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1. 
Introduction 
1.1
This policy has been developed to provide assurance to the Trust Board that 
processes used within the organisation are robust, reflect best practice, and 
comply with NHS requirements and legislation. For the purpose of this 
policy the term document refers to policies, procedures, guidelines, 
protocols 
and /or strategies written by staff working with the tPCT

2.
Purpose
2.1
The purpose of this document is to:
· Ensure that all Trust documents conform to an agreed standard (i.e. that they are clear, comprehensive, functional and consistent in terms of quality, content and format) 

· Set up a system to enable fast and easy cross-referencing of Trust documents

· Ensure comprehensive distribution of the tPCT’s documents

· Promote the sharing of good practice in the formulation and implementation of the Trust’s documents, between Departments and Directorates. 

3.
Scope
3.1
This document is applicable to all staff employed by the Trust.
4.
Definitions 

4.1  
Policy

A policy is a plan of action to guide decisions and actions. Each policy should have a purpose and specific requirements as to how the policy is to be accomplished.  A policy enables management and staff to make correct decisions, comply with relevant legislation and follow specific Trust rules.  At its simplest a policy can state, in very broad terms, what the Trust will do or intends to do and must be followed by all Trust staff.  These must be ratified by the Board or one of its committees with delegated authority to approve policies. Compliance with policies is mandatory and as such affects the terms and condition of individual employees. Non-compliance with a policy may therefore result in disciplinary action.

4.2  
Strategy

A strategy is a broad long term plan of action, approach or direction statement designed to achieve a particular goal in relation to Trust’s strategic aims.

4.3  
Procedure

A procedure is a set of step-by-step instructions that describe the appropriate method for carrying out tasks or activities to achieve the highest standard possible and to ensure efficiency, consistency and safety.

4.4  
Protocol

Protocols are systematically developed statements that must be followed to make decisions. Clinical protocols are agreements to a particular sequence of activities that assist clinicians in responding to complex areas of practice.

4.5  
Guidelines

A guideline is a document that outlines best practice within the Trust.  A particular professional body may endorse this and if so, this should be stated in the introduction. Guidelines are not mandatory however, it is expected that staff will follow guidelines except when exceptional circumstances determine otherwise.  This allows for the use of professional judgement and any deviations from guidelines must be documented. Guidelines do not require formal approval, they must however be submitted to the most relevant committee for noting and posting on the intranet.

5.
Duties and Responsibilities

5.1
Directors
· Ensure their section of the intranet policy site is monitored twice a year so that documents are kept up-to-date

· Ensure documents due to expire before the last quarter are reviewed 

· Ensure that documents are monitored and audited within their directorates and that managers ensure staff are aware of trust policies. 
· Request heads of departments/services provide evidence that a review has been undertaken with evidence of committees signing off revised documents.
5.2
Department Managers

· Ensure that there are appropriate documents for their service area and that these are reviewed in the time period specified 

· Ensure that the Document Audit Tool (appendix 6) is used to locally manage and monitor the embedding of all relevant documents, putting action plans into place where required
· Ensure all staff are informed of the Trust’s documents at local induction and they have access to a personal computer to enable them to keep updated with new documents
· Keep a log (appendix 7) signed by individual staff stating they have read and understood policies
5.3
Author 

· Co-ordinate the process of writing/reviewing documents 

· Ensure the consultation regarding the document is widely undertaken

· Ensure that any document uploaded onto the intranet has gone through the process of approval before it is uploaded. 

· Develop audit questions (appendix 6) or key performance indicators and attach them to the appendices section of the policy. A minimum of five audit questions is sufficient 

· Ensure publicity of the document once it has been ratified 

· Ensure the removal of expired documents from view on the intranet

· Ensure the document review checklist (appendix 3) is completed before a document is sent for ratification 

· Ensure the document publication flowchart (appendix 11) is completed and attached at the back (last page) of the document before it is uploaded on the intranet

5.4
Web Team
· Upload documents onto the intranet, through which documents are displayed   

· On request from the author of documents, remove from view expired documents on the intranet but keep them accessible in a virtual store to comply with the NHS Litigation Authority
6.
Development of Documents 
6.1
Writing a Procedural document

The process for procedural document development is summarised in appendix 9.
6.2
Consultation 

Any individual with an interest in a document in any way is a stakeholder. They may be representatives of staff, managers, patients and public, or people with special knowledge/skills. 

The author of the document will be responsible for ensuring that relevant staff, experts, patient representatives or external advisors are involved in the development of the draft document.  It is important to remember that some documents (mainly non clinical & Human Resources) require formal consultation and therefore it is essential that the staff listed below, in addition to other stakeholders, are asked to comment on draft policies at the earliest possible opportunity.

	Non Clinical Documents
	Directors

Assistant Directors/Heads of Services 

Chair of Governance EMT
Chair of Health & Safety Committee
Chair of Risk Management Group
Chair of JNCC

Information Governance Manager

Emergency Planning Officer & Provider Risk Manager

Integrated Governance Manager



For clinical documents the following list provides the lead with guidance about other key staff that may provide valuable input into the development of clinical documents.
	Clinical Documents
	PEC Chair & Deputy Chair
Chair Clinical Audit & Effectiveness Committee

Chair Prescribing Committee

Chair Professional Nurses Forum
Senior Infection Control Nurse

Professional Leads
Director of Infection Prevention and Control


6.3
Equality Impact assessment 
The tPCT aims to design and implement services, policies and measures that meet the diverse needs of our service, population and workforce, ensuring that none are placed at a disadvantage over others.  The Equality Impact Assessment tool is designed to help you consider the needs and assess the impact of your document. (appendix 1)

7.  
Style and Format 
7.1
Documents should be produced :

· With a front sheet (appendix 4):Trust logo inserted on the right side, title of policy stated and a list of documents to be read with the document being written 
· In Arial size 12 font

· With numbered paragraphs

· With Footer,– version number, page number, document name and issue date  

7.3
Document Reference Information (appendix 5) 

This should include the following information: 

· Version Number 

· Status (First Draft, Out for Consultation, Approved) 

· Author/Lead 

· Directorate 

· Implementation Date 

· Date of Last Review Date 

· Date of Next Formal Review 
7.2
Table of Contents – this should include a full list of contents and appendices with page numbers for easy location of information
7.4
Version Control Record (appendix5) 

· Version Number 

· Description of change 

· Reason for Change 

· Author 

· Date 

7.5
Introduction - This should include: 

· The background and reason(s) for the introduction of the document 

· Who the document is aimed at and why 

· Detail of overall responsibility 

7.6
The main body - This should include the following details about the document: 

· Its scope, application and criteria (including legal issues such as patient and employee rights) 

· High level processes and actions 

· All responsibilities relating to the document 

· Responsibilities in each area/part of the document 

· The inter-relationship with other documents which may be of relevance 

· Multiple or joint responsibilities 

· Relevant patient/client/user information that should be available 

· Monitoring and reporting systems 

· Document review schedule and process 

· Plans for training staff in the use of the document 

7.7
  Appendices - This should include: 

· Summary information on or reference to any formal documentation relevant to the document - e.g. legislation, procedures, 
· organisational structures and group membership, flowcharts 

· Specimen copy of the audit tool to be used. 

· Specimen copies of all documentation resulting from the document e.g. templates letters, forms, reports etc. 

· Glossary of Terms and Abbreviations as necessary
7.8
Document Properties
· To ensure a robust governance process and create a more effective mechanism for searching for and locating files, document authors should complete the document properties section of their document.  Appendix 10 provides a step by step guide on completing this section.
8.
Approval and Ratification of documents 
8.1
All trust policies and strategies must go through a standing committee 
(appendix 8) for approval on behalf of the Trust Board. Authority has been delegated to standing committees and escalation to the Board is at the discretion of committee Chairs.  Documents that have significant financial, strategic or legal implications for the Trust may go through the Trust Board for approval. 
 
8.2
Documents requiring urgent approval 

On occasion it may be necessary to issue a Trust document through a standing committee or Trust Board to avoid delay.   Therefore full consultation may not always be possible. In this situation, an email process or voting button will be used to agree the document.
9.
Review and revision arrangements including version control 
9.1
Reviewing
The front sheet of the document must state a review date to ensure documents are updated in a timely manner. As a maximum documents must be reviewed every 3 years. Authors should be aware when documents are up for review. The formal review date may be brought forward as a result of changes in legislation, services needs/provision, organisational structure or management arrangements. All reviewed document must undergo a process of consultation and approval.

For all revised documents the version control template must be completed   (e.g. Incrementing the document’s version number)
9.2
Archiving


When documents are revised the obsolete one must be archived. This is administered and managed by the Trust web/ intranet manager. A separate work instruction for upkeep of the document control and archiving system exists with the web/intranet manager. (appendix 2) 
10.
Implementation and Distribution

10.1
The department manager will be responsible for implementing the 

document through an agreed implementation plan covering training and 
communication. 
10.2
All new/updated documents will be communicated via the intranet and  Communications Bulletin and sent to Directors and Managers for onward distribution. The document must be submitted to the department’s/service’s. Only the final version of document will be published onto the Trust’s intranet.
11.  
Monitoring of Compliance and Effectiveness of Documents

11.1
All documents should be audited at least every two year to ensure they have been appropriately implemented, are being complied with and effective.  This should be described within the document in addition to the frequency of monitoring. An audit tool (appendix 6) or key performance indicator (KPI) will be used for monitoring policies.  All documents should have as a minimum an audit tool.
11.2
This document will be monitored yearly through an audit of a random sample of documents which will be assessed for compliance against the document checklist and KPI (see appendix 3).

12.
References 
12.1
The reference section must provide evidence base for all policies, procedures and guidelines with up to date references.

12.2
References in respect of Policy Development Policy
The Disability Discrimination Act 1995 amended 2005

The Gender Recognition Act 2004

The Civil Partnership Act 2004

Employment Equality (Religion or Belief) Regulations 2003

Employment Equality (Sexual Orientation) Regulations 2003

Sex Discrimination (Gender Reassignment) Regulations 1999

The Human Rights Act 1998

The Sex Discrimination Act (as amended) 1975

The Equal Pay Act (as amended) 1970

Promoting Equality and Human Rights in the NHS - A Guide for Non-Executive Directors of NHS Boards (2005) Department of Health
NHS Litigation Authority 

Acknowledgement: Cambridgeshire and Peterborough Mental Health Partnership NHS Trust
NWLH NHS Trust

Appendix 1 - Equality Impact Assessment Tool

To be completed and attached to any procedural document when submitted to the appropriate committee for consideration and approval.

	
	
	Yes/No
	Comments

	1.
	Does the policy/guidance affect one group less or more favourably than another on the basis of:
	
	

	
	· Race
	
	

	
	· Ethnic origins (including gypsies and travellers)
	
	

	
	· Nationality
	
	

	
	· Gender
	
	

	
	· Culture
	
	

	
	· Religion or belief
	
	

	
	· Sexual orientation including lesbian, gay and bisexual people
	
	

	
	· Age
	
	

	2.
	Is there any evidence that some groups are affected differently?
	
	

	3.
	If you have identified potential discrimination, are any exceptions valid, legal and/or justifiable?
	
	

	4.
	Is the impact of the policy/guidance likely to be negative?
	
	

	5.
	If so can the impact be avoided?
	
	

	6.
	What alternatives are there to achieving the policy/guidance without the impact?
	
	

	7.
	Can we reduce the impact by taking different action?
	
	


If you have identified a potential discriminatory impact of this procedural document, please refer it to the Equality & Diversity Manager together with any suggestions as to the action required to avoid/reduce this impact.

For advice in respect of answering the above questions, please contact the Equality & Diversity Manager.
Appendix 2: Intranet Policies Archiving Procedure

When a document is superseded by a more recent version, or otherwise needs to be removed from the intranet:

· The web manager is responsible for removing the document
· The document is not deleted: it remains on the main intranet server with the same file name. 

· The web manager can do a manual search on the database if there is a need to find  and retrieve archived files.

Appendix 3 – Document Review Checklist
	
	Title of document being reviewed:
	Yes/No/
Unsure
	Comments

	1.
	Title
	
	

	
	Is the title clear and unambiguous?
	
	

	
	Is it clear whether the document is a guideline, policy, protocol or standard?
	
	

	2.
	Rationale
	
	

	
	Are reasons for development of the document stated?
	
	

	3.
	Development Process
	
	

	
	Is the method described in brief?
	
	

	
	Are people involved in the development identified?
	
	

	
	Do you feel a reasonable attempt has been made to ensure relevant expertise has been used?
	
	

	
	Is there evidence of consultation with stakeholders and users?
	
	

	4.
	Content
	
	

	
	Is the objective of the document clear?
	
	

	
	Is the target population clear and unambiguous?
	
	

	
	Are the intended outcomes described? 
	
	

	
	Are the statements clear and unambiguous?
	
	

	
	Are style, font type and size etc correct?
	
	

	5.
	Evidence Base
	
	

	
	Is the type of evidence to support the document identified explicitly?
	
	

	
	Are key references cited?
	
	

	
	Are the references cited in full?
	
	

	
	Are supporting documents referenced?
	
	

	6.
	Approval
	
	

	
	Does the document identify which committee/group will approve it? 
	
	

	
	If appropriate have the joint Human Resources/staff side committee (or equivalent) approved the document?


	
	

	7.
	Dissemination and Implementation
	
	

	
	Is there an outline/plan to identify how this will be done?
	
	

	
	Does the plan include the necessary training/support to ensure compliance?
	
	

	8.
	Document Control
	
	

	
	Does the document identify where it will be held?
	
	

	
	Have archiving arrangements for superseded documents been addressed?
	
	

	9.
	Process to Monitor Compliance and Effectiveness
	
	

	
	Are there measurable standards or KPIs to support the monitoring of compliance with and effectiveness of the document?
	
	

	
	Is there a plan to review or audit compliance with the document?
	
	

	10
	Review Date
	
	

	
	Is the review date identified?
	
	

	
	Is the frequency of review identified?  If so is it acceptable?
	
	

	11
	Overall Responsibility for the Document
	
	

	
	Is it clear who will be responsible for co-ordinating the dissemination, implementation and review of the document?
	
	


Acknowledgement: Cambridgeshire and Peterborough Mental Health Partnership NHS Trust
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Appendix 5: Document Reference Information 

	Version
	

	Status
	

	Author/Lead
	

	Directorate
	

	Ratified By
	

	Date Ratified
	

	Date Issued
	

	Date of Next Formal Review
	

	Target Audience
	


Version Control Record

	Version
	Description of Change(s)
	Reason for Change
	Author
	Date



	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Appendix 6 - Audit Tool for the Policy Development Policy
The following are five questions to assess your understanding and implementation of this policy

(Score yourself - Yes or No)

	Do you understand the different definition of documents within the policy?


	Yes / No

	Do you understand the requirement for the main body of a document?


	Yes / No

	Do you understand the Ratification Process for documents?


	Yes / No

	Do you understand the Guidance on the Checklist required for writing documents?


	Yes / No

	Do you understand the process for reviewing / Archiving / consultation and version control?


	Yes / No


If you score No for any of the questions, please re read the relevant section of the policy. If you are still unclear please contact the author / service for clarification

A copy of this should be kept in your personal file and may be used as part of a continuous profession development folder

Signed………………………………………….   Role……………………………..

Date…………………………………………………….
Appendix 7 - Assurance Form

             (For documents associated with risks to patients/ staff/ public/ PCT)

(Title of document)

Department: …………………………...

I have read and understood the above document and agree to abide by its content.

	Name
	Signature
	Date
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                                      Appendix 8: Chart Showing Accountability of Committee Reporting to the Board
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Appendix 10: Document Properties Instructions

Go to file, then click on properties
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Open the document properties tab.
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Author & Company should already be completed automatically. Update only if incorrect.
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Complete the following as a minimum:
Title (Specify the title of the document)
Category (Specify if policy, document, strategy or guidance)
Keywords (Specify the keywords vital to the document)
Appendix 11: Policy Ratification and Publication Flowchart
	Draft Policy




                                                      ↓

	Policy approved at Risk Management Group



                                                      ↓

	Policy ratified by the Board



                                                      ↓

	Policy uploaded to the intranet




                                                      ↓

	Publicity of Policy

Send to Communications Department for Communication Bulletin Present at staff forums / meetings e.g. Senior Directorate Meetings




                                                      ↓

	Present at staff forums / meetings e.g. Senior Directorate Meetings




                                                      ↓

	Present at staff forums / meetings e.g. Senior Directorate Meetings




                                                       ↓

	Policy to be monitored through the use of key performance indicators
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Education & Training Group





Clinical Audit & Research Steering Group





JNCC (Workforce)





Medical Devices Group





Health & Safety Committee





Risk Management Group








Information Governance Group








Sub Group / Committee








Standing Committee





Key:











Audit Committee








Governance


EMT








Health & Social Care Act Panel








Remuneration Committee








Trust Board





Professional Nurses Forum





Prescribing & Medicines Management Committee





Infection Control Network





Professional Executive Committee (PEC)











PBC Approval Committee





Identify what type and source e.g. research, expert opinion, clinical consensus. Patient views





Is it based on a national document? If yes, is local information needed





Include references cited 





Continue to Consultation and approval (next page) 





Intended outcome – what you want it to achieve





Target population e.g. service users, staff groups for whom document is intended





Keep statements simple and unambiguous





Plan to develop any necessary support information, leaflets etc





How will organisation measure compliance? Set measurable standards and design audit tool for monitoring compliance and effectiveness 





Identify who will be responsible for what e.g. dissemination, implementation, and review 





Use organisation template





Agree the need for document with relevant committee





Identify:


-who will do work


-who should be     involved


-how it will be done 





Identify clear focussed objectives





Ensure it does not duplicate work elsewhere in the organisation (see policy section on the Intranet)





Identify all relevant stakeholders





Ensure relevant expertise is used





Consult with  stakeholders





Development Plan





Content





Evidence Base 





Ensure proposed document does not duplicate national work





Undertake prioritisation – is the document needed?





Read “ Policy  Development Policy” before commencing





Rationale and Priority





Consultation and Approval 





Dissemination, Implementation and Access





Monitoring, Compliance and Review 





Responsibility 





Log document on the intranet via Web Manager 





Consult with all relevant stakeholders including service users





Approve document as outlined in “ Policy Development Policy 





All procedural docs with HR implications must be taken to the staff side / human resources committee





Complete Equality Impact assessment and document review checklist 





Identify:


Who will do this


How it will be done 


Period of implementation, including start date





Link with induction training, continuous professional development and clinical supervision as appropriate





How and where staff will access the document (at operational level)?





Plan to remove old copies from circulation 





Ensure staff are aware 





Implement the monitoring arrangements contained within the Policy Development  Policy








Implement changes to improve compliance of and effectiveness with the l document 





Review document in accordance with planned review date





Content – Is there new evidence of best practice to be incorporated in document ?





Re-approve procedural document at appropriate committee / group 





Archive old versions of the document via Web manager  





Who (clinical or service manager) will be responsible for co-ordinating the on going development, implementation and review of the document 













































































Appendix 9: Flowchart for the Creation & Implementation of documents
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