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Brent Primary Care Trust

Standards for Better Health Policy

1. Purpose of policy

1.1 This policy outlines the procedure for assessment and improvement with the Standards for Better Health (SfBH) in Brent Primary Care Trust (Brent PCT).  It brings together all previous guidance on SfBH in the PCT.  
1.2 It provides the board with assurance that a suitable assessment process is in place by providing an annual timetable of tasks and quality criteria to ensure self assessments are rigorous.

1.3 This document is not intended to be exhaustive or static.  It will be amended in light of new guidance, lessons learnt and recommendations from the Trust’s Internal Auditors.

1.4 The Board will be asked to approve this policy annually as a reminder of its SfBH responsibilities and for approval of the process used.  This is in line with Internal Audit recommendations.

2. Background

2.1 The Healthcare Commission exists to promote improvements in the quality of healthcare and public health in England and Wales.  
2.2 It is responsible for reviewing the performance of each local NHS Trust and awarding an annual rating of performance (the annual health check) for that organisation.
2.3 The annual health check was introduced in 2005 and looks at a broader range of issues than previous performance ratings system.  
2.4 An important component of the annual health check is an assessment of whether general standards in areas such as safety and clinical effectiveness are being met on behalf of patients.  
2.5 Boards are responsible for ensuring that the care they deliver meets the Government’s standards.  The annual health check recognises this in that it asks boards to make a declaration about the performance of their trust against the Standards for Better Health (hereafter referred to as the standards).
2.6 This approach is “based on the central principle that it is the responsibility of trust boards including non-executive directors…to satisfy themselves that they are meeting the core standards and, where this is not happening, to take appropriate steps to correct the situation”.

2.7 The Board’s declaration states that it has received reasonable assurance that the trust has complied with the core standards without significant lapses.  Exceptions must be declared where standards have not been met or there is insufficient assurance that leaves the board unclear whether the standards have been met.

2.8 The declaration is cross-checked against a range of information by the Healthcare Commission including the local authority, strategic health authority, national data sets, information from other regulators and review agencies and auditors.
3. SfBH Roles and Responsibilities in Brent PCT

3.1 Board

· Decides on and ‘sign-off’ the declaration of compliance with standards
· Approves Standards for Better Health Policy annually 
· Agrees the Domain Executive Leads
· Receives regular reports on likely compliance 
· Takes steps to correct areas of non-compliance
· Monitors the Assurance Framework and ensures gaps in control and/or non-compliance are reflected
3.2 EMT Governance 
· Reviews the establishment and maintenance of an effective system to support the organisation’s statutory duty of quality in this case, systems for Standards for Better Health 
· Agrees the Standard Lead Managers
· Ensures any gaps in control and/or non-compliance around the standards are entered on the Assurance Framework
· Monitors the Assurance Framework and ensures gaps in control and/or non-compliance are reflected
· Reviews annual self assessments and any resultant action plans 

· Flags areas of non-compliance and risks to the Board and Board Governance Committee

· Agrees strategies to implement action plans especially those with a financial implication
3.3 The Audit Committee

· Monitors the Assurance Framework and ensures gaps in control and issues of non-compliance around the Standards are reflected 
· Reviews the draft declaration
3.4 Overall Executive Lead for Standards for Better Health (Director of Clinical Leadership & Integrated Governance)
Overall organisational responsibility for:

· Formulating internal procedures and guidance on the Standards for Better Health
· Informing and educating external bodies e.g. the local authority’s overview and scrutiny committee, independent contractors etc. in relation to the Standards for Better Health 

· Informing and advising the organisation on the Standards for Better Health as required
3.5 Executive Lead for each Domain (Various – as at Appendix 2)
· Manage the Lead Manager 
· Ensure the standards are publicised and incorporated into the work plans of staff annually

· Ensure staff are aware of the standards and nominate staff to undertake assessments and action planning in line with their area of work

· Ensure staff attend training and communicating information on Standards for Better Health 

· Ensure the self-assessments are timely and accurate (taking into account sources of information that may have an impact on compliance e.g. risks identified on the corporate risk register, incidents, complaints, claims, reports following reviews by external organisation, internal management reports, gaps in control identified on the Assurance Framework)

· Ensure action plans are in place, appropriate and effective in addressing areas of non-compliance

· Ensure action plans with financial implications have been agreed with Finance

· Report early areas of non-compliance with standards to the Board

· Monitor action plans regularly through the year

· Reviewing the evidence for their standard and assigning overall score for each Standard for the Board to sign-off

3.6 Overall Coordinator (Integrated Governance Manager – assists the Overall Executive Lead)
· Keep up to date the Standards for Better Health S drive site and ensure declaration is published to the public (via the Trust’s internet site)
· Provide self assessment template, and training on Standards for Better health within the organisation annually
· Provide quarterly progress updates to the Board and Governance Committee on likely compliance and progress with improvement actions

· Review the Assurance Framework quarterly and draw the attention of the Executive Lead to gaps which may have an impact on their declaration of compliance with a particular standard

· Assist the Executive Lead in their role as required

3.7 Lead Manager (Various  as appointed by EMTGC – assists the Executive Lead for Domain)
· Carry out  self assessments and improvement action plans for standards 
· Provide an evidence list for each standard detailing which line of enquiry the evidence meets including page

· Upload self assessments on to Standards for Better shared folder
· Alert Executive Lead to areas of non-compliance

· Raise awareness of standards and ensure incorporation in work plans annually

· Meet with the Executive Lead to sign-off the compliance score for each standard before uploading to the shared folder
· Attend the committee challenge session to present their standard
3.8 Directors of Commissioning 
· Independent Contractors: Demonstrate that the ‘tPCT taken reasonable steps to ensure that the services provided by independent contractors (general practitioners, pharmacists, dentists and optometrists) are meeting the relevant aspects of the standards’.  This will include but is not limited to:

· Raising awareness of the standards annually with independent contractors through appropriate local bodies and the Professional Executive Committee (PEC)
· Sending out standards compliance questionnaires or mapping clinical governance toolkits sent out to the Standards for Better Health
· Verification of evidence as part of the Annual Review of contract visits
· Commissioned Services: Demonstrate that the tPCT has ‘appropriate mechanisms through which it could identify and, where appropriate, respond to any significant concerns arising from their commissioned services with regard to the standards’.  This will include but is not limited to:

· Service Level Agreements (SLA) include compliance with Standards for Better Health 

· SLA meetings where issues relating to quality and the areas covered by the Standards (e.g. incidents, complaints, safety, staff training etc.) are raised
· Other forums where concerns are raised e.g. joint meetings between clinical leads of the acute trust and tPCT
· Act as Domain Executive Leads (see role requirements section 3 above) for any assessments of the effectiveness of commissioning (approach to be developed by the Healthcare Commission 2008/2009)
· Ensure any gaps in control and/or non-compliance around the standards are entered on the Assurance Framework
4. Assessment and Improvement Process (see s5 below for key dates)
Annual Timetable for the assessment procedure
	Healthcare Commission dates

	March
	· Board receives report into previous year’s (i.e. up to 31 March) compliance and action plans 

	April 
	· Domain Executives raise staff awareness of standards and ensure incorporation into annual department/service/directorate work plans including commissioning.  Action plans from previous year’s self assessments are incorporated into work plans.  

	May 
	· Board approves Standards for Better Health Policy for forthcoming year

· Executives complete and return quality checklist (see below) to Overall Coordinator

· Begin implementation of Standards for Better Health action plans including collection of evidence. 

· Progress update on  action plans to Board and Audit Committee, Executive Management Team (EMT) etc

	June
	· Review action plan at EMT as part of the Risk Management quarterly report

· Meeting of Executive Directors and Lead Managers – training provided on self assessment

	July
	· PCT self assessment of compliance with standards
· Domain executives update on compliance with standards at EMT

	September
	· Report on self assessment including action plan to EMT, Audit Committee and Board 

	October
	· Board seminar to review compliance and  evidence,

	November
	· Monitoring at EMT with director  challenge session, 

	December
	· Board seminar and second challenge

	January
	· Draft declaration to EMT, Audit Committee and Board

	February
	· Draft declaration to NHS London, Health Overview, LCSB and patient commentary

	March
	· Board sign-off of declaration (at board meeting)

	April
	· Healthcare Commission deadline for declaration

	April to August approx.
	· Healthcare Commission cross checking of declarations with sources of information

· Views of public including local authorities taken into account

· Random and targeted inspections

· Scores aggregated with national targets

	September
	· Performance ratings


5. Self assessment tools

5.1 The evidence and self assessment template at appendix 3 will be used to record the list of evidence and assess compliance.
5.2 All evidence must relate to the line of enquiry, have an evidence number, title, page number for the evidence and date.
5.3 Self assessment templates will be developed annually (unless an annual work plan is being used) by the Overall Coordinator 

5.4 The self assessment will include gathering of documentary evidence.  Both the self assessments and evidence will be held electronically on the S drive. Access to the S drive will be given to all Lead Managers (where only hard copy is available, the name and job title of the person holding the evidence should be entered instead).

5.5 This will ensure information is readily available for the Board to scrutinise before agreeing the declaration, and for external reviewers such as the Healthcare Commission or Internal Audit where required.

6. Quality Criteria 

6.1 The checklist at Appendix 1 is designed to assist Executive Leads ensure that i) assessments are timely and accurate and ii) action plans are appropriate and effective.
6.2 Domain Executive Leads and Standard Lead Managers should ensure the answer is ‘yes’ for each question posed for their domain before uploading their self assessments onto the S drive site.  
6.3 The checklist must be completed and returned to the Overall Coordinator in April each year so the results can be used to ascertain the effectiveness of this policy.  Results will be included in the Risk Management Annual Report.
7. Training

7.1 Annual refresher training on this policy will be carried out by the Overall Coordinator for the Board, Domain Executives and Lead Managers.
7.2 Training may be carried out in group sessions or on a one-to-one basis.

8. Independent Contractors and Commissioned Services
8.1 The PCT is required to ‘take reasonable steps to ensure independent contractors meet the standards’.
8.2 The Director of Primary Care Commissioning has a duty to ensure that the above is met (see Roles and Responsibilities of Directors of Commissioning section 3 above for full details). 

8.3 Timescales for return of information on compliance by independent contractors should be planned at the beginning of each financial year so it is in line with the annual timetable for the assessment procedure (see section 5 above).
8.4 The PCT is required to have ‘appropriate mechanisms to identify and where appropriate, respond to any significant concerns arising from commissioned services with regards to the standards’.

8.5 The Director of Strategic Commissioning has a duty to ensure the above is met (see Roles and Responsibilities of Directors of Commissioning section 3 above for full details). 

9. Identifying and addressing ‘significant lapses’ for the declaration 
(from Policy and procedure for identifying significant lapses and acceptable evidence for the Annual Health Check (Standards for Better Health September 2005)
9.1 The process below helps the organisation to identify a “significant lapse” in complying with the standards and to reach the required standard by formulating improvement action plans.

9.2 The total elimination of risk is impossible to achieve as lapses in procedure may still occur, residual risk remains (risk remaining after control measures are taken) or the trust may decide that a risk level is acceptable.

9.3 The annual declaration is not intended as a medium for reporting isolated, trivial or purely technical lapses in respect of core standards.  Risks categorised as acceptable (very low or rating of 1-3 on tPCT risk tool) are unlikely to be significant lapses and should not be included in the declaration.
9.4 A risk or significant lapse (gap in control) may present in any part of the organisation’s business activities and decisions.  These areas (and therefore the risk type) can be classified as follows:

	Area
	Description

	Strategic
	These concern the long-term strategic objectives of the organisation.  They can be affected by such areas as capital availability, sovereign and political risks, legal and regulatory changes, reputation and changes in the physical environment.

	Operational
	These concern the day-today issues that the organisation is confronted with as it strives to deliver its strategic objectives.

	Financial
	These concern the effective management and control of the finances of the organisation and the effects of external factors such as availability of credit, foreign exchange rates, interest rate movement and other market exposures.

	Knowledge management
	These concern the effective management and control of the knowledge resources, the production, protection and communication thereof.  External factors might include the unauthorised use or abuse of intellectual property, area power failures, and competitive technology. Internal factors might be system malfunction or loss of key staff.

	Compliance
	These concern such issues as health & safety, environmental, trade descriptions, consumer protection, data protection, employment practices and regulatory issues. 


Process

9.5 In the event of a lapse or an error which may affect compliance, the following procedure (summarised as a flowchart at Figure 1 below) will occur:
9.6 An error or lapse is identified, usually through self assessments or the Trust’s incident reporting system (see Brent PCT incident policies for the reporting and management of incidents)
9.7 The risk will be graded by the relevant Manager and entered on the directorate’s risk register (and if red, the corporate risk register by forwarding to the risk manager) in accordance with Appendix A of the Risk Management Strategy & Policy
9.8 In general, the four categories of risk will be treated in accordance with the Risk Management Strategy & Policy (see extract at Figure 2 below).
9.9 An action plan will be produced and reviewed by the Board and EMT Governance .  It will contain the following headings; 

a. Causation

b. Recommendations

c. Action plan, precise timing and key actions for named Managers

d. The risk and associated action pans will be entered on the local and corporate risk register.  There must also be a cross-reference back to the Standard for Better Health self assessment.
9.10 Action plans and progress will be monitored and updates sent to the Board and EMTG in accordance with the procedure in the Risk Management Policy.
9.11 It is for trust Boards to decide whether a given lapse is significant or not.  It is anticipated that Boards will consider the “extent of risk to patients, staff and the public, and the duration and impact of any given lapse”.

9.12 The decision on whether an issue constitutes a ‘significant lapse’ will be delegated by the Board to a panel consisting of the Chief Executive, Trust Chair (or non-executive Director to whom the task is delegated), Director of Clinical Leadership & Integrated Governance and Integrated Governance Manager.   
9.13 In reaching this decision, the panel will consider:

· the extent of risk to patients, staff and the public

· duration

· impact of any lapse

	
	
	
	Lapse or error identified
	
	Figure 1: Significant lapse process

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Risk graded by Relevant Manager 

(Appendix A, Risk Management Strategy & Policy)
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	Figure 2: Risk Treatment

	Risk Level
	Further Action
	By Whom

	High (RED)
	Significant risk:

· Immediate action required

· Director must be informed and he/she to take responsibility for immediate action planning

· Report to Board identifying treatment options (use action plan template)

· Quarterly report to the Board monitoring progress on treatment action plans
	Director

	
	
	

	Moderate (AMBER)
	· Urgent senior management attention required

· Agree action point within 1 month with deadline for completion of no more than 6 months

· Report to EMTG identifying treatment options

· Quarterly report to EMTG monitoring progress on treatment action plans
	Senior Management

	
	
	

	Low (YELLOW)
	· Specific responsibility for risk assessment and action planning must be allocated to a named person

· Deadline for completion will be within 6 to 24 months and will depend on resource availability

· Discuss whether any further action should be taken to reduce future risk


	Team Leaders

	
	
	

	Very Low (GREEN)
	Acceptable Risk.

· Can be managed by routine procedures

· Record on risk register

· Inform all appropriate stakeholders


	All staff

	
	
	


Risk Key

	Red (15-25)
	High risk

	Amber (8–12)
	Moderate risk

	Yellow (4–6)
	Low risk

	Green (1-3)
	Very low risk


10. Arrangements in cases of Healthcare Commission inspection

10.1 Once the PCT has submitted its final declaration to the Health Care Commission, it may be selected for random or risk based inspection.
10.2 This section details the process if the Trust is selected for inspection.  If selected for inspection on the Standards for Better Health:

· The Chief Executive will receive a notification telephone call two weeks in advance of the inspection date and will be told of the standards to be inspected

· The Chief Executive must notify the Director of Clinical Leadership and Integrated Governance as soon as possible
· The Domain Executive Lead and Lead Manager for the standard must attend the meeting with the Healthcare Commission inspectors.  Other staff may be asked to attend the meeting.  All individuals will be supported by the Director of Clinical Leadership and Integrated Governance and the Integrated Governance Manager as appropriate

· The Lead Manager will be the main coordinator for the inspection providing evidence, getting pertinent staff together, booking a meeting room for the Healthcare Commission inspector(s)

11. Monitoring and Review of this Policy

11.1 The effectiveness of this policy will be monitored by the Governance EMT.
11.2 The EMT will receive an annual report on the effectiveness of the Standards for Better Health process within the Risk Management Annual Report.
11.3 The effectiveness of the process will be based on information returned in the completed quality criteria checklist (Appendix 1).
11.4 Internal Audit will also conduct reviews of the Standards for Better Health process for the declaration as agreed by the Audit Committee.  This will provide the Board with independent assurance that a suitable procedure is in place and working properly.

11.5 This policy will be reviewed annually.

12. Key References 

1 Department of Health (2002).  Assurance: The Board Agenda.  Department of Health, London

2 Healthcare Commission (May 2005).  Criteria for assessing core standards.  Healthcare Commission, London
3 Healthcare Commission (July 2005).  The annual health check Guidance on the assessment of core standards (for NHS healthcare organisations, Overview and scrutiny committees, Patient and public involvement forums, Strategic health authorities), Healthcare Commission.

4 Healthcare Commission (March 2005).  Assessment for improvement: the annual health check.  Healthcare Commission, London
5 Healthcare Commission (June 2007).  The Annual Health Check 2007/2008, Assessing and rating the NHS. Healthcare Commission, London.
13. Key Websites

External
www.healthcarecommission.org.uk
www.dh.gov.uk 

Internal: 
http://portal/sites/sfbh/default.aspx 
Appendix 1 Standards for Better Health Assessment Quality Criteria

To be completed by the Domain Executive Lead and returned to Integrated Governance Manager in May each year

	Domain Name:






Date of checklist completion:
Name of individual completing checklist:
Procedure
Has an individual with sufficient knowledge (of the Standards for Better Health and assessment procedure), capacity and competence been appointed to co-ordinate the returns for the standard (i.e. Lead Manager)?

Have appropriate Lead Manager responsibility for completing the assessments been identified and listed for each standard?
Have these staff(s)/group(s) actually completed the assessment or contributed to it?

Are all relevant sections of the self assessment completed without blanks?

Where a section is not applicable, has this been noted in the self-assessment document together with the reasons?

Can documentation (electronic or hard copy) be produced to verify the scores and comments in the assessment for each element?

Has a date for review of the assessment been entered on the self assessment document?

· Has the final self assessment and action plan been discussed at the Executive Management Team EMT?

· Have action plans been discussed with the Finance department where there are financial implications?

Improvement actions

Has the relevant lead staff(s) and/or group (s) completed or contributed to the action plan to improve?

Is there a named individual, deadline and costing for each action, and has the individual agreed to their responsibilities?

Has the action for improvement been included in the relevant annual work plan for the area? 

Has a monitoring and review date for improvement actions been established?  Does this agree with the timetable for the new assessment procedure?




Appendix 2 Domain Executive Leads and Standard Lead Managers 2008-2009
	Domain
	Domain Executive Lead
	Standards
	Standard Lead Manager

	Safety
	Director of Clinical Leadership & Integrated Governance
	C1a 
	Integrated Governance Manager

	
	
	C1b
	Clinical Governance Lead

	
	
	C2
	Designated Nurse for Child Protection

	
	
	C3 
	Head of Clinical Audit & Applied Research

	
	
	
	

	
	
	C4a 
	Senior Infection Control Nurse

	
	
	C4b
	Provider Risk Manager

	
	
	C4c 
	Senior Infection Control Nurse

	
	
	C4d 
	Head of Prescribing

	
	
	C4e
	Facilities Manager

	Clinical & Cost Effectiveness
	Director of Public Health
	C5a
	Head of Clinical Audit & Applied Research

	
	
	C5b
	Deputy Director of Clinical Leadership

	
	
	C5c 
	Deputy Director of Clinical Leadership

	
	
	C5d 
	Head of Clinical Audit & Applied Research

	
	
	C6
	Deputy Director of Strategic Commissioning

	Governance
	Director of Human Resources
	C7a & C7c
	Deputy Director of Integrated Governance 

	
	
	C7b 
	Head of Human Resources

	
	
	C7e 
	Equality & Diversity Manager

	
	
	C8a 
	Head of Human Resources

	
	
	C8b 
	Head of Human Resources

	
	
	C9 
	Provider Risk Manager

	
	
	C10a
	Head of Human Resources

	
	
	C10b 
	Head of Human Resources

	
	
	C11a 
	Head of Learning & Development

	
	
	C11b
	Head of Learning & Development

	
	
	C11c
	Head of Learning & Development

	
	
	C12
	Head of Clinical Audit & Applied Research

	Patient Focus

	Director of Clinical Leadership & Integrated Governance


	C13a
	Head of Rehabilitation & Intermediate Care Willesden

	
	
	C13b 
	Clinical Governance Lead

	
	
	C13c 
	Head of IC&T  (JW to confirm)

	
	
	C14a 
	Complaints Manager

	
	
	C14b 
	Complaints Manager

	
	
	C14c 
	Complaints Manager

	
	
	C15a
	Head of Rehabilitation & Intermediate Care Willesden

	
	
	C15b 

	Head of Rehabilitation & Intermediate Care Willesden

	
	
	C16
	Head of Communications

	Accessible & Responsive & Care
	Director of Strategic Commissioning
	C17 
	Deputy Director of Primary Care Commissioning

	
	
	C18
	Deputy Director of Strategic Commissioning

	Care Environment & Amenities
	Director of Provider Development & Estates
	C20a
	Provider Risk Manager & Health & Safety Manager

	
	
	C20b 
	Head of Rehabilitation & Intermediate Care Willesden

	
	
	C21
	Facilities Manager

	Public Health
	Director of Public Health
	C22a & C22c 
	Public Health Consultant

	
	
	C22b 
	Public Health Consultant]

	
	
	C23
	Public Health Consultant

	
	
	C24
	Public Health Consultant & Provider Risk Manager


Appendice 2b

Evidence Co-ordinators 

	Primary Care Commissioning
	Strategic Commissioning

	TBC
	TBC


Appendix 3  Evidence & Self Assessment Template
	Standard No.C

	Overall Description of Achievements and Journey Since Last Assessment, Summary Description to the Overall Standard Area.



	Criteria ref:





Risk Rating: 

C (Element 1) 

Table 1A – All Organisations

Table 1B - PCT’s Only

	General Narrative



	Line of Enquiry: 


	Evidence No:-
	Details:

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


	Standard No.C

	Line of enquiry: 

	
	

	
	

	
	

	
	

	
	

	Line of enquiry: 

	
	

	
	

	
	

	
	

	Standard No.C

	Line of enquiry:



	
	

	
	

	
	

	
	

	Line of enquiry: 

	
	

	
	

	Line of enquiry: 

	
	

	
	

	Element 1 (Table 1b – PCTs only)

	Line of enquiry: Independent Contractors: 

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Line of enquiry:  Commissioned Services: 

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Healthcare Standards: Self Assessment Report 
Standard No.: C 

Overall compliance – Please select one option

	Green
	Adequate for full year 
There is adequate evidence to provide reasonable assurance of compliance for the full year (Yes for all 

elements)
	

	Amber
	Adequate by end of year only 
There is inadequate evidence to provide reasonable assurance of compliance for the full year (No for one or more elements), but there is adequate evidence to provide reasonable assurance that compliance had been achieved by 31 March 2009
	

	Red
	Inadequate for the full year 
There is inadequate evidence to provide reasonable assurance of compliance for the full year (No for one or more elements), and there is inadequate evidence to provide reasonable assurance that compliance had been achieved by 31st March (No for one or more elements).
	


	Justification by Domain Director for overall compliance

	

	Lead 
	

	Justification by Challenge Committee for overall compliance

	Challenge Committee
	


If green, please state any point below that the Board should be aware of arising from your assessment and / or learning that should initiate Changes to existing processes.

	


If red or amber, please detail action plan proposed to obtain green assessment.

	Action Plan if Standard is Red or Amber


	Start date of non-compliance or insufficient
	

	End date of non-compliance or insufficient assurance (planned or actual

	

	Description of the Issue
	

	Actions Planned or taken
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� Key Reference no. 3


� An individual may occupy multiple roles.  The roles and responsibilities are not exhaustive.


	Bridget Pratt 9th May 2008




































































Appendix 4  Policy Ratification And Publication Flowchart





Draft Policy�
�
                                         ↓


Policy agreed at EMTAAG�
�
                                         ↓


Policy ratified at 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 the quality criteria checklist


�
�
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