist has
been developed with the intention of providing support in conflicts of interest management to
the Chair of the meeting- prior to, during and following the meeting. It does not cover the
requirements for declaring interests outside of the committee process.

In advance 1. The agenda to include a standing item on declaration of Meeting Chair and
of the meeting sts to enable individuals to raise any issues and/or make a secretariat
ation at the meeting.

2. A definition of conflicts of interest should also be accompanied Meeting Chair and
with each agenda to provide clarity for all recipients. secretariat

3. Agenda to be circulated to enable attendees (including visitors) Meeting Chair and
to identify any interests relating specifically to the agenda items | secretariat
being considered.

4. Members should contact the Chair as soon as an actual or Meeting members
potential conflict is identified.

5. Chair to review a summary report (which could be included on Meeting Chair

the Chair’s sheet) from preceding meetings i.e., sub-

committee, working group, etc., detailing any conflicts of

interest declared and how this was managed.

The Chélr s she(.et would include information relating to discussions at Meeting Chair
preceding meetings, e.g.,
6. A summary of the members’ declared interests is checked to
establish any actual or potential conflicts of interest that may
occur during the meeting.

Timing Checklist for Chairs Responsibility




NHS

North of England
Commissioning Support

Partners in improving local health

During the 7. Check and declare the meeting is quorate and ensure that this Meeting Chair
meeting is noted in the minutes of the meeting.

8. Chair requests members to declare any interests in agenda Meeting Chair
items- which have not already been declared, including the
nature of the conflict.

Meeting Chair

9. Chair makes a decision as to how to manage each interest which
and secretariat

has been declared, including whether / to what extent the
individual member should continue to participate in the meeting,
on a case by case basis, and this decision is recorded.

10. As minimum requirement, the following should be recorded in
the minutes of the meeting: Secretariat

Individual declaring the interest;

At what point the interest was declared;

The nature of the interest;

The Chair’s decision and resulting action taken;

The point during the meeting at which any individuals retired
from and returned to the meeting - even if an interest has not
been declared;

e Visitors in attendance who participate in the meeting must also
follow the meeting protocol and declare any interests in a
timely manner.

A template for recording any interests during
meetings is detailed below.

Following the 11. All new interests declared at the meeting should be promptly Individual(s)
meeting updated onto the declaration of interest form; declaring interest(s)
12. All new completed declarations of interest should be Designated
transferred onto the register of interests. person

responsible for
registers of
interest
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Introduction

Across the country most, if not all, ICB'Ss have a set of policies and procedures for
limiting the number of low clinical value interventions. The Audit Commission’s report
'Reducing expenditure on low clinical value treatments? analyses variation on
approaches to this work. This approach was based on the 'Save to Invest' programme
developed by the London Health Observatory?® incorporating the 'Croydon List' of 34
low priority treatments.

In addition, the national Evidence-Based Interventions (EBI) programme was
launched in 2018 in partnership with the Academy of Medical Royal Colleges, NHS
Clinical Commissioners, the National Institute for Health & Excellence (NICE), NHS
England & Improvement, Royal Colleges, specialist societies, ICB'Ss, providers and
the public. The aim of the programme is to improve the quality of care and is
designed to reduce the number of medical or surgical interventions as well as some
other tests and treatments which the evidence tells us are inappropriate for some
patients in some circumstances. It is also recognised that sometimes these
interventions can do more harm than good.

As well as improving outcomes, a further aim of the national EBI Programme is to free
up valuable resources so they can be put to better use elsewhere in the NHS. The
EBI programme develop and publish national policy on a range of procedures /
interventions, the first set of proposals being consulted on nationally during 2018 and
published as national policy in April 2019. EBI is a rolling programme of work which
is expected to evolve and expand the number of national policies over time.

How this Policy works

This policy sets out a consistent approach by ICB'Ss across the North East and North
Cumbria to stop variation in access to NHS services and allow fair and equitable
treatment for all local patients. Revisions to the policy are managed and co-ordinated
by a clinically-led North East & North Cumbria Policy Development and Review Group.

For clarity there are two differing processes in place to apply for NHS funding for these
procedures:

Check+ — This is a web-based system which incorporates specific modules for both
aspects of this policy. The EBIcheck+ module enables primary and secondary care
clinicians to obtain instant funding approval where the patient meets the clinical criteria
for the procedure. A patient does not need to follow the Individual Funding Request

2Reducing expenditure on low clinical value treatments. Audit Commission, April 2011. https://www.audit-
commission.gov.uk/nationalstudies/health/financialmanagement/lowclinicalvalue/Pages/Default.aspx

3Save to Invest: Developing criteria-based commissioning for planned health care in London. Malhotra N.
Jacobson B. 2007. https://www.lho.org.uk/Download/Public/11334/1/Save%20T0%20Invest%20-
%20Commissioning%20for%20Equity.pdf



(IFR) process in these circumstances. The IFRcheck+ module manages IFR
submissions.

Individual Funding Request (IFR) — The IFR process is to be used in circumstances
when a patient does not meet the clinical criteria for a procedure as set out in this
policy document but can demonstrate exceptionality in accordance with the definition.

Exceptionality is defined as:
‘The patient or their circumstances are significantly different from the general
population of patients with the condition in question and the patient is likely to gain
significantly more benefit from the intervention than might normally be expected for
patients with that condition.’

Where procedures do not require prior approval to be obtained for NHS funding before
the treatment takes place, these are identified as ‘Monitored Approval' within the policy
document. Further information on this category of policy is included within the FAQ
section.

Due to the expansion of this document through the inclusion of national EBI Policies,
along with the nature of some of the procedures / interventions identified within the
EBI programme being more related to pathways, the number of policies identified in
the Monitored Approval category has significantly increased. In response to this, and
specific feedback received about improving the usability of the policy, the document
has been split into two sections for ease of use by end users:

e Section 1: IFR and Prior Approval Policies
o This section includes all policies which require approval to be
confirmed prior to the treatment taking place
e Section 2: Monitored Approval Policies
o This section includes all policies which do not need approval to be
confirmed prior to the treatment taking place



Frequently Asked Questions (FAQS)

Why do we need policies?

NHS resources come under ever greater pressures each year. Ensuring that
treatment and care is focused where it can make the biggest difference is a key part
of making best use of these resources. This is a key challenge for all NHS
organisations, and a prime focus for commissioning among ICB'Ss. These policies
help clinicians identify interventions with limited benefit, thereby providing potential for
reinvesting elsewhere, where potential benefits are greater.

The alternative to having policies of this kind is to leave each decision to individual
GPs, to manage individual dilemmas without guidance and without the context of the
health needs of the wider population.

The Academy of Medical Royal Colleges has launched a Choosing Wisely campaign
(https://www.choosingwisely.co.uk/) which is aligned to the North East and Cumbria
approach to increasing value and improving population health.

At the heart of the Choosing Wisely initiative is a call to both doctors and patients to
have a fully informed conversation about the risks and benefits of treatments and
procedures. As well as releasing resources for other activities, it says patients should
always ask five key questions when seeking treatment. They are:

1. Do I really need this test, treatment or procedure?
2. What are the risks or downsides?

3. What are the possible side effects?

4. Are there simpler, safer options?

5. What will happen if I do nothing?

In a study carried out last year, 82% of doctors said they had prescribed or carried out
a treatment which they knew to be unnecessary. The vast majority of this group cited
patient pressure or patient expectation as the main reason.

What do these policies cover?
These cover interventions where there is significant risk that patients undergoing them
will gain little health benefit.

The procedures have low rather than no clinical value. Some may be effective but
may have low value because other (medical) treatments could be tried first. Other
effective procedures may provide large benefits for some patients but less to those
with few symptoms, where risks and benefits are closely balanced. There are
interventions which are effective in some but give no clinical value in others.


https://www.choosingwisely.co.uk/

Finally, there are those interventions that whilst effective, are undertaken for primarily
cosmetic reasons, which commissioners often consider as providing low clinical value.

Who are they for?

They are to assist clinicians in making referral decisions, where the principal reason
for referral is for surgical intervention. They are also to assist providers of treatment
and surgical services and are a statement about what the NHS will routinely pay for.

How has the policy been compiled and developed?
The policies have been compiled by a group of clinical decision-makers, GPs, and
Public Health specialists, with advice and guidance from clinical specialists and
regional networks. The group has used published evidence and guidance, alongside
expert opinion to develop and refine this set of policies.

These policies are kept under constant review to ensure the policies are in-line with
evidence and best practice. This process is managed and coordinated across the
North East and Cumbria to ensure that there is consistency in the policies and their
application.

How often will this policy be reviewed?

Commissioners plan to review policy content on an annual basis. However, there may
be occasions whereby this is more frequent for example upon receipt of new national
or local guidance from organisations such as NICE or NTAG.

Are the policies categorised in any way?
Yes - Procedures within this policy are categorised and identified into 3 cohorts.

The first two categories are those procedures / interventions which require approval
to be confirmed prior to the treatment taking place. This will be either through an
Individual Funding Request, which must be submitted for consideration by the relevant
commissioner, or a Prior Approval which can be generated at the point of assessing
the patient, provided that the patient clearly demonstrates meeting the relevant criteria.
All procedures / interventions that fall into these two categories are contained within
the first section of the policy.

The final category of policies is identified as 'Monitored Approval. These are
procedures / interventions that do not need any form of approval to be confirmed prior
to the treatment taking place. These policies relate predominantly to treatments that
have been identified as best practice pathways, rather than treatments that have
limited clinical benefit. It can also include treatments that are very small in volumes



carried out. Whilst these policies do not require approval prior to treatment, the
pathways are subject to review in relation to activity levels and any variation observed.
Monitored Approval policies, whilst not requiring prior approval to be obtained prior to
treatment, will be included in the regional EBIlcheck+ tool to provide a complete suite
of policies and be available as a point of reference. These policies are found in section
2.

The 3 cohorts of activity are specified below:

Category 1 (IFR): Interventions that are not routinely commissioned, with patients
only able to access such treatments where an Individual Funding Request (IFR) is
agreed.

Category 2 (Prior Approval): Interventions that should only be performed where
specific criteria are met. These procedures should only be carried out where prior
approval (PAT) is obtained from Commissioners to demonstrate compliance with the
criteria.

Category 3 (Monitored Approval): Interventions that should only be performed
where specific criteria are met. These procedures can take place without the need to
first obtain prior approval from Commissioners, but it is the provider’s responsibility to
ensure that all clinicians are compliant with policy criteria and have appropriate
monitoring mechanisms in place. Although a PAT is not necessarily required, the
procedure/intervention will still be available to access and through EBIcheck+.

Is securing funding a guarantee of treatment?

Approval for NHS funding is NOT the same as a guarantee of treatment. Funding (the
role of the commissioner for a whole population) is often requested before specialist
assessment. The ultimate decision about safety and appropriateness of treatment is
a clinical one which must be discussed with the patient.

What about treatments that have already started under private arrangements?
If treatments have already been started under private arrangements, the overarching
assumption is that a whole package of care has been purchased and its potential
complications taken account of and explained to the patient. Therefore, it would be
unreasonable to expect the NHS to pick up the costs associated with private treatment
unless there is a medical emergency, or some other exceptional circumstance — see
specific policies for further details. Running out of funds, whilst unfortunate, is not
exceptional.

Notwithstanding this point, it is recognised that an individual who has commenced
treatment that would have been routinely commissioned by the NHS on a private basis



can, at any stage, request to transfer to complete the treatment within the NHS.
However, at the point that the patient seeks to transfer back to NHS care, the patient
would be required to be reassessed by an NHS clinician in line with the relevant current
policy to ensure compliance with the latest criteria. In addition, where criteria is met,
the patient will not be given any preferential treatment by virtue of having accessed
part of their care privately and will be subject to standard NHS waiting times.

Likewise, if a device has been privately purchased and initiated, the NHS will not pick
up the costs of consumables or maintenance, unless the patient meet NHS criteria.
For example, a patient who has purchased a continuous glucose monitor would be
expected to have sufficient funds to purchase consumables for the life of the device
unless they meet the NHS criteria for the device.

What about treatments that have been started and completed under private
arrangements?

Funding is not provided retrospectively. If treatment has been completed under
private arrangements it is assumed that the patient has sufficient funds to cover this
treatment.

What about the continuation of experimental treatments/loaned device trials?
The continuation of experimental treatments/loaned device trials will not be routinely
funded. Initiating patients on treatments without clear evidence of safety, efficacy,
effectiveness or cost-effectiveness raises patient expectations that the treatment will
be continued. Where treatments are initiated by providers on a loan/ experimental
basis this is done at the provider’s own risk. The provider must be clear with the patient
about the end point/ exit strategy for the trial and/ or continuing care.

This excludes formal clinical research trials for which there are separate arrangements
between funders and providers.

What if surgeons undertake procedures outside the indications in these
policies?
There is no guarantee of payment in accordance with the legally binding contract.



EBIcheck+ Frequently Asked Questions

What is EBIcheck+?

EBIcheck+ is a module contained within the Check+ system which enables primary
and secondary care clinicians to obtain instant funding approval where the patient
meets the clinical criteria for the procedure. EBIcheck+ was formally known as
vbcchecker.

What should EBIcheck+ be used for?
EBIcheck+ should be used in the first instance for any patients being referred or
treated for any procedures documented within this policy

Which part of the policy is governed by the EBIcheck+ process?
The whole policy document forms part of the EBIcheck+ requirements. There are no
exclusions to this.

Who can make an application for funding through EBIcheck+?

EBIcheck+ is available to use by both primary and secondary care. If the procedure
required is known at the point of referral it is expected that the prior approval ticket
(PAT) will be generated by the GP. If the GP refers for an opinion and secondary care
clinicians advise that a specific procedure is needed, then the PAT should be
generated by secondary care.

What happens if the patient does not meet the criteria?

If the patient does not meet the specific policy criteria and the clinician believes that
the patient can demonstrate exceptionality, then the Individual Funding Request (IFR)
process should be followed. Those submitting an IFR (typically the patient's GP) will
be able to do so using the IFRcheck+ module which is also contained within the
Check+ system.

What if a GP makes a referral outside the criteria outlined in these policies?
Secondary Care have the option to reject the referral back to primary care for
completion of the funding approval or complete the PAT themselves. Both options are
supported by ICB'Ss.



Individual Funding Request (IFR) Frequently Asked Questions

When should we use the IFR Process?

The IFR process is to be used in circumstances when a patient does not meet the
clinical criteria for a procedure as set out in this policy document but can demonstrate
exceptionality in accordance with the definition.

Exceptionality is defined as:

‘The patient or their circumstances are significantly different from the general
population of patients with the condition in question and the patient is likely to gain
significantly more benefit from the intervention than might normally be expected for
patients with that condition.’

Can psychological considerations be taken into account within the definition
of exceptionality?

Accounting for psychological factors in arriving at a decision about eligibility for NHS
funding is hard to do in a clear and fair way. These considerations have been removed
from this policy as psychological distress unfortunately does not constitute clinical
exceptional circumstance.

NICE guidance indicates that clinicians should consider the possibility of Body
Dysmorphic Syndrome when making referral for plastic surgery (NICE Guidance 31).

Should photographs be submitted with the IFR?

Photographs are not used in consideration of exceptionality - and handling them
presents significant risks of compromising confidentiality. Please do NOT submit
photographs. Any photographs received will be returned to sender upon receipt and
an incident will be logged on Safeguard Incident and Risk Management System
(SIRMS).

How can pain and significant functional impairments/ limitations to activities of
daily living endured by patients be demonstrated in an IFR case?

Pain has been defined as an “unpleasant sensory and emotional experience arising
from actual or potential tissue damage” with clinical pain being “whatever the person
says he or she is experiencing whenever he or she says it occurs” and is therefore
subjective.

4 Fink, R. (2000) Pain assessment: the cornerstone to optimal pain management, Baylor University
Medical Centre Proceedings, 13(3): 236-239



https://www.nice.org.uk/Guidance/CG31
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1317046/pdf/bumc0013-0236.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1317046/pdf/bumc0013-0236.pdf

There is insufficient evidence to use questionnaire derived scores to evidence pain in
individuals. Therefore, in lieu of a standard assessment tool, alternative clear and
objective evidence must be provided when demonstrating patient pain and significant
functional impairments/ limitations to activities of daily living.

This evidence should include documented assessments and/ or patient history,
including:

A description of the pain and which daily activities are no longer achievable;
Prescribing history;
Recorded sickness/ absence due to pain/ functional impairment;

Evidence from functional tests/ investigations, such as gait analysis,
physiotherapy/ OT assessment;

History of the pain/ impairment and the response to/ impact/ effect of conventional
therapies available.

Significant functional impairment is defined as:

Symptoms that result in a physical/ functional inability to sustain employment/
education despite reasonable occupational adjustment, or act as a barrier to
employment or undertaking educational responsibilities;

Symptoms preventing the patient carrying out routine domestic or carer activities;

Symptoms preventing the patient carrying out self-care or maintaining independent
living.



Cosmetic Procedures

Treatments or surgery are not eligible for NHS funding. A significant degree of
exceptionality must be demonstrated before funding can be considered outside of
these policies. Specifically, psychological factors are not routinely taken into
consideration in determining NHS funding.

Whilst some degree of distress is usual among people who consider aspects of their
physical appearance as undesirable, the degree of this will not routinely be taken into
account in any funding decision. Further, it is expected clinicians consider the
possibility of psychological problems including Body Dysmorphic Syndrome NICE
Guidance CG31 assess for these and ensure appropriate management before

considering any referral for plastic surgery.

This guidance applies to many of the following policies, in particular:

Abdominoplasty or Apronectomy

Breast asymmetry

Breast augmentation (Breast enlargement)
Breast prosthesis removal or replacement
Breast reduction

Bunion surgery

Ganglion removal

Gynaecomastia

Inverted nipple correction

Mastopexy

Revision mammoplasty

Blepharoplasty

Pinnaplasty

Repair of lobe of external ear
Septorhinoplasty

Circumcision

Vaginoplasty, Labial Vulvoplasty and Vulvar
Lipoplasty

Hirsutism

Removal of tattoos

Resurfacing procedures

Face lift or brow lift

Liposuction

Removal of benign skin lesions
Thigh lift, buttock lift and arm lift
Surgical Treatment for Hair Loss
Oculoplastic Eye Problems
Surgical Fillers

Varicose veins

Commissioning Responsibility

The procedures contained within this policy document are the commissioning
responsibility of Integrated Care Boards (ICB'Ss). There are a number of procedures
/ treatments that fall within the commissioning responsibility of NHS England (NHSE),
and as such, providers should satisfy themselves that they are following the relevant
policy prior to undertaking any interventions. Examples of such procedures that are
NHSE commissioning responsibility include:

e Autologous Cartilage Transplantation
¢ Bone Morphogenetic Protein
e Cervical disc prosthesis


https://www.nice.org.uk/Guidance/CG31
https://www.nice.org.uk/Guidance/CG31

Section 1:

IFR & Prior Approval
Policies

Policies which require approval to be confirmed prior to the treatment taking place



Breast Surgery



Breast — Asymmetry

Category:

(IFR / Prior Approval / Monitored IFR
Approval)

Local or National EBI

(Evidence Based Local

Interventions) Policy:

Background:

This policy does not apply to breast reconstruction as part of the treatment for breast cancer.

Policy:

Surgical correction of breast asymmetry will not be routinely funded.

Please note: this policy does not apply to breast reconstruction or other surgery to obtain symmetry as part

of the treatment for breast cancer

Surgery for primarily cosmetic reasons is not eligible for NHS funding




Category:
(IFR / Prior Approval / Monitored IFR
Approval)

Breast — Augmentation Local or National EBI

(Evidence Based Local
Interventions) Policy:

Background:

This policy does not apply to breast reconstruction following mastectomy for treating breast cancer.

Policy:

Breast augmentation will not be routinely funded.

Surgery for primarily cosmetic reasons is not eligible for NHS funding




Category:
(IFR / Prior Approval / Monitored IFR
Breast — Inverted Nipple Approval)
Correction Local or National EBI
(Evidence Based Local
Interventions) Policy:

Background:

The term inverted nipple refers to a nipple that is tucked into the breast instead of sticking out or being flat.
It can be unilateral or bilateral. It may cause functional and psychological disturbance. Nipple inversion may
occur as a result of an underlying breast malignancy, and it is essential that this be excluded.

Policy:

Surgery for the correction of inverted nipple for cosmetic reasons will not be funded.

Surgery for primarily cosmetic reasons is not eligible for NHS funding




Breast — Mastopexy

Category:

(IFR / Prior Approval / Monitored IFR
Approval)

Local or National EBI

(Evidence Based Local

Interventions) Policy:

Background:

Breasts begin to sag and droop with age as a natural process. Pregnancy, lactation and substantial weight
loss may escalate this process. This is sometimes complicated by the presence of a prosthesis which
becomes separated from the main breast tissue leading to “double bubble” appearance.

This policy does not apply to breast reconstruction as part of the treatment for breast cancer.

Policy:

Mastopexy will not be routinely funded.

Surgery for primarily cosmetic reasons is not eligible for NHS funding




Category:
(IFR / Prior Approval / Monitored Prior Approval

Breast — Prosthesis Approval)

Replacement Local or National EBI
(Evidence Based Local

Interventions) Policy:

Background:

Breast prosthesis may have to be removed after some complications such as leakage of silicone gel or
physical intolerance. This policy deals with the potential replacement of a prosthesis.

Policy:
Breast Prosthesis replacement will only be funded under the following circumstances:

e There is grade 4 capsule formation OR radiological evidence of implant failure OR the patient has a
Poly Implant Prosthesis (PIP) implant
AND
e The original procedure was provided by the NHS
AND
e The original implant insertion was following cancer surgery, trauma, developmental asymmetry, or
surgery for the alleviation of symptoms of gender dysphoria
AND
e The replacement of prosthesis (on a like-for-like basis) has been discussed with the patient and is
agreed as the best course of action by the treating clinician

Please note — PIP Implants: If a patient has had Poly Implant Prostheses (PIP) breast implants originally fitted
on the NHS, these may be removed and replaced. If a patient wishes to have replacement prosthesis
following the removal of PIP implants, but the criteria above are not applicable, please follow the IFR process
for these individual cases.

Please note: Replacement of both implants may occur where all criteria above are met for at least one
implant being removed, and where the treating clinician and patient agreed the removal and replacement of

both implants is the most appropriate outcome.

Surgery for primarily cosmetic reasons is not eligible for NHS funding




Category:
(IFR / Prior Approval / Monitored Prior Approval
. Approval)
Breast — Reduction Local or National EBI
(Evidence Based National EBI
Interventions) Policy:

Background:

Excessively large breasts can cause physical and psychological problems. Breast reduction procedures
involve removing excess breast tissue to reduce size and improve shape. As excess weight is likely to
exacerbate symptoms associated with large breasts, it is assumed that patients going forward for surgery will
be near normal weight.

Assessing eligibility for surgery is problematic not least because there are several recognised approaches to
measuring bra size http://www.wikihow.com/Measure-Your-Bra-Size, some of which relate to historical

manufacturing standards.

The following approach to calculating cup size is recommended for standardisation (extracted from Modern
Sizing section of above reference): subtract band size (below the breast) from the bust size (at the widest
point). The difference between the two numbers determines cup size:

Less than 1 inch difference = AA
1 inch difference= A

2inches=B
3inches=C
4inches=D
5inches =DD

6 inches = DDD (E in UK sizing)

7 inches = DDDD/F (F in UK sizing)
8 inches = G/H (FF in UK sizing)

9 inches = 1/J (G in UK sizing)

10 inches =J (GG in UK sizing)

This policy does not apply to breast reconstruction as part of the treatment for breast cancer.

Policy:

Breast reduction will only be funded in accordance with ALL of the criteria specified below.
For women:

e The woman has received a full package of supportive care from their GP such as advice on weight loss
and managing pain.
AND
e In cases of thoracic / shoulder girdle discomfort, a physiotherapy assessment has been provided
AND



http://www.wikihow.com/Measure-Your-Bra-Size

e Breast size results in functional symptoms that require other treatments/interventions (e.g.,
intractable candidal intertrigo; thoracic backache/kyphosis where a professionally fitted bra has not
helped with backache, soft tissue indentations at site of bra straps).

AND

e Breast reduction planned to be 500gms or more per breast or at least 4 cup sizes.
AND

e Body mass index (BMI) is <27 and stable for at least twelve months.
AND

e Woman must be provided with written information to allow her to balance the risks and benefits of
breast surgery.

AND

e Women should be informed that smoking increases complications following breast reduction surgery

and should be advised to stop smoking.
AND
e Women should be informed that breast surgery for hypermastia can cause permanent loss of lactation.

Surgery for primarily cosmetic reasons is not eligible for NHS funding.

Repeat surgeries will not be routinely commissioned.




Category:
Breast — Revisions of Breast (IFR  Prior Approval / Monitored IFR
0 Approval)
Reduction Surgery & Repeated [\, or National £BI
Courses of Nipple Tattooing (Evidence Based Local
Interventions) Policy:

Background:

Breast reconstruction is surgery to make a new breast after removal of the breast or part of the breast due
to cancer treatment or prevention. The aim is to make a breast of similar size and shape to the original

breast. Breast reconstruction can be done at the same time as the cancer surgery (immediate
reconstruction), or after cancer surgery (delayed reconstruction) and may involve the use of implants to
achieve the desired effect. Nipple tattooing is also a recognised procedure in relation to breast
reconstruction surgery following treatment for breast cancer in order to improve the appearance of the
breast.

Policy:
A full course of treatment will be funded for patients undergoing either immediate or delayed breast
reconstruction surgery, to include all aspects of the reconstruction. This includes the provision of

implant(s) for the reconstruction, and one course of treatment for Nipple Tattooing.

Revisions of reconstruction surgery for purely cosmetic reasons and further courses of Nipple Tattooing
will not be funded.

Please Note: Breast Reconstruction Surgery Post Mastectomy does NOT require Prior Approval




Cardiology



Category:
. (IFR / Prior Approval / Monitored IFR
Exercise ECG for Screening for | Approva)

Coronary Heart Disease focalioriNational EBI .
(Evidence Based National EBI

Interventions) Policy:

Background:

Exercise electrocardiogram (ECG) is a type of cardiac stress test that should no longer be used to screen for
coronary heart disease (CHD).

Exercise ECG has no role in the screening of asymptomatic and low risk patients for coronary heart disease
because it has a very low pre-test probability of identifying pathology. Risk calculators, such as Systematic
Coronary Risk Evaluation (SCORE), are instead recommended to identify patients who are at greater risk of
CHD.

Under the guidance of cardiologists, the test has a limited role for diagnosis in selected patients with
symptoms suggestive of CHD, and/or where CHD has been diagnosed to confirm functional capacity or
severity.

This guidance applies to adults aged 19 years and over.

Further information on the National EBI Policies can be found at www.aomrc.org.uk/ebi

Policy:

ECG for Screening for Coronary Heart Disease will NOT be routinely funded.



http://www.aomrc.org.uk/ebi

Surgical Intervention for Benign
Prostatic Hyperplasia

Category:
(IFR / Prior Approval / Monitored
Approval)

Prior Approval

Local or National EBI
(Evidence Based
Interventions) Policy:

National EBI

Background:

Transurethral resection of prostate (TURP) is a therapeutic procedure involving removal of tissue from the
inner aspect of the prostate using diathermy, via an endoscopic approach. It is commonly undertaken for
voiding lower urinary tract symptoms (LUTS) presumed secondary to benign prostatic hyperplasia (BPH).

TURP is undertaken on an in-patient basis, with a catheter left in-situ for 24-48 hours post-op for the purpose

of irrigation. TURP may be undertaken under either general or spinal anaesthesia.

TURP causes temporary discomfort, occasionally pain, haematuria and is associated with small risks of
infection and acute urinary retention after removal of the catheter. There is also a risk of sexual dysfunction
following TURP. There are small but significant risks of significant harm, including severe fluid and electrolyte
imbalances associated with absorption of large volumes of irrigating fluid (TUR syndrome). TUR syndrome can

be avoided by using bipolar diathermy, a variant of the standard technology.

TURP is the longest established of a range of endoscopic surgical procedures for benign enlargement of the
prostate, with varying indications and potential complications. These include, among others:

e Transurethral incision of the prostate (TUIP) or Bladder Neck Incision (BNI)

e Holmium LASER enucleation of the prostate
e 532 nm (‘Greenlight’) laser vaporisation of the prostate

e Urolift

e Transurethral needle ablation of the prostate (TUNA)
e Transurethral vaporisation of the prostate (TUVP)
e Transurethral water vapour therapy (Rezum)

Open simple/benign prostatectomy is uncommonly undertaken in men with very large prostates and
problematic symptoms. Newer ablative therapies are currently under evaluation and non-surgical procedures

such as prostatic artery embolisation (PAE).

This guidance applies to male adults aged 19 years and over.

Further information on the National EBI Policies can be found at www.aomrc.org.uk/ebi



http://www.aomrc.org.uk/ebi

Policy: Only men with severe voiding symptoms, or in whom conservative management options
and drug treatment have been unsuccessful, should be offered surgical intervention. Surgery is
indicated (in healthy men) in complicated BPH i.e., chronic retention with renal impairment as
evidenced by hydronephrosis and impaired GFR, and in most cases of acute retention secondary
to BPH. The following criteria need to be met:

e The person is healthy and has complicated benign prostatic hyperplasia (i.e., chronic
retention with renal impairment) as evidenced by hydronephrosis and impaired GFR

OR

e Other evidence of complicated BPH (e.g., urinary tract infections, bladder stones or
acute urinary retention)

OR

e Bothersome LUTS persist alongside high, or unchanged International Prostate Symptom
Scores despite optimal conservative and drug treatment

AND
e Shared Decision Making process has been carried out and the person has been counselled
thoroughly regarding alternatives




Cardiovascular



Resperate Devices for
Hypertension

Category:

(IFR / Prior Approval / Monitored IFR
Approval)

Local or National EBI

(Evidence Based Local

Interventions) Policy:

Background:

Resperate is a portable electronic device that promotes slow, deep breathing. Resperate is approved by the

Food and Drug administration for reducing stress and lowering blood pressure.

Policy:

Resperate device for hypertension is not routinely commissioned owing to inadequate evidence of long

term benefit over other relaxation techniques.

As such, clinicians should not routinely prescribe or recommend this product to patients either as

monotherapy or an adjunct to pharmacological management because there is limited clinical evidence of

effectiveness.




Complementary & Alternative
Medicines



Complementary & Alternative
Medicines

Category:

(IFR / Prior Approval / Monitored IFR
Approval)

Local or National EBI

(Evidence Based Local

Interventions) Policy:

Background:

Complementary and alternative medicines (CAMs) are treatments that fall outside of mainstream healthcare.
These medicines and treatments range from acupuncture, massage and homeopathy to aromatherapy,
meditation transcutaneous electrical nerve stimulation (TENS) and colonic irrigation.

Policy:

Complementary and alternative therapies, outside of existing ICB'S commissioned services and pathways,

will not be routinely funded.




Dermatology



Category:
(IFR / Prior Approval / Monitored Prior Approval
. . Approval)
Hyperhidrosis - Referral Local or National EBI
(Evidence Based Local
Interventions) Policy:

Background:

Hyperhidrosis is a condition characterised by excessive sweating and can be generalised or focal. Generalised
hyperhidrosis involves the entire body, and is usually part of an underlying condition, most often an
infectious, endocrine or neurological disorder. Focal hyperhidrosis is an idiopathic disorder of excessive
sweating that mainly affects the axillae, the palms, the soles of the feet, armpits and the face of otherwise
healthy people. Depending on the severity of the hyperhidrosis, it can be managed in primary or secondary
care.

Primary care: lifestyle management, such as regular night-time antiperspirant use (up to 20% aluminium
chloride hexahydrate available OTC), avoiding tight clothing and manmade fabrics, wearing white or black
clothing to minimize the signs of sweating, dress shields to absorb excess sweat, and avoiding stimuli such as
caffeine, spicy foods or crowded areas. Underlying anxiety should be treated.

More patient information and support is available from Hyperhidrosis UK. http://hyperhidrosisuk.org/

References:
http://cks.nice.org.uk/hyperhidrosis#!scenario
http://www.bad.org.uk/
http://hyperhidrosisuk.org/

Policy:
Referral for Hyperhidrosis will only be funded in accordance with the criteria below:

e The search for an underlying cause has been exhausted
AND
e Any underlying anxiety has been identified and managed
AND
e Advice on lifestyle management has been followed for a minimum of 2 months (use an
antiperspirant frequently, avoid tight clothing and manmade fabrics, wear white or black clothing to
minimize the signs of sweating, consider dress shields to absorb excess sweat)

AND

e 20% aluminium chloride hexahydrate has failed or is contraindicated
AND

e Hyperhidrosis Disease Severity Scale (HDSS) 3 or 4
AND

e The patient has medical complications of hyperhidrosis (i.e., skin macerations and secondary
infections).

Note: There must be a minimum of 6 months duration between Botulinum Toxin injections.



http://hyperhidrosisuk.org/
http://cks.nice.org.uk/hyperhidrosis#!scenario
http://www.bad.org.uk/
http://hyperhidrosisuk.org/

Hyperhidrosis - Thoracic
Sympathectomy (Endoscopic or
Open)

Category:

(IFR / Prior Approval / Monitored IFR
Approval)

Local or National EBI

(Evidence Based Local

Interventions) Policy:

Background:

Hyperhidrosis is a condition characterised by excessive sweating and can be generalised or focal. Generalised

hyperhidrosis involves the entire body, and is usually part of an underlying condition, most often an

infectious, endocrine or neurological disorder. Focal hyperhidrosis is an idiopathic disorder of excessive

sweating that mainly affects the axillae, the palms, the soles of the feet, armpits and the face of otherwise

healthy people. Depending on the severity of the hyperhidrosis, it can be managed in primary or secondary

care.

Policy:

Thoracic Sympathectomy (Endoscopic or Open) for the treatment of hyperhidrosis is not routinely funded.




Category:
(IFR / Prior Approval / Monitored Prior Approval
Hyperhidrosis Treatment with Approval)
Botulinium Toxin Local or National EBI
(Evidence Based Local
Interventions) Policy:

Background:

Hyperhidrosis is a condition characterised by excessive sweating and can be generalised or focal. Generalised
hyperhidrosis involves the entire body, and is usually part of an underlying condition, most often an
infectious, endocrine or neurological disorder. Focal hyperhidrosis is an idiopathic disorder of excessive
sweating that mainly affects the axillae, the palms, the soles of the feet, armpits and the face of otherwise
healthy people. The principal management strategies for hyperhidrosis are medical
https://cks.nice.org.uk/hyperhidrosis

Botulinum Toxin is only licensed for the treatment of severe axillary hyperhidrosis and its cost effectiveness
compared to other treatment options is yet to be established.

Policy:

Botulinum Toxin will only be funded in the management of severe axillary hyperhidrosis in accordance
with the criteria below:

e The search for an underlying cause has been exhausted
AND
e Any underlying anxiety has been identified and managed
AND
e Advice on lifestyle management has been followed for a minimum of 2 months (use an
antiperspirant frequently, avoid tight clothing and manmade fabrics, wear white or black clothing to
minimize the signs of sweating, consider dress shields to absorb excess sweat)

AND

e 20% aluminium chloride hexahydrate has failed or is contraindicated
AND

e Hyperhidrosis Disease Severity Scale (HDSS) 3 or 4
AND

e The patient has medical complications of hyperhidrosis (i.e., skin macerations and secondary
infections).
AND
e Inthe opinion of an experienced dermatologist, other treatment options have been exhausted
(including anticholinergics e.g.: propantheline)
AND
e The patient is 17 years or older

Note: There must be a minimum of 6 months duration between Botulin Toxin injections



https://cks.nice.org.uk/hyperhidrosis

Category:
(IFR / Prior Approval / Monitored Prior Approval
Removal of Benign Skin Approval)
Lesions Local or National EBI
(Evidence Based National EBI
Interventions) Policy:

Background:

Benign skin lesions (across the body including eyelids) include a wide range of skin disorders such as
epidermoid and pilar cysts (sometimes referred to as sebaceous cysts) , dermoid cyst, lipoma(ta), skin tags
(including anal skin tags), milia, molluscum contagiosum, seborrhoeic keratoses (basal cell papillomata),
spider naevus (telangiectasia), non-genital viral warts in immunocompetent patients, sebaceous cysts, thread
veins, xanthelasma, dermatofibromas, benign pigmented moles, neurofibromata, comedones and
corn/callous.

Disfiguring scars and keloid or hypertrophic scars (including acne scarring), whether arising from prior injury
or surgery, are also included in the scope of this policy.

Mostly these are removed on purely cosmetic grounds. The risks of surgical scarring must be balanced
against the appearance of the lesion. Patients with multiple subcutaneous lipomata may need a biopsy to
exclude neurofibromatosis.

Policy:

Removal, cryotherapy or treatment (in secondary care) of benign skin lesions will only be funded in
accordance with the criteria specified below:

e There is well documented evidence of significant pain (see FAQs)

OR
e The lesion is unavoidably and significantly traumatised on a regular basis with evidence of this causing
regular bleeding or resulting in infections such that the patient requires 2 or more courses of
antibiotics (oral or intravenous) per year
OR

e there is impairment of visual fields

Where the lump is rapidly growing, abnormally located and/ or is displaying features suspicious of
malignancy, specialist assessment should be sought using the 2 week wait pathway.

Surgery for primarily cosmetic reasons is not eligible for NHS funding

Note: If an IFR is obtained for the treatment of a keloid or hypertrophic scar, the number of treatments with
intralesional triamcinolone will be limited to 3.




Category:
(IFR / Prior Approval / Monitored Prior Approval
0 Approval)
Rhlnophyma Local or National EBI
(Evidence Based Local
Interventions) Policy:
Background:

Rhinophyma is the term used to describe the overgrowth and distortion of the soft tissues of the nose. This
uncommon condition develops as an end point of chronic inflammatory processes within the rosacea
spectrum. While the cosmetic impact is the most obvious consequence and may lead to social isolation and
severe emotional distress, patients also commonly develop airflow obstruction, leading in some cases to
complete nasal blockage.

The development of rosacea may be prevented or reduced by appropriate treatment of rosacea in the early
stages, but once established there is rarely any benefit from medical management. The most effective
surgical treatment for severe or symptomatic cases is a single local anaesthetic day case procedure to
remove excess tissue and reshape the normal nasal contours using electrosurgery. The treatment site is left
to heal naturally, with excellent results and high patient satisfaction in most cases.

Policy:

Surgical treatment for Rhinophyma is only offered as a treatment option for adults where the following
criteria are met:
e There is significant phymatous change and where isotretinoin unlikely to be effective
AND
e There is clear evidence of significant airflow obstruction or blockage
AND
e Surgical treatment (including laser ablation when appropriate) has been recommended by a
Consultant Dermatologist

Surgery for primarily cosmetic reasons is not eligible for NHS funding




Diabetes



Category:
(IFR / Prior Approval / Monitored Prior Approval
H . . Approval)
Continuous Glucose Monitoring [ ocar or National EBI
(Evidence Based Local
Interventions) Policy:

Background:

Continuous Glucose Monitoring (CGM) is a device including a sensor self-inserted subcutaneously, which
records blood glucose levels through the day and night. This can help individuals with variable and
unpredictable glucose levels achieve safer and more stable overall control, improve metabolic control,
reduce hypoglycaemia episodes and improve quality of life.

Policy:

Continuous Blood Glucose Monitors for Type 1 Diabetes will only be funded in accordance with the criteria
specified below, and where requests are made by a Consultant Diabetologist :

e Disabling hypoglycaemia despite optimal self-management supported by a secondary care specialist
team
OR
¢ Inability to recognise hypoglycaemia due to age or communicate about, symptoms of hypoglycaemia
(for example, because of cognitive or neurological disabilities)
OR
e Dangerously erratic glucose levels leading to decompensated high glucose levels and diabetic
ketoacidioosis
OR
e For pregnant women with labile blood glucose or dangerous hypoglycaemia
OR
e Transition from paediatric care where patients are already using CGM and having demonstrated
significant clinical benefit justifying ongoing provision
OR
e Children and young people who undertake high levels of physical activity at a regional, national, or
international level, that despite optimal management and education is leading to suboptimal
diabetes control
OR
e Meets current NICE guidance on use of CGM for patients living with Type 1 Diabetes

All initial requests are made on the basis of a short term (maximum 6 months) trial of continuous
monitoring. Where there have been successful results of the trial, a further request for long term funding
should be made.

Continuous Glucose Monitoring should be discontinued after a six month trial if no improvement is
demonstrated




Category:
2 _ (IFR / Prior Approval / Monitored Prior Approval
Contl_nuous _Sub Cutaneous Aooraal
Children over 12 years (Evidence Based Local
Interventions) Policy:

Background:

NICE technology appraisal TA151 on insulin pump therapy states that continuous subcutaneous insulin pump
therapy is recommended as a treatment option for adults and children 12 years and older with type 1
diabetes mellitus to improve control of blood sugar and reduce the rate of hypoglycaemia (low blood sugar
levels).

Policy:

Insulin Pumps and consumables are only offered as a treatment option for adults and Children 12 years
and over where the following criteria are met:

e Attempts to reach target haemoglobin Alc (HbAlc) levels with multiple daily injections result in
the person having disabling hypoglycaemia
OR
e HbAlc levels have remained high (8.5% or above) with multiple daily injections despite the person
and/or their carer carefully trying to manage their diabetes
AND
e Patient has Type 1 diabetes mellitus
AND
e Treatment is only started by a secondary care multidisciplinary diabetes team including diabetes
doctors, specialist nurses and dieticians
AND
e Provision will include the device (either new or renewal) and all relevant consumables and technical
support requirements

Note: This policy includes the use of Patch Pumps. Where a patient meets the criteria, it is understood that
Prior Approval remains in place for the period the patient requires the use of an insulin pump.




Category:
2 _ (IFR / Prior Approval / Monitored Prior Approval
Contl_nuous _Sub- Cuta_neous Aooraal
under 12 (Evidence Based Local
Interventions) Policy:

Background:

The recommendations of NICE and other studies including the RCPCH NPDA technology audit demonstrate
the potential benefits of the use of insulin pumps when clinically indicated for children under 12 years old.

Policy:

Insulin Pumps and consumables are only offered as a treatment option for Children less than 12 years old
where the following criteria are met:

e Patient has Type 1 diabetes mellitus
AND
e MDI therapy is considered to be impractical or inappropriate as determined by a secondary care
multidisciplinary diabetes team including diabetes doctors, specialist nurses and dieticians
AND
e The patient and their carer are aware that they will be expected to transition off the insulin pump
and undergo a trial of MDI therapy between the ages of 12 and 25 years, the timing and
appropriateness of which will be clinically determined.
AND
e Treatment is only started by a secondary care multidisciplinary diabetes team including diabetes
doctors, specialist nurses and dieticians
AND
e Provision will include the device (either new or renewal) and all relevant consumables and technical
support requirements

Note: This policy includes the use of Patch Pumps. Where a patient meets the criteria, it is understood that
Prior Approval remains in place for the period the child requires the use of an insulin pump, noting the
criteria that transition off the insulin pump between the ages of 12 and 25 years should be considered.

Please be aware this policy relates to children under 12 years old only. For children 12 years old and over,
who have not yet commenced treatment, please refer to the policy for Continuous Sub-Cutaneous Insulin
Infusion for Adults and Children over 12 years.




Category:
(IFR / Prior Approval / Monitored Prior Approval

Flash Glucose Monitoring Approval)

Local or National EBI (Evidence

Based Interventions) Policy: Local

Background:
Flash Glucose Monitoring (for example, Freestyle Libre® devices) are classified as a red device and therefore
can only be initiated and prescribed by specialist secondary care clinicians.

Consumables for this device should be prescribed for a period of time aligned to a patient's required routine
outpatient appointments. Additional outpatient appointments should not be made purely for the purpose of
obtaining repeat prescription for associated consumables. In these circumstances, the ICB'S will not pay for
additional outpatient appointments.

In circumstances where a patient has bought their own device or has been provided with the device as part
of a clinical trial, consumables will only be funded when prior approval has been obtained demonstrating
that the patient meets the criteria.

Consumable costs will be reconciled using the routine reconciliation process associated with VBC data on the
basis of 100% compliance. The cost of any consumables for this product which have been prescribed without
prior funding approval will not be reimbursed by ICB'Ss to providers.

Policy:

Flash Glucose Monitoring (for example, Freestyle Libre® devices) should only be used for people aged four
and above, attending specialist diabetes clinics (including Community based) and who have been assessed by
the specialist clinician and deemed to meet one or more of the below requirements.

e Those with Type 1 diabetes and recurrent severe hypoglycaemia or impaired awareness of
hypoglycaemia. (NICE recommend continuous glucose monitoring (CGM) with alarms as standard
and that the Freestyle Libre 2 is inferior to CGM, however, if both the patient and clinician consider
that a 6 month trial of Flash Glucose monitoring would more clinically appropriate then this can be
considered).

OR

e Those with Type 1 diabetes AND have had 2 or more admissions with diabetic ketoacidosis or 2 or

more episodes of hypoglycaemia requiring third party assistance (per year)
OR

e Those with Type 1 diabetes AND who meet the criteria for insulin pump therapy (HbA1lc
69.4mmol/mol >8.5%) or disabling hypoglycaemia where a successful trial of Flash Glucose
Monitoring may avoid the need for pump therapy

OR
e Those with any form of diabetes on haemodialysis AND on insulin treatment AND who are clinically
indicated as requiring intensive monitoring
OR
e Patients with diabetes associated with cystic fibrosis on insulin treatment
OR

e Those with pre-existing diabetes (Type 1 or Type 2) on insulin who are actively trying to conceive or

are currently pregnant
OR

e People with Type 1 diabetes who are unable to routinely self-monitor blood glucose due to disability

who require carers to support glucose monitoring and insulin management




OR
e People with Type 1 diabetes for whom the specialist diabetes MDT determines have occupational or
psychosocial circumstances that warrant a 6-month trial of Flash Glucose Monitoring with
appropriate adjunct support
OR
e Previous self-funders of Flash Glucose Monitors with Type 1 diabetes where those with clinical
responsibility for their diabetes care are satisfied that their clinical history suggests that they would
have satisfied one or more of the criteria set out above prior to them commencing use of Flash
Glucose Monitoring had these criteria been in place prior to April 2019; AND has shown
improvement in HbAlc since self-funding
OR
e People with Type 1 diabetes or insulin treated Type 2 diabetes who are living with a learning
disability and recorded on their GP Learning Disability Register

In addition;

- All patients (or carers) must be willing to undertake training in the use of Flash Glucose Monitoring
devices (for example, Freestyle Libre® devices) and commit to on-going regular follow-up and
monitoring (including remote follow-up where this is offered).

- All patients should have attended, or give due consideration to future attendance, at a Type 1
diabetes structured education programme (DAFNE or equivalent if available locally).

- For pregnant patients; Total duration of Flash Glucose monitoring will be for 12 months in total:
inclusive of pregnancy and the immediate post-partum period. Thereafter, patients will be expected
to return to their previous method of blood glucose testing. Patients developing Gestational
Diabetes are excluded from this recommendation

- All patients agree to scan glucose levels no less than 3 times per day (minimum of every 8 hours) and
use the sensor >70% of the time.

The hospital initiating any Flash Glucose Monitoring will supply a 7L Sharps Bin for the safe disposal of used
Freestyle Libre® applicators and sensors, the monitoring device and a 28 day supply of sensors (i.e. two
sensors, one of which is supplied free by Abbott) and write to patient’s GP practice requesting that they
continue to prescribe during the trial period.

At 6 months the patient will be reviewed by the diabetes specialist and will only continue to receive Flash
Glucose Monitoring if they meet criteria as detailed within this policy. The specialist will be expected to
communicate this to the patient’s GP and carry out an annual assessment of continuing benefit thereafter.

NB: Previous self-funders are ONLY eligible for NHS funded treatment if they meet the criteria set out in this
policy.

Flash Glucose Monitoring devices should be discontinued after a six-month trial if no improvement is
demonstrated in one or more of the following areas:
1. Reductions in severe/non-severe hypoglycaemia
Improvement of impaired awareness of hypoglycaemia
Episodes of diabetic ketoacidosis
Admissions to hospital
Improvement in HbAlc
Testing strip usage
Quality of Life changes using validated rating scales.
Commitment to regular scans and their use in self-management.

N A WN

Ongoing use should be assessed annually thereafter.




Category:
i i (IFR / Prior Approval / Monitored Prior Approval
I-Port Advance for use in i
Diabetes (Evidence Based Local
Interventions) Policy:

Background:

The i-Port Advance is a device that may offer an alternative option to pump therapy in patients with Type 1
diabetes. Clinical evidence for the use of i-Port Advance device is limited, however, based on problems
associated with insulin administration by injection(s), such as pain, anxiety (needle phobia), lipohypertrophy,
and risk of infection, there may be some degree of acceptability for the device which may assist in achieving
optimal glycaemic control reducing admissions from diabetic ketoacidosis (DKA) and reducing the insulin
doses required.

Policy: The use of the i-Port Advance device in children or adults will be offered as a treatment
option where the following criteria are met:

e Patients in whom multiple daily injections are impractical and inappropriate where use of an
injection port may avoid the need to move to insulin pump therapy
OR
e Patients with significant anxiety and needle phobia who are avoiding or missing injections
OR
e Patients with a raised HbA1 >69mmol/ | with poor compliance with treatment or who are
injecting into lipohypertrophy despite support and advice to avoid these areas
AND
e Patient has Type 1 diabetes
AND
e Treatment is only started by a secondary care multidisciplinary diabetes team including diabetes
doctors, specialist nurses and dieticians

Please note: Continued use of the i-Port Advance device should be reviewed every 3-6 months by an
appropriate clinician. Where a patient meets the criteria, it is understood that Prior Approval remains in
place for the period the patient requires the use of the device.




Ear, Nose and Throat (ENT)



Adult Snoring Surgery (in the
absence of Obstructive Sleep
Apnoea — OSA)

Category:

(IFR / Prior Approval / Monitored IFR

Approval)

Local or National EBI

(Evidence Based National EBI

Interventions) Policy:

Background:

Snoring is a noise that occurs during sleep that can be caused by vibration of tissues of the throat and palate.
It is very common and as many as one in four adults snore, as long as it is not complicated by periods of
apnoea (temporarily stopping breathing) it is not usually harmful to health, but can be disruptive, especially
to a person’s partner. A number of alternatives to surgery are available and include; weight loss, stopping
smoking, reducing alcohol intake, medical treatment of nasal congestion and mouth splints.

Policy:

Due to the significant risks that patients could be exposed to and no evidence of longer term benefits; this
procedure is not routinely commissioned in the management of uncomplicated snoring.

This policy relates to adults only.




Category:
(IFR / Prior Approval / Monitored Prior Approval
Grommets (and other Approva)
ventilation devices) in Children | Local or National EBI
(Evidence Based National EBI
Interventions) Policy:

Background:

Otitis media with effusion (OME) has a good prognosis. It is a self-limiting condition and 90% of children will
have complete resolution within 1 year. Active observation for at least 3 months (watchful waiting) rarely
results in long-term complications. There is no proven benefit from treatment with any medication or
complementary or alternative treatments.

Insertion of ventilation tubes, or grommets, is the most common surgical treatment. Evidence suggests that
the benefit of grommets on children’s hearing gradually decreases in first year of insertion.

The procedure improves hearing in the short term (up to 12 months after surgery) but has not been shown
to improve language or speech development. Parents / cares should have the risks and benefits of treatment
clearly discussed with them. There should be evidence that the risks and benefits of treatment options have
been clearly discussed with the patient / carer and are documented in the patient notes. This may include
the NHS Rightcare Shared Decision Making tool. Patient decision making aids are available to search through
the following link: https://library.nhs.uk/knowledgehub/

Policy:
Referral for a Specialist opinion when:

e Persistence of bilateral otitis media with effusion (OME) and hearing loss over 3 months
OR
e If hearing loss of any level is associated with a significant impact on the child's developmental, social,
or educational status.

OR
e If hearing loss is severe.
OR
e The hearing loss persists on two documented occasions (usually following repeat testing after 6—
12 weeks).
OR

e Thetympanic membrane is structurally abnormal (or there are other features suggesting an alternative
diagnosis).
OR
e There is a persistent, foul-smelling discharge suggestive of a possible cholesteatoma.
OR
e The child has Down's syndrome or has a cleft palate.
OR



https://library.nhs.uk/knowledgehub/

e The child has recurrent acute otitis media (defined as three or more episodes in 6 months, or four or
more episodes in 12 months with at least one episode in the past 6 months) in whom conservative
measures have been ineffective.

Ventilation tube (grommet) insertion will be funded in accordance with NICE guidance (CG60):

e Thereis evidence that the risks and benefits of treatment options have been clearly discussed with the
patient / carer and are documented in the patient notes. This may include the NHS Rightcare Shared
Decision Making tool. Patient decision making aids are available to search through the following link:
https://library.nhs.uk/knowledgehub/.

AND EITHER

e Children with persistent bilateral OME documented over a period of 3 months with a hearing level
in the better ear of 25-30 dBHL or worse, when averaged at 0.5, 1, 2 and 4 kHz (or equivalent dBA
where dBHL not available).

OR

e Exceptionally in children with persistent bilateral OME with a hearing loss less than 25—-30 dBHL
where the impact of the hearing loss on a child’s developmental, social or educational status is
judged to be significant.

OR

e The ventilation tube is inserted for the diagnosis of underlying sensori-neural hearing loss
OR

e The treatment of recurrent acute otitis media (defined as three or more episodes in 6 months, or
four or more episodes in 12 months with at least one episode in the past 6 months) in whom
conservative measures have been ineffective

OR

e The treatment of chronic retraction of the tympanic membrane

OR

e Children who cannot undergo standard assessment of hearing thresholds where there is clinical
and tympanographic evidence of persistent glue ear and where the impact of the hearing loss on
a child’s developmental, social or educational status is judged to be significant.



https://library.nhs.uk/knowledgehub/

Category:
(IFR / Prior Approval / Monitored Prior Approval
Removal of Adenoids for Approval)

Treatment of Glue Ear Local or National EBI
(Evidence Based National EBI

Interventions) Policy:

Background:

Adenoids are lymphatic tissue that reside in the post nasal space and arise from the roof of the nasopharynx.
Adenoids are only usually present in children and tend to grow from birth, reaching the largest size when a
child is between 3 and 5 years of age, before slowly shrinking away by adulthood.

When the adenoids are enlarged or inflamed they may contribute to glue ear (otitis media with effusion),
which can affect hearing. They can also cause symptoms of nasal blockage, mouth breathing, obstructive sleep
and other upper respiratory tract symptoms (e.g., persistent runny nose)

When children have persistent glue ear that affects hearing, one option for treatment of the hearing loss is
with grommet insertions (ventilation tubes) and guidance for this intervention is already set out in the EBI
guidance published in November 2018 — ‘grommets for glue ear in children’.

In some circumstances, when a child is undergoing surgery to insert grommets, the adenoids may also be
partially resected at the same time. This is a short procedure performed via the mouth to remove excessive
adenoidal tissue (adenoidectomy) and is most commonly performed either by electrocautery (monopolar
suction diathermy), cold steel dissection (curettage), or coblation. The aim of adenoidectomy is to improve
eustachian tube function and therefore reduce the recurrence of glue ear after grommets fall out.

This guidance applies to children aged 18 years and under

Further information on the National EBI Policies can be found at www.aomrc.org.uk/ebi



http://www.aomrc.org.uk/ebi

Policy: Adenoidectomy should only be carried out when the following criteria are met:

e The child has persistent and / or frequent nasal obstruction which is contributed to by adenoidal
hypertrophy (enlargement)

OR

e The child is undergoing surgery for re-insertion of grommets due to recurrence of previously
surgically treated otitis media with effusion

OR

e The child is undergoing grommet surgery for treatment of recurrent acute otitis media

OR

e Adenoidectomy as part of treatment for obstructive sleep apnoea or sleep disordered breathing
in children (e.g., as part of adenotonsillectomy)

OR

e Adenoidectomy as part of the treatment of chronic rhinosinusitis in children

OR

e Adenoidectomy for persistent nasal obstruction in children and adults with adenoidal
hypertrophy

OR

e Adenoidectomy in preparation for speech surgery in conjunction with the cleft surgery team

Adjuvant adenoidectomy should not be routinely performed in children undergoing grommet
insertion for the treatment of otitis media with effusion




Category:

Septorh | noplasty, Rh|n0p|asty, (IFR / Prior Approval / Monitored Prior Approval

Approval)
and Septoplasty for nasal Local or National EBI

deformities (Evidence Based Local
Interventions) Policy:

Background:

Septorhinoplasty, Rhinoplasty, and Septoplasty for nasal deformities are surgical procedures performed on
the nose to change its size or shape or both. People usually ask for this procedure to improve self-image.
The policy applies to all three procedures of Septorhinoplasty, Rhinoplasty, and Septoplasty.

Policy:

Rhinoplasty, Septoplasty, or Septorhinoplasty for nasal deformities will only be funded in accordance with
the criteria specified below:

e Where conservative treatment has been exhausted;

AND
e Problems caused by obstruction of the nasal airway

OR
e Objective nasal deformity caused by direct trauma and the treatment is required at the time of, or

soon after the acute episode and before permanent healing has occurred.
OR

e Correction of complex congenital conditions to improve function e.g., cleft lip and palate.

Surgery for primarily cosmetic reasons is not eligible for NHS funding




Category: )
Surgery fOf Sinusitis - Refel’l’a| /{AIZI;r/OCZIc))rApproval/Monltored Prior Approval
for Specialist Secondary Care Local or National EBI
Assessment (Evidence Based National EBI
Interventions) Policy:

Background:

Chronic rhinosinusitis (CRS) is defined as inflammation (swelling) of the nasal sinuses that lasts longer than 12
weeks. The sinuses are mucus secreting, air filled cavities in the face and head that drain into the nose; their
normal function may be disrupted by environmental, infectious or inflammatory conditions which damage the
epithelial lining and disturb the balance of the natural microbial community. Patients report a number of
symptoms including nasal blockage, discharge, alteration to smell, and facial pressure or pain. They often have
a relapsing course, with recurrence after treatment commonplace. Absenteeism and presenteeism are
widespread.

It is @ common chronic condition that affects approximately 11% of adults and has a significant detrimental
effect on the quality of life of those affected, thus creating a significant disease burden.

CRS as a term encompasses a wide range of phenotypes but can broadly be divided into two main types.
Chronic rhinosinusitis with Nasal Polyposis (CRSWNP) and Chronic Rhinosinusitis without Nasal Polyposis
(CRSSNP).

First-line treatment is with appropriate medical therapy, which should include intranasal steroids and nasal
saline irrigation. In the case of CRSWNP a trial of a short course of oral steroids should also be considered.

Where first-line medical treatment has failed patients should be referred for diagnostic confirmation and they
then may be considered for endoscopic sinus surgery. This involves surgery using a telescope via the nasal
cavity to open the sinuses and, if present, remove nasal polyps, both improving the effectiveness of ongoing
medical therapy and relieving obstruction. The surgery is usually undertaken under general anaesthetic as a
day-case procedure in otherwise healthy individuals.

This guidance applies to Children and Adults.

Further information on the National EBI Policies can be found at www.aomrc.org.uk/ebi

Policy: Surgery for sinusitis will only be funded where the following criteria are met:

o Aclinical diagnosis of CRS has been made (as set out in RCS/ENT-UK Commissioning
guidance) in primary care and patient still has moderate / severe symptoms after a 3-
month trial of intranasal steroids and nasal saline irrigation

AND

o In addition, for patients with bilateral nasal polyps there has been no improvement in
symptoms 4 weeks after a trial of 5-10 days of oral steroids (0.5mg/kg to a max of 60 mg)

OR

e Patient has nasal symptoms with an unclear diagnosis in primary care

OR

e Any patient with unilateral symptoms or clinical findings, orbital, or neurological features should
be referred urgently / via 2-week wait depending on local pathways.



http://www.aomrc.org.uk/ebi

Category:
(IFR / Prior Approval / Monitored Prior Approval
Tonsillectomy for Recurrent Approval)
Tonsillitis Local or National EBI
(Evidence Based National EBI
Interventions) Policy:

Background:

Tonsillectomy is one of the most common surgical procedures in the UK. There is good evidence for the
effectiveness of tonsillectomy in children but only limited evidence in adults.

Policy:

Tonsillectomy will only be funded for adults or children in accordance with the criteria specified below:

e The sore throats are due to acute tonsilitis;

AND
e The episodes of sore throat are disabling and prevent normal functioning
AND EITHER

e Seven or more well documented, clinically significant episodes of sore throat in the previous
year;

OR

e Five or more such episodes have occurred in each of the preceding two years

OR

e Three or more such episodes have occurred in each of the preceding three years

OR

e There is a suspicion of malignancy

OR

e Recurrent episodes of quinsy
This policy does not apply to Emergency Presentations (e.g., treatment of parapharyngeal abscess), tonsil
bleeding or deep neck infection. It also does not apply to OSAS in children. These diagnoses will be funded.

There is no restriction on funding for tonsillectomy to treat adult obstructive sleep apnoea with tonsillar
enlargement (if trials of continuous positive airway pressure (CPAP) and the use of mandibular advancement

devices are unavailable or unsuccessful).

Tonsillectomy for the treatment of halitosis associated with tonsilloliths will not be routinely funded.




Fertility



Category:

IFR & Prior Approval
(IFR / Prior Approval / Monitored

(please see detail of policy)

Assisted Reproduction Approva)
Treatments Local or National EBI
(Evidence Based Local

Interventions) Policy:

Background:

The Clinical Guideline on fertility assessment and treatment was published by NICE in February 2013 (NICE CG156,
2013) and covers all clinical procedures/pathways relating to fertility assessment and treatment.

This document provides a single specific commissioning policy for the NHS with the aim to ensure consistency in
the application of the guideline across the North East & North Cumbria region.

Over 80% of couples in the general population will conceive within 1 year if:
e the woman is aged under 40 years
AND

e they do not use contraception and have regular sexual intercourse.

Of those who do not conceive in the first year, about half will do so in the second year (cumulative pregnancy rate
over 90%). [NICE 2004, amended 2013].

The estimated prevalence of infertility is one in seven couples in the UK. A typical Integrated Care Board can
expect about 230 new consultant referrals (couples) per 250,000 head of population per year (NICE CG11, 2004).

All couples are eligible for consultation and advice from the specialist service

Policy:

Investigations to determine fertility are routinely commissioned on the NHS.

IVF / ICSI carried out as part of pre-implantation genetic testing is commissioned directly by NHS England and is
therefore not covered by this policy.

The NHS does not routinely commission the following:

e Any treatment requiring surrogacy (paid or altruistic).

e Intrauterine or other artificial insemination for an otherwise fertile woman.

e Treatment when sub fertility is due to previous sterilisation procedure.

e Treatment when any party to the pregnancy with proposed parental responsibility has living children.

e Treatment when any party to the pregnancy with proposed parental responsibility has not been
registered with a ICB'S in the areas covered by the policy for at least 1 year.

e Treatment for patients who are not eligible for NHS treatment in line with the Overseas Visitors Charging
Regulations.




e  Fertility preservation for patients whose fertility has not been at risk from iatrogenic or other medical
conditions.

e Gamete donation (noting that altruistically donated gametes may be used in treatment at the discretion
of treatment providers).

e Treatment for women after their 43 birthday.

e Treatment when the female hoping to become pregnant is a smoker

e Treatment when the female has a BMI <19 or >30.

e Treatment when the male party to the pregnancy has male factor infertility and is a smoker.

Policy: NHS funded fertility treatment is available to treat established infertility in the following
circumstances:

Treatment for male factor infertility
Absolute or relative male factor infertility has been demonstrated on semenalysis.

In relative male factor sub fertility, there has been 2 years of regular vaginal intercourse* following health
optimisation (i.e., BMI <30 and non-smoking for both parties).

*Regular vaginal intercourse is defined as 3 times per week.

Treatment of female factor infertility
Absolute or relative female factor infertility has been demonstrated on appropriate investigations.

In relative female factor sub fertility, if clinically appropriate, there has been either 2 years of regular heterosexual
vaginal intercourse following health optimisation (BMI <30 & non-smoking for both parties) or 6 cycles of
medically managed artificial insemination (by an HFEA licensed provider) with health optimisation (BMI <30 &
non-smoking).

Treatment of unexplained infertility
There has been either 2 years of regular heterosexual vaginal intercourse following health optimisation (BMI <30
& non-smoking for both parties) or 6 cycles of medically managed artificial insemination (by an HFEA licensed

provider) with health optimisation (BMI <30 & non-smoking).

Where the criteria for male factor, female factor or unexplained fertility have been met the NHS will fund Ul
and/or IVF (inc ICSI) subject to the following criteria being met:




Ref

Policy

Access Criteria

Guidance Notes

Fertility treatment female
wishing to become
pregnant under 40 years

1. 12 cycles of
artificial
insemination using
partner’s sperm or
6 cycles of donor
sperm (by an HFEA
licensed provider).

2. Upto 3* full cycles
of IVF, with or
without
intracytoplasmic
sperm injection
(1csl).

Female: BMI greater than 19.0 and
lower than or equal to 30.0 and
non-smoker at the start of
treatment.

Male factor infertility: Non-smoker
at the start of treatment.

If the woman reaches the age of
40 during treatment, complete the
current full cycle but do not offer
further full cycles.

*Refer to Guidance Notes

3 full cycles of IVF

Inform people that normally a full
cycle of IVF treatment, with or
without ICSI should comprise 1
episode of ovarian stimulation and
the associated episode transfer of
the fresh and frozen embryo(s)
relating to that cycle.

Access to three cycles is not an
automatic right — the outcome of
any previous cycle will be taken into
account. Treatment must be
medically indicated at the start of
each cycle.

As IVF success rates decline
significantly after 3 cycles, previous
cycles received irrespective as to
whether they were funded by the
NHS or privately will be taken into
account.

If patients have funded 3 or more
IVF cycles privately they will not be
entitled to any NHS funded cycles.

If patients have funded 2 cycles
privately they will be entitled to 1
NHS cycle.

If patients have funded 1 cycle
privately they will be entitled to 2
NHS cycles.




Ref | Policy

Access Criteria

Guidance Notes

2 Fertility treatment female
wishing to become
pregnant aged 40 to 42
years

1. 12 cycles of
artificial
insemination using
partner’s sperm or
6 cycles of donor
sperm (by an HFEA
licensed provider).

2. Upto 1* full cycle
of IVF, with or
without
intracytoplasmic
sperm injection
(ICSI). Treatment
must start before
the woman’s 43rd
birthday

Female: BMI greater than 19.0 and
lower than or equal to 30.0 and
non-smoker at the start of
treatment

Male factor infertility: Non-smoker
at the start of treatment.

Provided all the following 3 criteria
are fulfilled:

e They have never
previously had IVF
treatment

AND

e There is evidence of good
ovarian reserve as
identified by a specialist
clinician

AND

e There has been a
discussion of the
additional implications of
IVF and pregnancy at this
age

*Refer to Guidance Notes

1 full cycle of IVF

Inform people that normally a full
cycle of IVF treatment, with or
without ICSI should comprise 1
episode of ovarian stimulation and
the associated episode transfer of
the fresh and frozen embryo(s)
relating to that cycle.

Ovarian reserve testing

The aim is to select those with at
least 10% chance of successful
treatment. The criteria remain under
review. At present use the following
criteria to predict the likely ovarian
response to gonadotrophin
stimulation in women who are
eligible for IVF treatment:

e Total antral follicle count of
more than or equal to 4

AND

e Anti-Mdllerian hormone of
more than or equal to 5.4
pmol/I.

Fertility Preservation

Policy: The NHS will fund fertility preservation for anyone who is at high risk of premature infertility
from iatrogenic or other medical conditions including women who are at high risk of idiopathic

premature ovarian failure (POF).

Note: in the case of idiopathic POF, high risk is defined as having more than one affected direct family member.




Embryo / Gamete Harvesting & Storage

Policy: The NHS will fund embryo / gamete harvesting and storage for those patients who have had
their fertility preservation funded by the NHS in accordance with the fertility preservation policy for:

- Aninitial period of one year (subject to clinical review at the end of the period)

- Afurther period of up to 10 years (subject to clinical review at the end of the period)

- For females up to a period for which the female remains eligible for NHS fertility treatment. Once the
female has reached the maximum age for NHS fertility treatment the patient should have the option
to privately fund storage should this be clinically appropriate.

- For males a period up to 55 years in total from fertility preservation.

Gametes stored by the NHS will not be preserved after the patient has deceased.

Patients who have had gamete storage funded by the NHS will be subject to the NHS fertility treatment policy at
the time they wish to use the gametes.

Embryo Storage following NHS funded Assisted Reproduction Treatment

The NHS will fund embryo storage for embryos which have been funded by the NHS in line with the Fertility
Policy. Embryos will be stored by the NHS up to the time that the female reaches the maximum age for fertility
treatment on the NHS. Any embryos stored or created by the NHS will not be preserved after the patient has
deceased.

Note: Any embryos stored before the woman’s 43 Birthday may be implanted within 12 months of the date
storage commenced*.

* The rationale for this is that the embryo has been created while the female is compliant in line with the policy.




Gastroenterology



. . Category:
Approp”ate COIOnOSCOpy In the (IFR / Prior Approval / Monitored IFR
Management of Hereditary Approva)
Colorectal Cancer (monoallelic (LE’C_Z' 17 N;t'°“:' EBI National EBi
viaence base ationa
MUTYH) Interventions) Policy:

Background:

Colorectal carcinoma (CRC) is one of the most common cancers in the UK with more than 40,000 new cases
diagnosed each year. An estimated 35% of CRC is due to heritable factors.

While colonoscopy is a safe procedure, there is a small risk of complications — including pain, intestinal
perforation or major haemorrhage as well as issues related to any sedative used. Colonoscopy should therefore
be used appropriately in the management of CRC in people who have been identified with an increased lifetime
risk of CRC due to hereditary factors.

This guidance applies to adults aged 19 years and over.

Further information on the National EBI Policies can be found at www.aomrc.org.uk/ebi

NOTE: Colonoscopy in relation to specific conditions / interventions, should only be carried out
where the specified criteria are met — see the appropriate policy under the Monitored Approval
section.

Policy:

Appropriate colonoscopy in the management of hereditary colorectal cancer for monoallelic MUTYH
pathogenic variant carriers

e Colonoscopy in the management of hereditary colorectal cancer for monoallelic MUTYH
pathogenic variant carriers is NOT routinely commissioned



http://www.aomrc.org.uk/ebi

Category:
(IFR / Prior Approval / Monitored Prior Approval
Cholecystectomy (for Approval)
asymptomatic gallstones) Local or National EBI _
(Evidence Based National EBI
Interventions) Policy:

Background:

Cholecystectomy is the surgical removal of the gall bladder. Prophylactic cholecystectomy is not indicated in
most patients with asymptomatic gallstones. Possible exceptions include patients who are at increased risk
for gallbladder carcinoma or gallstone complications, in which prophylactic cholecystectomy or incidental
cholecystectomy at the time of another abdominal operation can be considered. Although patients with
diabetes mellitus may have an increased risk of complications, the magnitude of the risk does not warrant
prophylactic cholecystectomy.

Policy:

Cholecystectomy for asymptomatic gall stones will only be funded in exceptional clinical circumstances
through an Individual Funding Request. Bile duct clearance and laparoscopic cholecystectomy will be
funded for both symptomatic and asymptomatic stones in the common bile duct.

Note: The referrer should include evidence that there is evidence that the risks and benefits of treatment
options have been clearly discussed with the patient / carer and are documented in the patient notes. This
may include the NHS Rightcare Shared Decision Making tool. Patient decision making aids are available to
search through the following link: https://library.nhs.uk/knowledgehub/



https://library.nhs.uk/knowledgehub/

General Surgery



Anal Fissure (Surgery)

Category:
(IFR / Prior Approval / Monitored
Approval)

Prior Approval

Local or National EBI
(Evidence Based
Interventions) Policy:

Local

Background:

An anal fissure is a tear in the lining of the lower rectum (anal canal) that causes pain during bowel

movements.

Policy:

For referral to secondary care the patient should meet at least one of the following criteria:

underlying disease
OR

e Children whose anal fissure has not healed after 2 weeks

OR

Multiple, off the midline, large or irregular (atypical fissures) as these may be the manifestation of

e Severe pain refractory to conservative therapy and impacting on patient wellbeing

OR

e Persisting anal fissure not healed after 8 weeks of conservative management

OR

e Symptoms suggestive of systemic disease e.g., inflammatory bowel disease

Consider referring an elderly person earlier to exclude an anal or low rectal malignancy.

A 2 week wait referral should be considered for patients aged 50 and over with unexplained rectal bleeding’

or ‘All ages (<50) with rectal bleeding and any of the following unexplained symptoms or findings: abdominal

pain/change in bowel habit/weight loss/iron-deficiency anaemia’.




Category:
(IFR / Prior Approval / Monitored Prior Approval
o q Approval)
Bariatric Surgery Local or National EBI
(Evidence Based Local
Interventions) Policy:

Background:

ICB'Ss took over the responsibility of commissioning bariatric surgery for patients (Adults only) from NHS
England from 1% April 2017. As such, ICB'Ss adopted the same criteria as previously undertaken by NHSE
Commissioning colleagues.

Policy:

Surgery will only be considered as a treatment option for adults with morbid obesity providing all of the
following criteria are fulfilled:

e The individual is considered morbidly obese — classified as adults with a BMI of 40kg/m2 or more;
OR
e The individual is between 35 kg/m2 and 40kg/m2 in the presence of other significant diseases;

AND
e There must be formalised MDT led processes for the screening of co-morbidities and the detection of
other significant diseases. These should include identification, diagnosis, severity / complexity
assessment, risk stratification / scoring and appropriate specialist referral for medical management.
Such medical evaluation is mandatory prior to entering a surgical pathway.

AND
e Morbid/severe obesity has been present for at least five years.

AND
e The individual has recently received and complied with a specialist obesity service weight loss
programme (non-surgical Tier 3 / 4), as described below.

Weight Loss Programmes (non-surgical Tier 3 /4)

e This will have been for a duration of 12-24 months. For patients with BMI > 50 attending a specialist
bariatric service, this period may include the stabilisation and assessment period prior to bariatric
surgery. The minimum acceptable period is six months. The specialist obesity weight loss programme
and MDT should be decided locally. This will be led by a professional with a specialist interest in obesity
and include a physician, specialist dietician, nurse, psychologist and physical exercise therapist, all of
whom must also have a specialist interest in obesity. There are different models of local MDT structure.




Important features are the multidisciplinary, structured and organised approach, lead professional,
assessment of evidence that all suitable non-invasive options have been explored and trialled and
individualised patient focus and targets. In addition to offering a programme of care, the service will
select and refer appropriate patients for consideration for bariatric surgery.




Category:
(IFR / Prior Approval / Monitored Prior Approval
Bariatric Surgery - Revisional Approval)
Procedures Local or National EBI
(Evidence Based Local
Interventions) Policy:

Background:

Revisional surgery is an additional attempt to maintain or secure further improvements in weight loss,
resolution and improvement of obesity-related co-morbidities and gains in quality of life.

Policy:

Revisional procedures will only be considered electively for clinical reasons due to complications where
one of the following criteria has been met:

e Surgical complications including technical problems arising from the original bariatric surgical
procedure. These may present as severe gastrointestinal symptoms such as reflux, nausea, vomiting,
dysphagia or inability to tolerate solid foods.

OR

e Medical complications of the primary procedure including profound macro and micronutrient
deficiencies; anaemia, malnutrition and metabolic abnormalities such as disabling intractable
hypoglycaemia.

OR

e Failure of the primary operation to provide adequate, stable and durable weight loss with adequate
resolution of weight related comorbidities, or to address significant weight regain, frequently with
re- emergence of pre-operative comorbidities




Category:
(IFR / Prior Approval / Monitored Prior Approval
. . Approval)
Groin Hernia Local or National EBI
(Evidence Based National EBI
Interventions) Policy:

Background:

An inguinal hernia is the most common hernia (about 70% of all hernias). Femoral hernias account for less
than 10% of all groin hernias. However, they frequently become incarcerated or strangulated due to the
small size of this space through which they protrude and hence present as emergencies in most cases® with
40% presenting as emergencies®. The incidence of femoral hernias is higher in women than men. In general,
women have an increased risk of emergency procedure from groin hernias compared to men.

Policy:

Referral to secondary care and subsequent surgical treatment will be provided where patients meet one or
more of the following criteria (NB: Policy only applies to Adults):

e History of incarceration, difficulty in reducing the hernia,

OR

e Increased risk of strangulation (high risk in female patients)

OR

e Inguino-scrotal hernia

OR

e Progressive increase in size of hernia (month-on-month)

OR

e Significant pain or discomfort sufficient to cause significant functional impairment (see FAQs)

AND
e There is evidence that the risks and benefits of treatment options have been clearly discussed with

the patient / carer and are documented in the patient notes. This may include the NHS Rightcare
Shared Decision Making tool. Patient decision making aids are available to search through the
following link: https://library.nhs.uk/knowledgehub/

5 https://www.hernia.org/types/femoral-hernia/

8 MclIntosh A, Hutchinson A, Roberts A and Withers H. Evidence-based management of groin hernia in primary care—a
systematic review. Family Practice 2000; 17: 442—-447.


https://library.nhs.uk/knowledgehub/

Category:
(IFR / Prior Approval / Monitored Prior Approval
. Approval)
Haemorrhoid Surgery Local or National EBI
(Evidence Based National EBI
Interventions) Policy:

Background:

From the Banov et al paper 1985, grading of haemorrhoids is as follows:

Grade I: The haemorrhoids do not prolapse.

Grade Il: The haemorrhoids prolapse upon defecation but spontaneously reduce.
Grade lll: The haemorrhoids prolapse upon defecation and must be manually reduced.
Grade IV: The haemorrhoids are prolapsed and cannot be manually reduced.

Policy:

Haemorrhoidectomy will be funded in the following circumstances:

OR

OR

OR

Grade | or Il haemorrhoids with severe symptoms which include bleeding, faecal soiling, itching or
pain which have failed to respond to conservative management for 3 months, where banding or
Haemorrhoidal Arterial Ligation (HAL) is inappropriate.

Grade Ill or IV haemorrhoids (i.e., prolapsed) where banding or Haemorrhoidal Arterial Ligation (HAL)
is inappropriate and where there is persistent pain or bleeding

Irreducible and large external haemorrhoids

Symptoms suggestive of systemic disease e.g., inflammatory bowel disease

NB: Fast track referral - In patients aged 50 and over with unexplained rectal bleeding’ or ‘All ages (<50) with

rectal bleeding and any of the following unexplained symptoms or findings: abdominal pain/change in bowel

habit/weight loss/iron deficiency anaemia’.

Please note that perianal haematoma is not classified as haemorrhoidectomy and will require separate

management.

All other circumstances require prior approval.




Category:
(IFR / Prior Approval / Monitored Prior Approval
Sacral Nerve Stimulation for Approval)
Bladder Sym ptoms Local or National EBI
(Evidence Based Local
Interventions) Policy:

Background:

Sacral nerve stimulation, also termed sacral neuromodulation, is a type of medical electrical stimulation
therapy.

It typically involves the implantation of a programmable stimulator subcutaneously, which delivers low
amplitude electrical stimulation via a lead to the sacral nerve, usually accessed via the S3 foramen.

In line with NICE recommendations this policy has separate eligibility criteria and care pathways for men and
women.

Policy:

Women

SNS for urinary incontinence or urgency-frequency syndrome in women will only be funded in accordance
with the criteria below:

e Symptoms are refractory to lifestyle modification (caffeine reduction, modification of fluid intake,
weight loss if BMI >30)
AND
e Symptoms are refractory to behavioural interventions: a minimum of 6 weeks of bladder retraining
OR 3 months of pelvic floor muscle training (in mixed Ul only, where there is some stress
incontinence as well as OAB)
AND
e Symptoms are refractory to 4 weeks of anticholinergic medication to a maximal tolerated dose (a
number of drugs may be tried in accordance with NICE CG171) [OR Mirabegron, in people for whom
anticholinergic drugs are contraindicated or clinically ineffective or have unacceptable side effects
(NICE TA290)]
AND
e The woman has been referred to secondary care, reviewed by an MDT and a diagnosis of detrusor
over activity has been confirmed by urodynamic assessment
AND
e Symptoms are refractory to injections of Botulinum Toxin Type A into the bladder wall unless the
patient is unwilling or unable to perform clean intermittent catheterisation.




Men

SNS for men with overactive bladder (OAB) caused by detrusor over activity will only be funded in
accordance with the criteria below:

AND

AND

AND

Symptoms are refractory to conservative management lifestyle advice, advice on fluid intake,
supervised bladder training and use of containment products (pads, sheaths, etc.)

Symptoms are refractory to 4-6 weeks of anticholinergic medication [OR Mirabegron, in people
for whom anticholinergic drugs are contraindicated or clinically ineffective, or have unacceptable
side effects (NICE TA290)]

The man has been referred to secondary care for specialist assessment and a diagnosis of
detrusor over activity has been confirmed

Symptoms are refractory to injections of Botulinum Toxin Type A into the bladder wall unless the
patient is unwilling or unable to perform clean intermittent catheterisation.

Before a permanent SNS device is fitted, ALL prospective patients must have been approved for and have

undergone a positive trial period (2-3 weeks) of temporary stimulation resulting in a 50% or greater

improvement in voiding function based on the results of a voiding diary.

SNS will not be funded for patients with:

Stress incontinence, the most common type of urinary dysfunction

Urinary retention due to obstruction (e.g., from benign prostatic hypertrophy, cancer, or urethral
stricture)

Urge incontinence due to psychological or neurological conditions, such as diabetes with
peripheral nerve involvement, MS, stroke or spinal cord injury (see NICE CG 148).




Category:
(IFR / Prior Approval / Monitored Prior Approval
Sacral Neuromodulation (SNM) | Asproval
for Faecal Incontinence Lzl et [ ttone B
(Evidence Based Local
Interventions) Policy:

Background:

Sacral neuromodulation (SNM) is a surgical treatment option for selected patients with faecal incontinence.
NICE published Interventional procedures guidance IPG99 November 2004 regarding usage of SNM. SNM is
now considered the first line surgical treatment option for the majority of patients with faecal incontinence
once conservative treatment has failed.

In patients with anal sphincter dysfunction or sensory dysfunction it may be possible to significantly improve
symptoms and associated quality of life primarily from modulation of afferent nerve activity. It involves low-
level electrical stimulation applied via electrodes through the sacral foramina to the sacral nerve supply of
the lower bowel and sphincters. The procedure is done in two stages. First a temporary electrode (PNE) is
inserted which is connected to an external stimulator. The test period lasts for 2 week period, during which
the patient keeps a daily symptom diary. If significant benefit is achieved (>50% improvement from baseline
symptoms) then a permanent implantable pulse generator is implanted. This is programmed and stimulation
is continuous. It doesn’t need to be switched off for defaecation.

Policy:

Sacral Neuromodulation (SNM) is only offered as a treatment option for adults where the following criteria
are met:
e The patient has severe faecal incontinence, significantly affecting quality of life, not responding to
standard conservative treatment and all first line treatments have been tried
AND
e Investigations have demonstrated and confirmed a deficient anal sphincter or sensory dysfunction
AND
e The patient’s distress is such that otherwise surgical intervention or colostomy would be required
AND
e There has been a two week trial and a good response to sacral neuromodulation (> 50% reduction in
episodes of Fl)




Category:
(IFR / Prior Approval / Monitored IFR

Surgery for Divarication of Approval)

Recti Local or National EBI
(Evidence Based Local
Interventions) Policy:

Background:

Divarication or diastasis of the rectus abdominus muscles (DRAM or DRA) is a condition where the abdominal
muscles become separated in the midline of the abdomen (linea alba). This can cause the midline to "bulge"
when intra-abdominal pressure is increased.

The condition is relatively common and asymptomatic, although patients may be unhappy

with the appearance of their abdomen. Evidence suggests that divarication does not carry the same risks as
that of actual herniation and therefore it does not normally lead to any complications that

require intervention.

Policy:

Surgery for Divarication of Recti will NOT be routinely funded




Category:
(IFR / Prior Approval / Monitored Prior Approval
Vasectomy under General Approval)

Anaesthetic Local or National EBI
(Evidence Based Local

Interventions) Policy:

Background:

Vasectomy is a surgical procedure for male sterilization or permanent contraception. During the procedure,
the male vas deferens are severed and then tied or sealed in a manner so as to prevent sperm from entering
into the seminal stream (ejaculate) and thereby prevent fertilization.

Policy:

Vasectomies under General Anaesthetic (GA) in secondary care will only be funded in the following
circumstances:

e There is previous documented allergy or absolute medical contra-indication to Local Anaesthetic
OR
e The patient has anatomic abnormalities, i.e., there is an inability to palpate and mobilize both vas
deferens or large hydroceles or varicoceles
OR
e There is past trauma or surgery which has resulted in scarring of the scrotum which would require
surgery in an in-patient setting.
OR
e The patient is taking anticoagulants or antiplatelet medications and risk of haemorrhage (bleeding) is
high

Fear of the procedure, or patient choice are not adequate reasons for requesting vasectomy under GA.




Gynaecology



Dilatation and Curettage (D&C)
for treatment of Heavy
Menstrual Bleeding

Category:

(IFR / Prior Approval / Monitored IFR

Approval)

Local or National EBI

(Evidence Based National EBI

Interventions) Policy:

Background:

Dilatation and curettage (D&C) is a procedure performed under general anaesthetic in which the opening of

the womb (cervix) is widened (dilation) and the lining of the womb is biopsied or removed by scraping

(curettage).

NICE Guidelines (NG88) recommends D&C is not offered as a diagnostic or treatment option for heavy
menstrual bleeding due to a lack of evidence. Ultrasound scans and camera tests can be used to investigate

heavy periods.

Policy:

Dilatation and curettage (D&C) is NOT routinely commissioned as a therapeutic or diagnostic intervention

for heavy menstrual bleeding or any other uterine bleeding disorder.




Category:
(IFR / Prior Approval / Monitored Prior Approval
Hysterectomy for Heavy Approval)
Menstrual B|eeding Local or National EBI
(Evidence Based National EBI
Interventions) Policy:

Background:

Hysterectomy should not be used as a first line treatment solely for heavy menstrual bleeding.

Policy:

For women diagnosed with heavy menstrual bleeding (menorrhagia), with or without fibroids,
hysterectomy will not be commissioned unless ALL of the following criteria are met:

AND

AND

AND

Recommendations for the medical treatment of heavy menstrual bleeding (and/or symptomatic
large or multiple fibroids) set out in NICE Clinical Guideline NG88 for Heavy Menstrual Bleeding
(https://www.nice.org.uk/guidance/ng88) have failed, or are contraindicated, or has been declined
by the woman. This includes the use of a progestogen-releasing intrauterine device (levonorgestrel
releasing systems - LNG-IUS).

Uterine endometrial ablation methods have failed or are not clinically appropriate or has been
declined by the woman.

The woman has been fully informed of the implications of surgery and does not wish to retain her
uterus and fertility.

There is evidence that the risks and benefits of treatment options have been clearly discussed with
the patient / carer and are documented in the patient notes. This may include the NHS Rightcare
Shared Decision Making tool




Category:
(IFR / Prior Approval / Monitored IFR
- . Approval)
Reversal of Female Sterilisation - ior National EBI
(Evidence Based Local
Interventions) Policy:

Background:

Reversal of sterilisation is a surgical procedure that involves the reconstruction of the fallopian tubes.

Policy:

Reversal of sterilisation will NOT be routinely funded.




Neurology



Category:
) . (IFR / Prior Approval / Monitored Prior Approval
Vagal Nerve Stimulation (Non- | Approva)

Invasive) for Cluster Headache | Local or National EBI
(Evidence Based Local

Interventions) Policy:

Background:

Non-invasive transcutaneous stimulation of the vagus nerve (nVNS) is a new treatment modality which aims
to treat headache disorders while avoiding the need for an implanted device. The mechanism by which nVNS
treats headache is poorly understood but may be due at least in part to inhibition of pain signalling by the
neurotransmitter gamma amino butyric acid (GABA).

Cluster headache is a primary headache disorder characterised by recurrent attacks of unilateral pain, often
in or around the eye or temple. Attacks usually last between 15 minutes and 3 hours and may be described
by patients as the worst pain they have ever experienced. Attacks may be episodic (occur in clusters lasting
weeks or months, separated by remission usually lasting months or years) or chronic (attacks occur for a year
or more without remission, or remission is absent or lasts less than 1 month). The one-year prevalence of
cluster headache is around 0.05%, while the lifetime prevalence is around 0.12%. Episodic cluster headache
is the more common form, accounting for 80-90% of cases. The condition is at least 3 times more common in
men than in women, for reasons which are not known.

Policy:

Non-invasive transcutaneous vagus nerve stimulation (e.g., gammaCore) for the treatment of cluster
headache will only be funded if the following criteria are met:

e Patient suffers severe cluster headache interfering with lifestyle.
AND

e Treatment recommended by specialist




Ophthalmology



Category:
(IFR / Prior Approval / Monitored Prior Approval
Approval)

Autologous Serum Eye Drops Local or National EBI
(Evidence Based Local
Interventions) Policy:

Background:

Autologous serum eye drops treat severe keratoconjunctivitis sicca (dry eye). Dry eyes can be helped with
intensive treatment with artificial teardrops; however, for some patients the symptoms are not completely
relieved. The National Blood Service has developed an alternative to these artificial drops. Autologous
serum eye drops are a last resort measure where all other conservative interventions have failed.

Policy:

Autologous serum eye drops will only be funded on a 5 month initial trial basis in accordance with the
criteria specified below:

e Patients have been treated unsuccessfully with maximal tolerated conventional and NICE approved
therapies (for example, Ciclosporin).

Note: Further funding will be subject to the submission of a progress report following a 5 month trial,
outlining the improvements in objective measures.




Category:
(IFR / Prior Approval / Monitored Prior Approval
0 Approval)
Chalazia Removal Local or National EBI
(Evidence Based National EBI
Interventions) Policy:

Background:

Chalazia (meibomian cysts) are benign lesions on the eyelids due to blockage and swelling of an oil gland that
normally change size over a few weeks. Many but not all resolve within six months with regular application of
warm compresses and massage.

Policy:

Incision and curettage (or triamcinolone injection for suitable candidates) of Chalazia should only be
undertaken in accordance with the criteria below:

e Has been present for more than 6 months and has been managed conservatively with warm
compresses, lid cleaning and massage for 4 weeks
OR
e Interferes significantly with vision
OR
e Interferes with the protection of the eye by the eyelid due to altered lid closure or lid anatomy
OR
e Is asource of infection that has required medical attention twice or more within a six month time
frame
OR
e s asource of infection causing an abscess which requires drainage
Where the lump is rapidly growing, abnormally located and / or is displaying features suspicious of
malignancy, specialist assessment should be sought using the 2 week wait pathway.

Surgery for primarily cosmetic reasons is not eligible for NHS funding




Category:
(IFR / Prior Approval / Monitored Prior Approval
Oculoplastic Eye Problems — Approval)
Ectropion Local or National EBI
(Evidence Based Local
Interventions) Policy:

Background:

Ectropion is a condition, typically a consequence of advanced age, in which the eyelid is turned outwards
away from the eyeball.

Policy:

Surgery for Ectropia will only be funded in accordance with the criteria below:

e Conservative management has been exhausted and there is evidence of significant
impairment of the punctum
AND
e There is recurrent infection in surrounding skin

OR
e There is significant impact on vision affecting functionality
OR
e In order to have safer intraocular procedures / so the patient can undergo another intraocular
procedure.

Surgery for primarily cosmetic reasons is not eligible for NHS funding




Category:
(IFR / Prior Approval / Monitored Prior Approval
Oculoplastic Eye Problems — Approval)
Entropion Local or National EBI
(Evidence Based Local
Interventions) Policy:

Background:

An entropion occurs where an eyelid turns inwards towards the eye. This causes the eyelashes to rub against
the front of the eye (the cornea). The lower eyelid is most commonly affected.

Policy:

Surgery for Entropia will only be funded in accordance with the criteria below:

e There entropion is symptomatic causing ocular irritation, foreign body sensation, blepharospasm,
tearing and redness and there is risk of corneal damage
OR
e There is significant impact on vision affecting functionality
OR
e In order to have safer intraocular procedures / so the patient can undergo another intraocular
procedure.
Surgery for primarily cosmetic reasons is not eligible for NHS funding




Category:

OC u I o) p I astl C Eye PI‘O b I ems — (IFR / Prior Approval / Monitored Prior Approval
. . Approval)
Surgery for Minor Eyelid Local or National EBI

Lesions (Evidence Based Local
Interventions) Policy:

Background:

Minor eyelid lesions include eyelid papillomas or skin tags, cysts of moll, cysts of zeis, Meibomium cysts.

Policy:

Surgery or treatment for minor eyelid lesions will only be funded in accordance with criteria below:

e There is well documented evidence of significant pain (see FAQs)

OR
e Recurrent infection
OR
e Recurrent bleeding
OR
e Is subject to unavoidable recurrent trauma leading to bleeding
OR

e There is significant impact on vision affecting functionality

Where the lump is rapidly growing, abnormally located and / or is displaying features suspicious of
malignancy, specialist assessment should be sought using the 2 week wait pathway.

Surgery for primarily cosmetic reasons is not eligible for NHS funding.




Orthopaedics



Arthroscopic shoulder
decompression for subacromial
shoulder pain

Category:
(IFR / Prior Approval / Monitored
Approval)

Prior Approval

Local or National EBI
(Evidence Based
Interventions) Policy:

National EBI

Background:

Arthroscopic sub-acromial decompression is a surgical procedure that involves decompressing the sub-

acromial space by removing bone spurs and soft tissue arthroscopically.

Policy:

Arthroscopic shoulder decompression for pure subacromial shoulder pain will be funded in the following

circumstances:

e Pure subacromial impingement is not caused by associated diagnoses such as rotator cuff tears,

acromio-clavicular joint pain or calcific tendinopathy

AND

e Physiotherapy and exercise programmes have been actively undertaken and found to be ineffective

in resolving the shoulder pain
AND

e There is evidence that the risks and benefits of treatment options have been clearly discussed with
the patient / carer and are documented in the patient notes. This may include the NHS Rightcare
Shared Decision Making tool. Patient decision making aids are available to search through the
following link: https://library.nhs.uk/knowledgehub/

It should be noted that when shoulder decompression is carried out as part of a wider set of procedures,

then prior approval will not be required.



https://library.nhs.uk/knowledgehub/

Category:
(IFR / Prior Approval / Monitored Prior Approval
0 0 Approval)
Bunions / Minor Foot Problems =0 National EBI
(Evidence Based Local
Interventions) Policy:

Background:

Degeneration of the small joints of the toes and feet is a common problem. It is often caused by
inappropriate footwear. It can usually be managed conservatively by changing footwear. Surgery is
sometimes sought to avoid the need to change footwear or for cosmetic purposes.

Policy:

Referral for surgery for minor foot problems will only be considered when the following criteria are met:

e The patient has been referred to a podiatrist and conservative management has failed
(Including avoiding high heels, exercises, applying ice, non-surgical treatment)
AND

e The patient suffers from severe deformity that causes significant functional impairment
(including inability to fit adequate footwear)
OR

e The patient suffers from severe pain that causes significant functional impairment
OR

e There is recurrent or chronic ulceration due to the deformity
OR

e There is recurrent or chronic bursitis or tendinitis at the first metatarsal head due to the deformity.

Exclusions: If the patient has diabetic peripheral neuropathy or suspected osteomyelitis and a foot lesion
may lead to amputation of a toe or foot, there is no restriction and prompt referral using appropriate local
pathways is required. This policy does not apply to surgery to correct deformity due to acute trauma.




Category:
(IFR / Prior Approval / Monitored Prior Approval
Carpal Tunnel Syndrome Approval)
Release Local or National EBI
(Evidence Based National EBI
Interventions) Policy:

Background:

Evidence from observational studies shows that symptoms resolve spontaneously in some people: good
prognostic indicators are short duration of symptoms, a young age, and carpal tunnel syndrome due to
pregnancy.

There is good evidence that surgical treatment relieves the symptoms of carpal tunnel syndrome (CTS) more
effectively than splinting. However, splinting is effective in about 50% of people in the short term. Carpal
tunnel surgery is a low priority procedure for patients with intermittent or mild to moderate symptoms.
Mild cases with intermittent symptoms causing little or no interference with sleep or activities require no
treatment.

Cases with intermittent symptoms which interfere with activities or sleep should first be treated with:
a. corticosteroid injection(s) (medication injected into the wrist: good evidence for short (8-12
weeks) term effectiveness); or
b. night splints (a support which prevents the wrist from moving during the night: not as effective as
steroid injections)

Referral guidance: Consi