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	[bookmark: _Hlk66456130]Your request:

	Our response:

	

	We're aware that NHS England Specialised Commissioning is responsible for commissioning specialist gender identity services in England. However, we're interested in what guidelines are in place for the provision of transgender healthcare at primary and secondary care levels.

With this in mind, could you please provide the following:


	1) Any equality and/or diversity policies you have in place for patients.
	Policy 662 Policy for Diversity and Inclusion
Policy 339 Policy For Equality Impact Assessments
	

[bookmark: _MON_1693125545]

	2) Any equality and/or diversity policies you have in place for staff.
	Policy 662 Policy for Diversity and Inclusion
Policy 339 Policy For Equality Impact Assessments
	

[bookmark: _MON_1693126046]

	3) Any guidelines, protocols, policies, or similar relating to care provision for transgender adults.
	Policy 555 Privacy And Dignity Policy
Policy 109 Health Records Policy
Document 714 Trans Inclusion Policy (Patients And Workforce).
	


[bookmark: _MON_1693125643][bookmark: _MON_1693125611]

	4) Any guidelines, protocols, policies, or similar relating to care provision for transgender children and adolescents.
	Policy 555 Privacy And Dignity Policy
Policy 109 Health Records Policy
Document 714 Trans Inclusion Policy (Patients And Workforce).
	









	5) Any guidelines, etc. relating to mental capacity and/or informed consent.
	Policy 202 Mental Capacity Act Policy (Including Deprivation of Liberty Safeguards)
	


	6) Any guidelines, etc. relating to shared care agreements and/or working with private services to facilitate treatment, particularly with regards to transgender healthcare.
	None
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1. INTRODUCTION



This policy was developed to support clinical and non-clinical staff to ensure that the privacy and dignity needs of all service users are considered and respected during any contact that they have with The Rotherham NHS Foundation Trust’s (TRFT) services. The Trust has a crucial role to play in creating an environment in which human rights are respected; a fundamental aspect of human rights is an individual’s right to privacy and dignified treatment.



The Rotherham NHS Foundation Trust is committed to ensuring that people (patients, carers and staff) are treated as individuals with close attention to privacy, dignity and respect. The Trust seeks to provide a person centred approach to care and the application of legislation, practice, policies and procedures that encourage and support this philosophy, allowing choice, partnership in care and recovery. The provision of care that is respectful and dignified is enshrined within the NHS Constitution (Published 2013 and updated for re-issue 2015):

“Respect, dignity, compassion and care should be at the core of how patients and staff are treated – not only because that is the right thing to do, but because patient safety, experience and outcomes are all improved when staff are valued, empowered and supported.” 

The Trust is committed to the delivery of care with privacy and dignity through the provision of gender appropriate accommodation for every patient, safeguarding them when they are most vulnerable. The Trust strives to maintain compliance with the commitment to eliminate mixed sex accommodation. This means that men and women must not sleep in the same room, nor use mixed bathing and WC facilities, except where it is in the overall best interest of the patient or reflects their personal choice (DOH 2009). Any patient whose gender identity differs from their sex assigned at birth, will be accommodated as an inpatient or an outpatient, with due regard to their privacy and dignity and with respect to the gender that they identify with.  



This policy outlines the practical steps taken by the Trust to ensure the privacy and dignity of all patients within its care, and it provides a working framework for all staff and volunteers within the organisation. The policy seeks to continually raise awareness on the principles of privacy, dignity and respect and enables staff to respond appropriately should they feel that the principles of the policy are being infringed. 



2.        PURPOSE & SCOPE 



2.1        Purpose

The purpose of this policy is to:



· Define the concept of privacy and dignity in relation to the local and National context.

• 	Ensure that service users and carers experience care in a manner that

         actively encompasses the principles of respect, privacy and dignity.

· Ensure service users and carers feel that they matter in care planning discussions and care provision and that they do not experience negative or offensive attitudes and behaviours whilst receiving care from TRFT services. This includes respecting their individuality and taking into consideration any protected characteristics.

· To raise awareness of the principles of privacy and dignity and to

          		enable staff to respond appropriately if they feel that the concepts of

           	the policy are being infringed. 



In line with Essence of Care (2010 revised standards) the privacy, dignity and respect benchmarks for all services provided by TRFT will ensure that:



· Patients and carers will feel that they matter and take a central role in

care planning and delivery all of the time 

· Patients experience care in an environment and a manner that 

encompasses their values, beliefs and personal relationships

· Patients’ personal space is respected and protected by staff

· Patients and carers experience effective communication with staff, which 

 	respects their individuality

· Service users receive care which ensures their privacy and dignity and 

 	 protects their interests as individuals e.g. is respectful of their modesty

· Service users and carers can access areas within inpatient facilities 

         	that safely provide privacy

· Service users experience care that maintains their confidentiality and 

information is only shared where it is in the best interest of the patient		

Alongside this The NHS Constitution for England (2013 and updated 2015) identifies the following values; these concepts should underpin all that the organisation seeks to do and achieve. The values are: Working together for patients, Respect and dignity, Commitment to quality of care, Compassion, Improving Lives and Everyone counts. 



The Equality Act 2010 and Human Right Act 1998 places a responsibility on the Trust to prevent discrimination and harassment and to show how it is ensuring equitable services to all, thus providing care that ensures the dignity of healthcare service users and carers, respects the diversity of the population and the individual needs of these users.



2.2       Scope



This policy applies to all clinical and non-clinical staff, volunteers and students, working across all Trust sites and in community settings under the responsibility of TRFT and in wider care provision including domestic homes.  



3.      ROLES & RESPONSIBILITIES


		Roles

		Responsibilities



		Chief Executive

		The Chief Executive is responsible for ensuring that the responsibilities for implementation of this policy are properly assigned and that the policy and its effectiveness are appropriately reviewed.



		Executive Medical Director 



		The Executive Medical Director is responsible for ensuring the implementation of this policy in association with the clinical directors, lead clinicians and evidence of compliant practice is available via completed audits of practice.



		Chief Nurse

		The Chief Nurse has executive responsibility for the quality of patient care and is responsible for ensuring that the systems and processes to deliver respectful and dignified care are in place.



		Deputy Chief Nurse



		The Deputy Chief Nurse is responsible for the implementation of the Trust Patient Experience and Engagement Strategy which incorporates the provision of dignified, respectful care and the delivery of the same sex accommodation agenda. Progress on the implementation of the strategy is reported bi-annually to the corporate Quality Assurance Committee (QAC).



		Clinical Directors



		Clinical Directors will be responsible for ensuring that all teams are aware of and adhere to this policy.



		Director of Estates

		The Director of Estates and Facilities will ensure that this policy is communicated and adhered to by all staff members within the directorate.



		Head of Nursing, Midwifery, Clinical Professions 

		The Heads of Nursing, Midwifery and Clinical Professions are responsible for ensuring adherence to this policy in all ward and department areas within their services. Issues regarding privacy and dignity will be raised at the monthly Patient Experience Group by each Head of Nursing, Midwifery and Clinical Professions



		Matrons



		Matrons will be responsible for ensuring that high standards of privacy and dignity are maintained in their areas and for monitoring this through their weekly matron ward rounds.



		Ward Sisters, Charge Nurses, Team Leaders and Department Managers



		Ward Sisters, Charge Nurses, Managers and Heads of Department are responsible for supporting their staff in delivering high standards of privacy and dignity and for ensuring that staff are aware of this policy. Ward managers and Heads of Departments are responsible for ensuring staff are aware of the available training opportunities and support them to participate. Ward Managers and Heads of Department will ensure that patients are accommodated in same sex accommodation with identified rooms and washing and toilet facilities, ensuring that this is closely monitored and is altered accordingly.



		Site Management Team

		The Site Management Team is responsible for appropriate patient allocation. Beds in 

Mixed Sex accommodation should not be allocated, except where it is the overall best interest of all patients concerned. All patients admitted to mixed sex areas, whether clinically justified or not are a breach of national guidance and are required to be reported in line with the Trust Ending Mixed Sex Accommodation – (EMSA) Policy. Plans must be put into place to move the patient into a same sex area as soon as possible. The Site Management Team and the Matron are responsible for monitoring the situation, taking into account anticipated admissions and  discharges



		All Staff

		All nursing and therapy staff will comply with the standards set out in the policy. All clinical staff, including therapy and medical staff are responsible for ensuring that the privacy and dignity of individual patients and clients is maintained and for raising concerns on any breaches identified. All non-clinical staff must be aware of the importance of privacy and 

dignity and ensure that this is paramount in any patient contact.



		Patient Experience Group  (PEG)

		The Patient Experience Group (PEG) will have overall responsibility for monitoring this 

Policy. An annual audit will be initiated by the Deputy Chief Nurse and will be carried 

out to incorporate the ‘Essence of Care (DOH 2010) - Benchmarks for Privacy and Dignity’.









4.      PROCEDURAL INFORMATION



The following standards of privacy and dignity that patients should expect from staff and partners are based on the Essence of Care Standard (DOH 2010) which is: 



“Every patient has their privacy and dignity respected at all times with specific regard to form of address, religious and cultural beliefs, physical environment and personal care”.



Patients have a right to:



•  	be treated as individuals

•  	be listened to and have their views taken into account

• 	be treated to courteously at all times

• 	receive support and enablement where needed

• 	be an equal partner in making care decisions

• 	know who is responsible for the care they are receiving, each day 

           and overall

• 	have private discussions about their care and treatment when required



Under Article 8 of the Human Rights act (1998) everyone has the right to; respect for their private and family life, their home and their correspondence. A person’s right to respect means ‘having the right to live one’s own life with such personal privacy that is reasonable, whilst taking into account the rights and freedoms of others’.



It includes the freedom for every individual on: 



• 	How they look 

• 	How they dress 

• 	Their religious beliefs 

• 	Who they socialise with 

• 	Their sexual identity 

• 	To express personal opinions 



These rights therefore must be acknowledged by staff and where appropriate should be included within any care planning process. Staff are personally accountable for ensuring that they promote and protect each patient’s well-being and their response to patients and carers and their attitude and behaviour must reflect this. Staff should recognise and prevent any barriers to access and support because of stereotyping, or stigma associated with age, gender, ethnicity, disability, faith, or sexual orientation.



PROMOTING DIGNITY IN SAME SEX ACCOMODATION



Within inpatient settings TRFT is committed to offer same sex accommodation to its day and in patients, this means that patients must: 



1. Be cared for in a single sex environment within day and in-patient settings    

                                                       

2. Be cared for within their own home where appropriate to do so



· Male and female patients must not be cared for in the same bay or same open ward area unless it is in the best interests of all patients concerned. Should this occur the nurse in charge is responsible for explaining the reason for the decision to the patient and for moving the patient to a same sex bay as soon as possible (see Appendix 2 and 3 for detail on decision making and the required action for emergency assessment and admission)



· The patient’s toilet and bathroom will just be used by Individuals of the same gender and it will be as close as possible to the patient’s bed area.



· In some specific clinical areas this may not be possible, such as intensive care areas or high dependency areas. In these circumstances every effort should be made to separate the sexes and particular care should be taken to maintain the patient’s privacy and dignity, particularly during intimate procedures. In paediatric areas consideration needs to be given to the needs of the child or young person to interact with those of a similar age and it is often more appropriate to nurse young children in mixed bays. The views of the child should also be considered.



· Transgender patients who have proposed, commenced or completed a process of gender reassignment, have legal protection against discrimination. Some Trans people will not meet this definition, but they should still be supported and treated in a way which is patient centred, respectful and in accordance with the name and pronouns that they currently use.



· Whilst it may sometimes be a challenge to maintain the principles of privacy within the patient’s own home, the preferences of the patient should be listened to and adhered to at all times. 



· Staff are responsible for identifying together with patients or carers any reasonable adjustments needed to the environment for the special needs of patients with physical impairment or learning disabilities and developing and implementing an appropriate plan of care.



· Please refer to the Trust Eliminating Mixed Sex Accommodation Policy for further detailed information.



4.1 Communication



· The patient is asked for their preferred name in outpatients, UECC, AMU, pre-assessment or on admission and is addressed accordingly. Their preferred name is clearly documented as a part of their initial care or admission process when it is recorded on the bed board. 



· Staff must ask each patient how they wish to be addressed e.g. Mr, Ms or by an occupational title e.g. Reverend, or if the patient wishes by a first or given name. Staff must avoid lapsing into over familiarity and using a first name when it is not the patient’s preference, or by using pet or diminutive names, slang terms etc. 



· All staff must wear a visible identification badge and introduce themselves to patients in line with the Trust wide ‘Hello my name is’ campaign. 



· Patients will be included in all routine conversations if they are present. Patients are to be included in discussions and planning about their clinical care and discharge. Particular care must be taken to ensure effective communication takes place with older and vulnerable people with communication difficulties and utilise the Communication Book as a resource tool where appropriate.  



· Staff will not have personal conversations with each other in the presence of a patient that does not include the patient. This includes where the patient is present in a ward, department, at home, or is being moved around the hospital etc.



· When a patient has a learning disability or cognitive difficulties a ‘This is me’ or ‘Learning Difficulties’ care plan should be used to ensure the patient’s and concerns of carers are documented and addressed. Carers are involved when appropriate in discussions about clinical care. Carers are included in the admission process and discharge planning. Patients with a learning disability will need a different level of information detail and for this to be relayed in a straightforward and uncomplicated way e.g. using ‘easy read’ patient information and the use of illustrations.  



· When there are communication difficulties, the patient will have the capacity to understand the information given to them but will need it to be delivered in a different way.



· All staff and visitors will be acknowledged upon entering the clinical area and staff will identify themselves (using their job title and surname); adding their location when they are answering the telephone, this is in line with good customer service skills. 



· Patients are to be introduced to other patients if they wish, within their immediate environment and to the facilities of the ward. This should usually be done within 24 hours of admission. The inpatient Foundation Trust information booklet is available for every patient.  



· Patients will have access to the Privacy and Dignity Charter        (Appendix 1) 



· Patients are advised of the name of the person caring for them, the person in charge and information on how to escalate a concern or complaint, using the Safe and Sound assurance process, this must be clearly displayed by each bed on the ward.



· Further information on how to raise a concern or a formal complaint is available in every clinical area. 



· The need for auditory privacy requires consideration and staff must ensure that private or sensitive conversations with patients wherever possible cannot be overheard. This includes avoiding addressing patients with a hearing impediment simply by raising the voice, so that all in proximity can hear the conversation. Actions such as checking the presence and function of hearing aids, sitting facing the patient, speaking slowly and clearly and establishing if the patient is receiving the information before continuing, can offer more discretion. 



· Staff should always explain medical terminology, procedures and medications in a way that patients and their carers can understand. Patients are to be encouraged to ask questions and are made aware of whom to address these to. 



· Staff must ensure that patients and carers (if appropriate) are equal partners in any care decisions being made. They should have clear opportunities to contribute to care planning and be actively encouraged to identify their aspirations for well-being. This includes the patient’s opportunity to refuse their consent to an investigation or treatment also, unless their mental capacity is in question (follow the Trust Policy and process for assessing mental capacity when needed). 



· Staff must ensure that a patient’s request for assistance is dealt with promptly; where there is an unavoidable delay an explanation and apology should be given. 



· Staff must be aware of a patient’s potential sensitivity to personal contact or touch and respect their personal boundaries. In particular, these issues might arise as a result of past experience, gender, culture or ethnicity and for patients with Autism. 



· Staff must ensure that a patient who does not speak or understand English or needs to have an interpreter in British Sign Language (BSL) has access to an appropriate interpreter in a timely manner.



· The need to ensure that patients with other communication impairments such as visual, hearing or a learning disability are provided with the appropriate communication aids must be considered. For these patients their knowledge and understanding of what is happening may be limited, their diagnosis, care and treatment must be explained to them in a manner that promotes their fullest understanding.



· Staff must not assume that a patient’s partner is to be included in personal or sensitive conversations. Nor should gender assumptions be made e.g. that a partner is of the opposite sex, or that their partner is married to them. Staff should note that same sex couples and heterosexual couples may also have a civil partnership. If it is not clear what sex the partner is, gender neutral words must be used such as “they” rather than making assumptions.



· Staff must not assume that a person in attendance with a child is a family member, or a parent, or a partner for an adolescent.



For every patient it is expected practice to enquire who is accompanying them and record this information.  Staff must always ask for their name and be clear on what their relationship is to the patient.





4.2     Confidentiality



Staff must seek to ensure that they provide individualised care to patients and service users based upon individual protected characteristics. Certain groups are protected against discrimination or adverse treatment and have protected characteristics. These are: age, disability, sex, gender reassignment, marriage and civil partnerships pregnancy and maternity, race, religion and belief, and sexual orientation (Equality and Human Rights Commission 2015)



· Patients have a right to expect that patient information that is shared to enable care will be done so with their consent. Information that a service user provides or that relates to the person, must only be disclosed with staff who are directly involved in their care and with the patient’s verbal consent.



· Where staff are required to ask for personal and demographic details they should ensure the questioning and information provided cannot be overheard. 



· Patient consent must always be obtained before disclosing information to a partner, family, carer and friends. 



· Staff must always be aware of and alert to anyone who may overhear their conversations. It is not acceptable to discuss clinical information in public areas even if a service user’s name is not used.



· Always ensure that written patient information which contains confidential details are disposed of correctly as confidential waste and is not left in clinical or public places, or bins.  



· Precautions must be taken to prevent information being shared inappropriately, e.g. computer screens being visible and patient details on white boards being read etc. Staff must follow the TRFT Information Governance Policy (2018) in relation to confidentiality and disclosure.



· Handover sheets, telephone messages etc. must be disposed of in confidential waste bags or by shredding before staff leave the clinical area e.g. at the end of their shift. 



· Staff must ensure that visitors and other patients are aware that they must not read records at the end of the patient’s bed.  Offer the patient the option to store their records elsewhere if this is proving a challenge.



 4.3       Physical Privacy



             Patients have the right to: 



· Be treated with respect at all times

· To have their dignity and modesty protected

· To remain autonomous and independent wherever possible



In order to deliver physical privacy, the following principles apply:



· Staff foster a peaceful environment speaking in hushed tones 

         wherever possible.

· Staff should avoid verbally describing what is happening/has happened to a patient in the hearing of others whilst behind a curtain e.g. referencing an episode of incontinence  



· Where available, privacy signs are used in clinical areas. 



· Curtains (window, bed, cubicle and shower) and screens must be fit for purpose. The ward or department manager is responsible for ensuring these are maintained in good condition and regularly cleaned in all patient areas. 



· Curtains are used appropriately to provide patients with some privacy when they wish, such as at night or during recovery from sedation unless this interferes with patient safety by compromising staff undertaking patient observation and monitoring. In this case the reason for leaving the curtains opened should be explained to the patient.



· Staff request permission before entering a curtained area or closed door.



· Patients are suitably covered or dressed at all times, in their own day clothes if possible. Nightwear should also be the patient’s own unless they have nothing suitable. Safe footwear should also be addressed.



· The wearing of day clothes is to be encouraged for all recovering patients. Noting the Trust’s commitment to ‘end PJ Paralysis’.



· Particular care should be given to the dignity of confused patients, ensuring the use of appropriate and safe footwear, that underwear, pyjama trousers and night clothes are secured properly and that a patient’s own clothes are encouraged to be worn whenever possible. Hospital gowns should only be worn when going to theatre or for investigations and they will be secured to prevent inappropriate exposure. 



· Commodes or bed pans are used only if the patient cannot be assisted to the toilet. If a commode or bedpan needs to be used consideration must be given to proactively offering these before mealtimes in line with Intentional Rounding.



· All toilet facilities, in adult areas will be either male or female with clear signage in place.



· Unused nor used urinals must not be left on the patient’s bed table. Vigilance to removal and disposal of used urinals is expected.



· The nurse caring for the patient or staff delegated to support the patient are responsible for ensuring the privacy of dependent patients using the toilet or bathroom facilities. All patients are offered the opportunity and encouraged to wash their hands after using the toilet, commode or bed pan and before and after all mealtimes. 



· All ward-round staff teams should limit the number of staff present during physical examinations to a minimum. Patients should be given enough notice to prepare themselves for a ward round wherever possible. 



· Patient permission must be obtained in advance, where students are likely to want to be involved in their care



· Where possible when undertaking an examination or procedure in a domestic setting, utilise an area (e.g. a bedroom) within a patient’s home which is more conducive to the principles of privacy and dignity.



· Check with the patient that they consent to have any personal care undertaken by a person of the opposite sex; the patient’s wishes should be respected where possible. A chaperone may also be needed, including for a same sex care giver to undertake a procedure and the patient should always be given this option. 



· Any plans for structural changes, temporary ward use or new builds will include plans to maintain privacy and dignity and will adhere to same sex accommodation requirements.



· Staff must adhere to the principles set out in the TRFT Chaperone policy. 



· Where there are concerns that there is a potential risk associated with a patient’s capacity or behaviour, an intervention is sometimes indicated within an in-patient area i.e. 1:1 observation.  In this instance there will be times where the service user’s privacy or dignity could be compromised (e.g. staff observing a service user in the shower). Using 1:1 observations are a demanding intervention both for the patient and the staff member, therefore communication must be established and privacy and dignity requirements should be considered where possible (refer to TRFT Safe and Supportive Observation of Care Framework).



 4.4     Promoting Dignity and Autonomy



The nurse providing care is responsible for ensuring the patient’s locker and bed table are clean and within reach. 



· The patient’s call bell must always be within reach and should be answered within a timely manner. Staff are all encouraged to have a ‘no pass’ approach if a bell is ringing for more than 2 minutes, so any staff on the ward should go and find out what is needed. Ignoring a bell due to not being the person caring for the patient, leads to a poor overall patient experience. 

 

· The nurse ensures that specific cultural, spiritual, religious and ethnic beliefs and needs are documented in the nursing or midwifery records. Staff respect the individual patient’s cultural, religious and ethnic beliefs and makes arrangements as required in relation to their diet, worship and care around birth, or of the dying. Taking advice when needed to meet these requirements. 



· Any inpatient that has a forthcoming OPD appointment should be seen by a member of the appropriate medical team in the inpatient setting, rather than attending OPD, unless there is a specific clinical need to go to the OPD department.



· Inpatients should only attend OPD to receive specialist treatment, which can only be provided in that setting (such as application of a surgical appliance in Fracture Clinic). To protect their dignity, it is advisable that they are seen at the end of a list or alternatively that arrangements are made for them to wear their own clothing before attending the appointment. 



4.5       End of Life Care



A person who requires end of life care, either within the hospital or home setting will be cared for compassionately, kindly and sensitively. Impending death will be handled with dignity and compassion and in accordance with cultural, spiritual and religious beliefs of the individual person and their family. Where possible, giving support to the family or friends present with a dying patient will also recognise their needs at this time. 



4.6      Children



It is noted that often the segregation of children on wards is based upon age considerations and that having children of a similar age together can be comforting to them and that this may often override considerations of gender. Therefore, the Department of Health (2009) recommended the following:



· Privacy and dignity is an important aspect of care for children and young people. 



· Decisions should be based on the clinical, psychological and social needs of the child or young person, not the constraints of the environment, or the convenience of the staff. 



· Privacy and dignity must be maintained whenever children and young people’s modesty may be compromised (e.g. when wearing hospital gowns or nightwear), or where the body (other than the extremities) is exposed, or they are unable to preserve their own modesty. 



· The child or young person’s preference should be sought on where they would prefer to be nursed e.g. with a group of mixed sex children on a ward, only with the same sex, or where age ranges are wide some may prefer to be nursed alone in a cubicle. Their preference on co-location should be discussed, recorded and where achievable respected. Where appropriate the wishes of the parents should also be considered. 



4.7        Respect for staff 



The dignity and privacy of TRFT staff groups should also be actively protected. Staff should expect their rights to be adhered to as seen in the NHS Constitution (2015) to be upheld.



5 DEFINITIONS AND ABBREVIATIONS



5.1        Definitions

Privacy: refers to freedom from intrusion and relates to all information and practice that is personal or sensitive in nature to an individual. 



Dignity: is being worthy of respect. This includes a person’s or group of peoples’ sense of self-worth and self-esteem. 



Respect: To show consideration and appreciation towards other people.



5.2 Abbreviations

AMU		Acute Medical Unit

BSL		British Sign Language

DOH		Department of Health 

EMSA	Eliminating Mixed Sex Accommodation

OPD		Out-Patients Department

PEG		Patient Experience Group

QAC		Quality Assurance Committee

SOP		Standard Operating Procedure

TRFT	The Rotherham NHS Foundation Trust

UECC	Urgent and Emergency Care Centre
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Section 1

                                                                                                                   Appendix 1

The Privacy, Dignity and Respect Charter



		You can expect us to:

		We expect you to:



		Introduce ourselves and a new person at every point of contact with you.



Wash our hands or use hand gel before every contact with you.



Ensure you are addressed respectfully and by the name that you prefer. Until we are advised of your preferred name we will call you Mr or Ms.



Protect your privacy and dignity by making sure that discussions about your condition or treatment are held as discreetly as possible.



Work in partnership with you and your family or carer.



Maintain your privacy and dignity when washing, dressing, assisting with the toilet, or undergoing treatments.



Carry out checks of washing and toilet facilities to make sure these areas are always clean.



Communicate with you regularly, ask you what is important to you each day, and avoid the use of jargon.



Ensure the ward area at night is conducive to sleep with hushed voices, appropriate noise reduction of phones, doors etc. and dimmed lighting.



Be respectful of your cultural and religious beliefs.



Minimise the number of times we ask you for the same information.



Provide you with up to date information sources including literature, to aid your decision making.

		Tell us about any concerns that you may have about our standards of care, so that we can address them without delay.



Remember that more than 2 visitors at a bedside at any one time, can be too much for resting and recovering patients.



Understand that we may need to ask visitors to leave the ward during a procedure or a ward round.



Recognise that we may not always be able to immediately access someone for you to speak to about the care of the patient, but we will always advise you of how quickly that can be arranged.



Acknowledge that whilst in our care it may be that part of a treatment or rehabilitation needs to be in a different setting.



Advise us if you experience any problems with your intake of fluids or food unless there is a plan in place. Let us know if you struggle with rest and sleep whilst in the hospital.



Discuss with us if you have ethical, cultural or religious needs which are not being met. Help us to understand how we can better meet your needs
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DOCUMENT DEVELOPMENT, COMMUNICATION, IMPLEMENTATION

 AND MONITORING







































































8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS

This document was developed in consultation with:



Patient Experience Group

Professional Advisory Forum

Nursing and Midwifery Care Strategy

Director of Operations

Medical Division 

Surgical Division

Family Health Division

Diagnostic and Clinical Support Directorate

Chief Nurse Team



9. APPROVAL OF THE DOCUMENT



This document was approved by:

Patient Experience Group



10. RATIFICATION OF THE DOCUMENT

This document was ratified by the Trust Document Ratification Group.



11. EQUALITY IMPACT ASSESSMENT STATEMENT

An Equality Impact Assessment has been carried out in relation to this document using the approved initial screening tool; the EIA statement is detailed at Appendix 1 to this section of the document.

The manner in which this policy impacts upon equality and diversity will be monitored throughout the life of the policy and re-assessed as appropriate when the policy is reviewed.


12. REVIEW AND REVISION ARRANGEMENTS

This document will be reviewed every three years, unless such policy changes occur as to require an earlier review. 



The Deputy Chief Nurse is responsible for ensuring review of this document.





13. DISSEMINATION AND COMMUNICATION PLAN



		To be disseminated to

		Disseminated by

		How

		When

		Comments



		Quality Governance Team via policies email

		Author

		Email

		Within 1 week of ratification

		Remove watermark from ratified document and inform Quality Governance Team if a revision and which document it replaces and where it should be located on the intranet. Ensure all documents templates are uploaded as word documents.



		Communication Team

(documents ratified by the Document Ratification Group)

		Quality Governance Team

		Email 

		Within 1 week of ratification

		Communication team to inform all email users of the location of the document. 



		All email users

		Communication Team

		Email

		Within 1 week of ratification

		Communication team will inform all email users of the policy and provide a link to the policy.





		Key individuals



Staff with a role or responsibility within the document



Heads of Departments,  Matrons



		Author

		Meeting or e mail as appropriate

		When final version completed

		The author will update staff of their duties in relation to the document.





		All staff within area of management

		Heads of Departments /Matrons

		Meeting or e mail as appropriate

		As soon as received from the author

		Ensure evidence of dissemination to staff is maintained. Request removal of paper copies.

Instruct them to inform all staff of the policy including those without access to emails









14. IMPLEMENTATION AND TRAINING PLAN


There is no further implementation or training plans other than the communication plan.



























15.  PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS

OF THE TRUST DOCUMENT



15.1   Process for Monitoring Compliance and Effectiveness



		Audit/Monitoring Criteria


		Process for monitoring e.g. audit, survey

		Audit / Monitoring performed by

		Audit / Monitoring frequency

		Audit / Monitoring reports distributed to

		Action plans approved and monitored by



		Adherence to key Principles outlined in the Policy

		Weekly Matron walkabouts

		Matrons

		Monthly

		Divisional or individual Directorate Governance groups



Patient Experience Group 

		Divisional Management Teams 







15.2 Standards/Key Performance Indicators (KPIs)                                          



All patients and service users will:



• 	be treated as individuals

• 	be listened to and have their views taken into account

• 	be treated courteously at all times

• 	receive compassion and support 

• 	be an equal partner in making care decisions

• 	know who is responsible daily and overall for the care that they are receiving

• 	have private discussions about their care and treatment when required
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EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL

		Document Name:

		Privacy And Dignity Policy

		Date/Period of Document:

		February 2020 – February 2023



		Lead Officer:

		Assistant Chief Nurse

		Job title:

		Assistant Chief Nurse

		



		

		

		

		

		



		|_|  Function

		|X|  Policy

		|_|  Procedure

		|_|  Strategy

		|_|  Other:_______________________________



		Describe the overall purpose / intended outcomes of the above: Ensure that service users/carers experience care in a manner that actively encompasses the principles of respect, privacy and dignity.



		You must assess each of the 9 areas separately and consider how your policy may affect people of different groups within those areas.



		1.	Assessment of possible adverse (negative)  impact against a protected characteristic



		Does this have a significant negative impact on equality in relation to each area?

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Age

		

		X

		



		2

		Disability

		

		X

		



		3

		Gender reassignment

		

		X

		



		4

		Marriage and civil partnership

		

		X

		



		5

		Pregnancy and maternity

		

		X

		



		6

		Race

		

		X

		



		7

		Religion and belief

		

		X

		



		8

		Sex

		

		X

		



		9

		Sexual Orientation

		

		X

		



		You need to ask yourself:

· Will the policy create any problems or barriers to any community or group? |_| Yes |X| No

· Will any group be excluded because of the policy? |_| Yes |X| No

· Will the policy have a negative impact on community relations? |_| Yes |X| No

If the answer to any of these questions is Yes, you must complete a full Equality Impact Assessment



		2.	Positive impact:



		Could the policy have a significant positive impact on equality by reducing inequalities that already exist?

Explain how will it meet our duty to:

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Eliminate discrimination, harassment and / or victimisation

		X

		

		



		2

		Advance the equality of opportunity of different groups

		X

		

		



		3

		Foster good relationships between different groups

		X

		

		



		3.	Summary 

On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or negative adverse impact on equality?  



		Positive 

		

		Negative



		HIGH |_|

		MEDIUM |_|

		LOW |_|

		NEUTRAL |X|

		LOW |_|

		MEDIUM |_|

		HIGH |_|



		Date assessment completed: February 2020

		Is a full equality impact assessment required?

		|_| Yes

		|X|   No



		Date EIA approved by Equality and Diversity Steering Group:
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SECTION 1

PROCEDURAL INFORMATION





		Version:

		2



		Title of originator / author:

		Equality, Diversity and Inclusion Advisor



		Title of Approving Committee/Group:

		Operational Workforce Group



		Title of Ratifying Committee:

		Document Ratification Group 



		Date ratified:

		27 August 2021



		Date issued:

		27 August 2021



		Review date:

		27 September 2024



		Target audience:

		All Trust Staff









The author wishes to acknowledge the kind support of Barnsley Hospitals NHS FT, whose policy informed the development of this policy





Copyright © 2021 The Rotherham NHS Foundation Trust
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1. INTRODUCTION

Trans people have existed throughout history and appear in every culture. In some societies trans people are revered for the way in which they transcend the conventional division between masculine and feminine. Individual care and respect begins with appreciating that all people are individuals. The NHS is there for everyone.

Trans people must never be seen exclusively in terms of their gender identity or history. Like everyone, trans people get illnesses requiring treatment; they can have chronic conditions; they can be injured; they can develop problems through ageing; and they can become depressed or mentally ill for the same reasons is people do. 

The Gender Recognition Act makes it a criminal offence to disclose protected information about a trans person without permission if it was obtained in an official capacity. This applies to indirect as well as direct (word of mouth) disclosure and therefore means that paper and computer records should be considered with great care. The General Data Protection Regulation (GDPR) 2018 also means that information about an employee or patient’s gender history or treatment should be regarded as sensitive information. The GDPR applies whether the individual has obtained a Gender Recognition Certificate (GRC) or not.

Good practice undoubtedly exists in all areas; however, the often negative experience of trans people – formed throughout their lives through personal experience or by hearing or reading of bad experiences in the press and from contemporaries – can lead to poor expectation, anxiety about the simplest of contacts with services, and an overall need to build trust. There is sometimes an assumption outside of large cities that there will be far fewer, if any trans patients or employees at all. Actually, it’s likely that trans patients will have been treated in every Trust without health staff knowing the patient was trans, since the patient’s records could have been changed by their GP to reflect the patient’s gender identity. There will also be trans patients and staff who are very early in transition, on Gender Identity Clinic (GIC) waiting lists which may be months or years long, whose trans status is not yet recorded in their medical records.

Unless it is directly relevant to the condition or its likely treatment, it is unlawful to disclose a patient’s gender history without their consent.  “Outing” a person as trans without their explicit consent is classed as direct discrimination under the Equality Act 2010 and could result in criminal charges under the Gender Recognition Act 2004.

Many trans people have experienced extreme social disapproval and rejection at some point in their lives. Any disregard for a trans person’s expression of their identity is likely to be experienced as total rejection of who they are. Careful thought therefore needs to be given to the way in which staff are trained and prepared to accommodate trans patients, especially in clinics and on hospital wards. 

Being trans is not a sexual orientation; it refers to a change in a person’s expressed gender identity: as a man, woman, another gender or no gender. Nor does being trans predict sexual orientation. Trans women can be attracted to men or women or both or neither. The same applies to trans men and non-binary trans people. Trans people have a sexual orientation and are likely to have relationships in accordance with that. Trans people who identify as lesbian, gay or bi (LGB+) are likely to experience the same issues regarding their sexual orientation as non-trans LGB+. Non-binary people are now generally included in the broad category of trans. Historically, the notion that trans people have to be moving towards male or female genders has been both particularly strong and particularly problematic in the medical community. Non-binary is both a gender identity and a ‘catch-all’ term to describe gender identities other than strictly male or female. Whilst there are many types of non-binary gender, some are more commonly discussed than others. 

Intersex people may or may not identify as trans, just like the rest of the population.  However, much of the practice detailed within this policy may be applicable when supporting intersex patients and staff.

The way that TRFT treats trans patients and staff will be in line with our core values.

We will be ambitious in our efforts to ensure that trans patients and staff are fully safe and supported.

We will be caring, showing compassion, understanding, and empathy when working with trans patients and staff. Trans inclusion will be treated not as a “box-ticking exercise” but as an integral and valued part of our work as a Trust.

We will work together with trans staff, patients and external community groups, as well as our staff and patients more generally, to ensure that this policy is well understood, adhered to and accessible.  This policy has been developed following community and colleague engagement.



2. PURPOSE & SCOPE



2.1 Purpose

The objective of this policy is to ensure that trans patients and staff can experience a welcoming and inclusive environment without experiencing discrimination because of their trans status, and to ensure that the Trust is in accordance with relevant legislation (Gender Recognition Act 2004, Equality Act 2010)

Why is a trans equality policy needed?
Many organisations have employees who are trans and most Trusts will have treated patients who are trans. Research shows that a diverse workforce results in improved healthcare and better outcomes for patients. A trans person who is supported at work is likely to be a happy and therefore more productive and loyal employee. Some will be transitioning in the workplace, and it is important to support these employees appropriately. Trans people are protected under the Equality Act 2010: ‘gender reassignment’ is one of the nine protected characteristics.

Having a trans equality policy provides a clear demonstration to trans employees, job applicants and patients that the Trust is a safe and welcoming place for them.

Why ‘Trans inclusion policy’ not ‘Gender reassignment policy’?
Trans people should be protected from discrimination and harassment at all times, regardless of whether they choose to transition medically or not.  Although the phrase ‘gender reassignment’ is used in the Equality Act 2010, it is now generally considered to be out-dated language.  Both the Equality Act 2010 and the Gender Recognition Act 2004 are clear that transition need not involve any medical intervention.



2.2 Scope

This policy applies to all TRFT employees, non-executive directors, governors, volunteers, carers and patients.



3. DEFINITIONS AND ABBREVIATIONS



3.1 Definitions

‘Transgender’ or ‘trans’ (the latter is generally the preferred terminology) describes people whose gender identity differs from their sex assigned at birth. They are umbrella terms covering people who:

· are intending to undergo, are undergoing, or have undergone gender reassignment at any stage; 

· identify as having a gender different from that which they were assigned at birth and are planning to or have had medical interventions such as hormone therapy or surgery; 

· identify as having a gender different from that which they were assigned at birth, but who are not planning any medical intervention; and/or, 

· are non-binary – that is, they are not solely male or female.  They may define themselves as both, neither or something entirely different.  They may or may not have medical interventions to align their body with their non-binary gender identity.

These are not mutually exclusive alternatives.

‘Transitioning’ is the process undertaken by a trans person in order to bring their gender presentation into alignment with their gender identity. This often involves dressing differently, using a different name and pronoun (e.g. she, he or they) and changing official documentation. It may involve various types of medical or surgical treatment, although this is not the case for all trans people. 

TRFT recognises that there is no right or wrong way to transition and is committed to supporting each individual in their decisions.



3.1.1 Glossary of Terms used within this Policy

· Assigned sex – The sex you were given when you were born.

· Bisexual or Bi – refers to a person who has an emotional and/or sexual orientation towards more than one gender.

· Biphobia - the fear or dislike of someone whose sexual orientation is bisexual. 

Cisgender or Cis – A match between your assigned sex and gender identity.A person who is not transgenderComing out – A process by which an LGBT+ person will tell friends/family/co-workers etc. about their LGBT+ status

· Cross Dresser / Transvestite – An individual of either sex that likes to wear the clothes of the opposite sex, but are otherwise happy with their gender identity.

· Gender Identity – The cognitive process of recognising one’s own identity. How a person feels in regards to male/female/neither/both. 

· Gender dysphoria – used to describe when a person experiences discomfort or distress because there is a mismatch between their sex assigned at birth and their gender identity. This is also the clinical diagnosis for someone who does not feel comfortable with the gender they were assigned at birth.

· Gender Fluid - a gender identity best described as a dynamic mix of male and female. A person who is Gender Fluid may always feel like a mix of the two traditional genders, but may feel more masculine/male some days, and more feminine/female other days. Being Gender Fluid has nothing to do with which set of genitalia one has, nor sexual orientation.

· Gender Identity Clinic (GIC) – A specialist transgender health service offered by seven different NHS Trusts throughout England.

· Gender neutral/neutrality - can refer to supporting and enforcing the idea of a gender neutral society: that we should avoid giving roles to genders and sexes in schools, the workplace, places of worship and other institutions.

· Gender reassignment – another way of describing a person’s transition. To undergo gender reassignment usually means to undergo some sort of medical intervention, but it can also mean changing names, pronouns, dressing differently and living in their self-identified gender. Gender reassignment is a characteristic that is protected by the Equality Act 2010.

· Gender Recognition Certificate (GRC) – this enables binary trans people to be legally recognised in their self-identified gender and to be issued with a new birth certificate. Not all trans people will apply for a GRC and you have to be over 18 to apply. You do not need a GRC to change your gender at work or to legally change your gender on other documents such as your passport.

· Intersex – An individual born with - or who develops at puberty - the genitalia and/or secondary sex characteristics determined as neither exclusively male nor female, or which combine features of the male and female sexes.

· Non-binary – To not identify within the binary male or female ideologies in Western society.

· Oestrogen – Female hormone often prescribed to trans women / transfeminine persons.

· Outed – when a lesbian, gay, bi or trans person’s sexual orientation or gender identity is disclosed to someone else without their consent.

· Passing – Being seen or read as the gender you present yourself as e.g. a male identifying person being read as male.

· Pronouns – words we use to refer to people’s gender in conversation - for example, ‘he’ or ‘she’. Some people may prefer others to refer to them in gender neutral language and use pronouns such as they / their and ze / zir. Others may choose not to use any pronouns; they will ask to be referred to by their name.

· Post/pre/non op(erative) – Referring to the surgery status of the individual (note, this term is no longer in general usage outside medical settings).

· Sexual Orientation – Emotional, romantic or sexual attraction to people i.e. gay, straight, bisexual, pansexual etc.

· Stealth – Living in one’s acquired gender without anyone knowing about one’s trans status.

· Testosterone – Male hormone often prescribed to trans men / transmasculine persons.

· To gender – To assign someone else a gender by noticing behaviour and body presentation.

· Trans(gender) – an umbrella term to describe people whose gender is not the same as, or does not sit comfortably with, the sex they were assigned at birth. Trans people may describe themselves using one or more of a wide variety of terms, including (but not limited to) transgender, transsexual, cross dresser, non-binary, genderqueer (GQ).

· Trans man – a term used to describe someone who is assigned female at birth but identifies and lives as a man. 

· Trans woman – a term used to describe someone who is assigned male at birth but identifies and lives as a woman. 

· Transitioning – the steps a trans person may take to live in the gender with which they identify. Each person’s transition will involve different things. For some this involves medical intervention, such as hormone therapy and surgeries, but not all trans people want or are able to have this. Transitioning also might involve things such as telling friends and family, dressing differently and changing official documents.

· Transphobia – discrimination based on gender identity/perceived gender identity. A person does not have to be trans to suffer from transphobia.

· Transsexual- A person who medically transitions from the sex they were assigned to at birth with the gender identity they feel they are e.g. a person transitioning from male to female.  This term can be seen as outdated, and the terms transgender or trans are generally preferred.



3.2 Abbreviations



· BHNSFT  Barnsley Hospital NHS Foundation Trust

· CIS       Care Identity Service

· DBS      Disclosure and Barring service

· EDI        Equality, Diversity and Inclusion

· FTSUG  Freedom to Speak Up Guardians

· GDPR    General Data Protection Regulation

· GIC       Gender Identity Clinic

· GP         General Practitioner      

· GQ         Genderqueer            

· GRA      The Gender Recognition Act 2004

· GRC      Gender Recognition Certificate

· ID          Identification

· LGBT+   Lesbian, Gay, Bisexual and Trans, plus related identities

· NHS     National Health Service

· NHS FT National Health Service Foundation Trust

· TRFT     The Rotherham NHS Foundation Trust



4. ROLES & RESPONSIBILITIES



		Roles

		Responsibilities



		Chief Executive

		Ensure appropriate policies are in place and are regularly monitored and reviewed



		HR Director

		Ensure policy is communicated to staff and that appropriate training is provided



		Chief Nurse

		Ensure that this policy informs patient care within our organisation



		Staff members

		Report any instances of harassment, victimisation or discrimination.

Treat trans patients and colleagues with dignity and respect and with fairness and equity; being accountable for their own behaviour and actions and understanding the way in which their behaviour may affect others. 



		Line Managers

		Maintain confidentiality at all times.

Thoroughly investigate any instances of harassment, victimisation or discrimination.

Support trans staff members in any way that is necessary and appropriate (both during and after any transition).



		Equality, Diversity and Inclusion Team

		Maintain and update this policy and provide appropriate training on trans inclusion.

Support staff members who are transitioning at work.



		Human Resources

		Ensure appropriate records are kept (paper and electronic) regarding staff.



		Health Informatics

		Change names, titles and pronouns on email and other systems for staff.

Identify and update/report any software (clinical or non-clinical) which does not allow for a trans person’s data and pronouns to be correctly recorded.



		Estates Department

		Issue updated security passes and ID badges as needed for staff who are transitioning.



		Trade Unions

		Support staff members if they experience harassment, victimisation or discrimination.

Suggest improvements to policy.







5. PROCEDURAL INFORMATION



5.1	Employees who are transitioning at work

If an employee states that they are intending to transition at work, their line manager, in conjunction with other appropriate colleagues, should aim to make this process as smooth as possible. Managers should be aware that it can be an extremely difficult step for someone to approach their manager about transitioning. Some of the reasons they are likely to worry about the response are:

· Fear that this will hinder their progress at work

· Fear of being discriminated against by their team or patients

· Anxiety around how new pronouns and/or a new name will be received by other members of staff

· Anxiety about being challenged when using the bathroom which corresponds to their gender identity, or, for some non-binary employees, not feeling that the bathrooms available to them are appropriate.

TRFT is committed to reassuring all staff that they will be supported and respected. The transition process will be led by the individual concerned.

Any member of staff who is transitioning while at work will have the option to be assigned a named member of the Equality, Diversity and Inclusion team to whom they can speak directly about any issues that arise during their transition at work.

5.1.1	Informing colleagues

The manager and staff member will discuss the individual’s preferences in relation to informing others, including other managers, colleagues and other relevant contacts. They will agree whether the staff member will do this, whether they would prefer the manager or a work colleague to do this, or a mixture of these options. They will also get express written agreement from the staff member about when and how this will happen, including the details of the message and who it will be shared with. Levels of disclosure may vary in detail for different types of contacts and will be agreed in advance. Colleagues who wish to should be given access to online or face to face trans inclusion training.

5.1.2	Uniforms and dress codes

If a uniform is in place for the role, managers will ensure that the trans employee has access to the uniform that is most appropriate at all times. Some trans employees may need access to both the male and female uniforms. This can be simplified by making all uniform options available to all staff, rather than dividing them into ‘male’ and ‘female’ categories, or having a gender neutral uniform. Managers should be flexible and should support the preferences of the trans person wherever possible. In some cases a trans person who is receiving hormonal treatment will experience rapid changes in body shape and thus require new uniforms at a more frequent rate than usual. This should be allowed for as part of that colleague’s medical transition journey. 

All staff have the right to comply with any dress codes in a way that reflects their gender identity and gender expression, regardless of whether or not they are trans and whether or not they have come out as trans.

5.1.3	Patient facing roles

There is no reason why a staff member who is transitioning should not continue in a patient facing role. However, some people may prefer a period of redeployment during transition, or as a permanent change. Managers and HR will work with the trans person to find a solution that meets the needs of both the employee and the service. The Trust will support the trans staff member and challenge any discrimination from the public or colleagues.

5.1.4	Attendance at appointments and support needed for treatment and surgery

Managers should be as flexible as possible for staff members who need to attend transition-related appointments and treatment. In addition, trans staff are entitled to the same sickness absence and pay as other staff.

Many people have to travel a long distance for appointments, and these may be given at short notice. People may need reduced hours or duties, or other changes to usual working arrangements for a temporary period following some treatments. Managers should be as flexible as possible to accommodate this. 

Trans staff who have recently started hormone therapy will be experiencing puberty. Managers and colleagues should be sensitive to the fact that trans colleagues may experience mood swings and other emotional and behavioural effects as a part of this process, and offer support where needed.

5.2	Recruitment

People who have already transitioned have no obligation to disclose their gender history. Job applicants and interviewees will not be asked their gender identity during the recruitment process – it is not a relevant criterion in selection. Neither is there any obligation for a trans person to disclose this as a condition of employment.  If they choose to disclose, this is not in itself a reason for not offering employment, and non-disclosure or subsequent disclosure is not grounds for dismissal. Appointing officers who become aware that an applicant is trans will maintain full confidentiality in relation to this.



5.2.1	Job References

Where a reference request is received for an existing employee who has transitioned, TRFT will respect the employee’s privacy and only respond using the employee’s specified name and gender in the reference.

Disclosure on sickness absence will not include time taken off for medical appointments related to transition. This information is strictly confidential and managers must be very careful of any record keeping in this. 

When the Trust requests a reference, the request will be made using the prospective employee’s specified name and gender since transitioning. We will not mention previous names or gender identity, unless specifically asked to do so (in writing) by the trans person.

5.2.2	Disclosure & Barring Service (DBS)

If the appointment requires criminal record checks, we will highlight to all applicants the confidential procedure available to trans people. The Disclosure & Barring Service has a dedicated number for trans people to ring which is 0151 676 1452, or they can be emailed at sensitive@dbs.gov.uk

5.2.3	Qualification certificates

TRFT recognises that it can be difficult and expensive for a trans person to change their qualification certificates. If these are in a former name then where possible a record will be made that the certification has been seen, but a copy will not be taken.  If it is absolutely necessary for TRFT to store a copy, they will be stored securely and only accessed by named persons.

5.2.4	Professional registration

If the employee’s job involves professional registration, we will check whether the registration body has a specific, confidential process for gender transition and support the employee through the process.

5.3	Pensions and national insurance

Where pensions, national insurance contributions or other benefits are dependent on legal sex, trans people will be advised of the different implications of whether they do or do not have a Gender Recognition Certificate.



5.4	Changing facilities, toilets and other single sex facilities

Trans people are entitled to use single sex facilities in accordance with their acquired gender. For non-binary people, this might mean using gender-neutral facilities, or using a combination of different facilities. Trans patients and staff who prefer a gender neutral toilet should be allowed to use the disabled toilet facilities if this is the only gender neutral option available. Ideally gender neutral facilities should be available without the need for a radar key (as needed for some disabled toilet facilities).

Waste bins suitable for the disposal of menstrual products will be provided in all toilet facilities regardless of gender. This also benefits those who may need to dispose of dressings, incontinence pads, stoma bags etc.



5.5	Updating records

Electronic records will be updated in a timely manner, to coincide with the date on which the workplace transition begins. Care will be taken to ensure that records do not link back to the former name – this may entail creating a whole new email address rather than simply changing the name on the existing one, for instance. The manager and staff member will work together to ensure that nothing is missed.

New security passes with the staff member’s new name and a new photograph will be issued, without any replacement cost to the trans staff member (for staff members who experience rapid changes in appearance during transition, new security passes can be requested at any time).

In the case of a gender fluid or bi-gender trans person, it may be appropriate to issue security passes for both the staff member’s masculine and feminine gender identities, or issue a pass which uses the staff member’s initials: (e.g J. Smith as opposed to John, Jay or Jane Smith.)

Paper records will be updated where possible. Those which cannot be updated – for instance, paper copies of references relating to the employee’s recruitment –will be stored in a secure place, and clearly marked as only to be accessed by named persons.

In cases where a trans person has not yet changed their name by deed poll but has another name that they prefer to use, this should be respected where possible, for example, by being recorded in their notes. Pop-up messages can be used on some data systems to remind staff to use the patient’s chosen name.



5.6	Legal protection for trans people



5.6.1	Gender Recognition Act 2004

The UK Gender Recognition Act (GRA) enables people aged over eighteen to gain full legal recognition for the (binary) gender in which they live. Applications are considered by the Gender Recognition Panel. Once a person receives a Gender Recognition Certificate (GRC), they are legally of that gender for every purpose and have all the rights and responsibilities associated with that gender. 

Employment rights do not depend on whether a person has a Gender Recognition Certificate. Employers should not ask for a person’s GRC and it should never be a pre-condition for transitioning at work. To make an application for a GRC, a person needs to show they have been living – and working - in that gender for at least two years. Therefore a GRC may not be in place at the point upon which an employee embarks upon the transition in the workplace.

The Gender Recognition Act gives anyone applying for or holding a Gender Recognition Certificate particular privacy rights. It is a criminal offence to pass on information acquired ‘in the course of official duties’ about someone’s gender recognition, without the consent of the individual affected.  ‘Official duties’ include employment, trade union representation or supply of business or professional services.

Owing to the difficulty, intrusive process and cost of acquiring a Gender Recognition Certificate and the fact that there is currently no way for non-binary trans people to access these, many trans people choose not to apply for GRA. This has no bearing on the legitimacy of their trans identity. Although they do not enjoy some of the legal protections the certificate confers, they are nonetheless protected under the Equality Act 2010.



5.6.2	Genuine Occupational Requirements

In the vast majority of cases, the gender of a worker is of no relevance to their ability to do a particular job. However, the Equality Act 2010 does allow for an exception where being of a particular sex is an ‘occupational requirement’ of that post. In the highly unlikely event that this is the case for an employee transitioning at work, they will be redeployed into a suitable position.  Legal advice must be sought in this situation.



5.7	Support for staff members with a family member who is transitioning

If a staff member is supporting a family member who is transitioning, they may need to take time off to attend appointments and treatment or give assistance following surgical procedures. Some of these may be at short notice and may involve travelling a long distance. Managers should be as flexible as possible to accommodate this.



5.8	Providing hospital services to trans patients - principles

i. Clinical responses should be patient-centred, respectful and flexible towards all trans people regardless of whether they live continuously, sporadically or temporarily in the gender role that aligns to their gender identity. 

ii. Accommodating trans patients in line with their gender identity is not optional and must be the starting point of any interaction with a trans patient.

5.8.1	Provision of inpatient accommodation

i. Trans patients should be accommodated according to their gender, not their sex assigned at birth.  Different genital or breast sex appearance is not a bar to this, since sufficient privacy can usually be ensured through the use of curtains or by accommodation in a single side room adjacent to a gender appropriate ward. This should be discussed and agreed with the trans patient in a confidential manner.

Trans men can be feminine and wear makeup, and trans women can be masculine and choose not to shave. Trans patients who are unwell or injured may be unable to express their gender in the way that they would prefer, for example, being unable to shave regularly or wear make-up. This may be very distressing and cause the patient to feel less safe on the ward, which may mean that a cubicle is more comfortable for them. They may also require support in maintaining their usual gender expression.  Staff should ask the patient which bay they would feel more comfortable on. Cubicles (if available) may be used to accommodate non-binary trans patients who do not feel comfortable on a single gender bay, but this should not be the presumed default for all trans people.

ii. This approach may only be varied under special circumstances where, for instance, the treatment is sex-specific and necessitates a trans patient being placed in an otherwise opposite gender ward. Such departures should be proportionate to achieving a ‘legitimate aim’, for instance, a safe nursing environment. 

iii. It does not depend upon their having a gender recognition certificate (GRC) or legal name change. 

iv. It applies to toilet and bathing facilities. 

v. In the case of trans patients whose family are not aware of or accepting of their trans status, the trans patient’s view takes priority. A trans patient’s choices as to how they are addressed by family members will be respected; this may differ to the way they refer to themselves at other times.

vi. Trusts have a legal duty to ensure that people are protected from discrimination or harassment. This includes not tolerating negative actions, comments or opinions of other patients, patient’s family, carers or members of staff. 

vii. Confidentiality is essential. Discussions related to accommodating a person sensitively and meeting their needs should be undertaken only with relevant persons and with the consent of the trans patient. 

viii. Where treatment is ‘sex specific’, how to sensitively accommodate a trans patient of the opposite sex should be discussed with the person involved and a joint decision made about how to proceed. This should be done to accommodate the wishes of the patient not the convenience of staff. 

ix. If staff are unsure of a patient’s gender, they should, where possible, ask discreetly what pronoun the patient uses. In the case of non-binary patients it is appropriate to ask where the patient would be most comfortably accommodated. 

x. If upon admission, it is impossible to ask the view of the patient because they are unconscious or incapacitated then, in the first instance, inferences should be drawn from presentation and mode of dress. It is worth noting that the initial judgment may be wrong and staff should discreetly ask which pronoun the patient uses when the patient regains consciousness.

xi. No investigation as to the genital sex of the person should be undertaken unless this is specifically necessary in order to carry out treatment. 

xii. Post-operatively, or while unconscious for any reason, those trans women who usually wear wigs are unlikely to wear them, and may be ‘read’ incorrectly as men. Extra care is required so that their privacy and dignity as women is appropriately ensured.

xiii. Trans men whose facial appearance is clearly male, may still have female genital appearance, so extra care is needed to ensure their dignity and privacy as men and vice versa.



5.8.2	Practical steps and adjustments

i. Provide patients who are trans with opportunities to discuss any concerns or specific arrangements to meet their needs.

ii. Practical steps in services that are sex specific might include: 

a. Systematically offering the first appointment of the day, so as to avoid the embarrassment of being one man among many women in a waiting area and vice versa. 

b. Discussing recovery process options with the patient in terms of ward and level of post-surgery care but ensure that the patient is given the ultimate choice. 

c. With the permission of the patient provide a brief to theatre staff and consider introducing the patient to the nursing and theatre staff. 

d. Identify a private area for the patient to register their details, rather than in the main reception in front of other people. 

e. Allocate a separate room, off the main ward, with a ‘Do not Disturb’ sign to restrict access. 

f. Use initial and surname on boards rather than first names but explain to the trans person that this is an option should they wish this to happen.

g. Allocate a specific nurse to post-operative care in order to maintain privacy. 



5.8.3	Risk assessment

Staff may be concerned about the possible risks and vulnerabilities that could arise as a consequence of a trans person being admitted to a ward in accordance with their preferred gender. These should be assessed objectively in light of the cause of that concern.

After consideration it may be appropriate to take additional action to manage risks such as enhanced observation or even moving a trans patient but a trans patient should not be moved to an inappropriate setting and the decision should not solely be made on the basis they are trans. Just as an Asian patient would not be automatically moved to an inappropriate ward due to potential racism by other patients, so too, a Trans person should not be moved from a ward appropriate to their gender identity due to potential prejudice of other patients.



5.9	Handling prejudice and discrimination and harassment

The Trust has a duty to take reasonable steps to challenge and prevent transphobic harassment, regardless of whether the victim is trans, and regardless of whether the victim has come out as trans. These may include:

· Jokes or banter

· Insults or threats

· Unnecessary and degrading references to someone’s gender identity, or their perceived gender identity

· Excluding someone from activities or social events

· Spreading rumours or gossip including speculating about someone’s gender identity, or outing them

· Asking intrusive questions 

Complaints from staff or patients relating to gender identity based discrimination will be treated with the same gravity as all other protected characteristic-based discrimination. (Please refer to trust policies on Diversity and Inclusion and Bullying and Harassment.).



5.10	Particular considerations for children and young people

Trans children and young people should be accorded the same respect for their self-defined gender as are trans adults, regardless of their genital sex. 

Where there is no segregation, as is often the case with children, there may be no requirement to treat a young trans person any differently from other children and young people. Where segregation is deemed necessary, then it should be in accordance with the dress, stated name and/or stated gender identity of the child or young person. 

In some instances, parents or those with parental responsibility may have a view that is not consistent with the child’s view. If possible, the child’s preference should prevail even if the child is not Gillick competent.



6. REFERENCES



6.1 Legislation

· The Equality Act 2010

This law makes it unlawful to discriminate against people who: ‘are proposing to undergo, are undergoing or have undergone a process (or part of a process) to reassign their sex by changing physiological or other attributes of sex have the protected characteristic of gender reassignment.

Discrimination by Perception (discriminating against someone out of a belief that they have a protected characteristic) and Discrimination by Association (discriminating against somebody because of their relationship with or support of someone with a protected characteristic) also breach of the Equality Act 2010. 

The Equality Act does allow a service provider to defend providing a different service or excluding a person from the service who is proposing to undergo, is undergoing or who has undergone gender reassignment.  The exemption must only be applied on a case-by-case basis. It cannot be used to ban all trans people from using a service.

Excluding a trans person will only be lawful “where the exclusion is a proportionate means of achieving a legitimate aim”. 

The denial of a service to a trans person should only occur in “exceptional circumstances”

The exemptions can only be used where every way to enable full inclusion has been explored and no other option can be found.

Applying exemptions should never be considered without recourse to legal advice. 



· The Gender Recognition Act 2004 (GRA)

This law enables trans people to apply for a Gender Recognition Certificate (GRC). This is legal recognition of a person’s identified gender. Not all trans people apply for a GRC and a GRC is not required for protection against discrimination.

Section 22 of the GRA prohibits the needless disclosure of information about a GRC holder’s trans status.

If a member of TRFT staff knows, or believes, that a patient or colleague holds a GRC, it is illegal to share that information with others or ask the patient or colleague if they hold a GRC unless it is medically relevant to do so.



7. ASSOCIATED DOCUMENTATION

· Bullying and Harassment

· Diversity and Inclusion Policy































TRANS INCLUSION POLICY (PATIENTS AND WORKFORCE)





SECTION 2

DOCUMENT DEVELOPMENT, COMMUNICATION, IMPLEMENTATION AND MONITORING






8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS

This document was developed in consultation with:

TRFT LGBT+ staff network

Joint Partnership Forum

Equality, Diversity and Inclusion Steering Group

Operational Workforce Group

Public

Trust Waste Manager



9. APPROVAL OF THE DOCUMENT

This document was approved by Operational Workforce Group



10. RATIFICATION OF THE DOCUMENT

This document was ratified by the Trust Document Ratification Group.



11. REVIEW AND REVISION ARRANGEMENTS

This document will be reviewed every three years by the Head of Equality, Diversity and Inclusion (unless such changes occur as to require an earlier review).



12. DISSEMINATION AND COMMUNICATION PLAN



		To be disseminated to

		Disseminated by

		How

		When

		Comments



		DRG Admin Support via "DRG Admin Support" email.

		Author

		Email

		Within 1 week of ratification

		Remove watermark from ratified document and inform DRG Admin Support if a revision and which document it replaces and where it should be located on the Hub. Ensure all documents templates are uploaded as word documents.



		Communication Team

		DRG Admin Support

		Email 

		Within 1 week of ratification

		Communication team to inform all email users of the location of the document. 



		All email users

		Communication Team

		Email

		Within 1 week of ratification

		Communication team will inform all email users of the policy and provide a link to the policy.



		Key individuals

Staff with a role/responsibility within the document

Heads of Departments / Matrons

		Author

		Meeting / Email as appropriate

		When final version completed

		The author must inform staff of their duties in relation to the document.



		All staff within area of management

		Heads of Departments / Matrons

		Meeting / Email as appropriate

		As soon as received from the author

		Ensure evidence of dissemination to staff is maintained. Request removal of paper copies

Instruct them to inform all staff of the policy including those without access to emails







13. IMPLEMENTATION AND TRAINING PLAN



		What 

		How 

		Associated action 

		Lead

		Timeframe



		Trans inclusive LGBT awareness training for all staff

		In person or via Microsoft teams as part of MaST/audit days

		LGBT awareness training is available for staff to access via the EDI team.  Bespoke/Stop the Shift sessions may be requested for teams 

		Head of Equality, Diversity and Inclusion

		Ongoing



		Management training around supporting trans employees

		In person or via Microsoft teams as part 

		Supporting Trans Colleagues training will be included as part of inclusive leadership training

		Head of Equality, Diversity and Inclusion

		October 2021 onwards



		Training/guidance around supporting trans patients for all patient facing staff

		In person or via Microsoft teams as part of MaST/audit days

		Trans awareness training for clinical staff is available for staff to access via the EDI team.  Bespoke/ Stop the Shift sessions may be requested for teams

		Head of Equality, Diversity and Inclusion

		Ongoing



		Ensuring that Trust toilets are accessible and appropriate for those who menstruate.

		Provision of offensive waste bins in all toilets

		

		Estates

Waste Management

		Ongoing







14. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS OF THE TRUST DOCUMENT



14.1 Process for Monitoring Compliance and Effectiveness



		Audit / Monitoring Criteria

		Process for monitoring e.g. audit, survey

		Audit / Monitoring performed by

		Audit / Monitoring frequency

		Audit / Monitoring reports distributed to

		Action plans approved and monitored by



		Number of transphobic incidents reported on Trust sites

		Datix reports, Call it out, work it out and Freedom to speak up

		Head of EDI, Lead FTSUG

		As incidents occur

		EDI Steering Group

		EDI steering group







14.2 Standards/Key Performance Indicators (KPIs)

None Applicable.



15. EQUALITY IMPACT ASSESSMENT STATEMENT

An Equality Impact Assessment has been conducted on this policy.  A copy is available on request from rgh-tr.edi@nhs.net
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1. INTRODUCTION

High standards of record keeping underpin the delivery of high quality evidence based healthcare and many other key service deliverables. It is therefore important that The Rotherham NHS Foundation Trust (TRFT) ensures health records are efficiently managed and that the appropriate policy, procedures audit and management accountability provides a robust governance framework for ensuring continued high quality health records management.

[bookmark: _Toc410977413]Records Management is the process by which an organisation manages all the aspects of records whether internally or externally generated and in any format or media type, from their creation, all the way through their life cycle to their eventual disposal. 

[bookmark: _Toc410977414]This policy has been developed in line with the Records Management Code of Practice for Health and Social Care 2016 © that has been published by the Department of Health as a guide to the required standards of practice in the management of records for those who work within or under contract to NHS organisations in England. It is based on current legal requirements and professional best practice.



2. PURPOSE & SCOPE



2.1 Purpose



The Rotherham NHS Foundation Trust (TRFT) is dependent on its health records to ensure safe and effective patient care, operate efficiently and account for its actions. 



This document defines a structure to ensure that health records are managed and controlled effectively, and at best value, commensurate with legal, operational and information needs. 



Our organisation’s health records are a core part of our corporate memory, providing evidence of actions and decisions and representing a vital asset to support our daily functions and operations. They provide the foundation for policy formation and clinical and managerial decision-making. They support consistency, continuity, efficiency and productivity and help us deliver our services in consistent and equitable ways. 



The Rotherham NHS Foundation Trust requires accurate contemporaneous record-keeping in all formats regardless of which media they are held (i.e. paper, electronic, film). 



Through the proper control of the content, quality, storage and volume of records, Health Records Management reduces vulnerability to legal challenge or financial loss and promotes best value in terms of human and space resources through greater coordination of information and storage systems.



Health Records Management supports the overarching business strategy taking into account the Principles of Care and the TRFT Records Management Strategy.



2.2 Scope



[bookmark: _Toc410977415]This policy must be adhered to at all times in order to protect the business of TRFT and the rights of service users and carers, staff and members of the public who have dealings with the organisation. 



This policy document must be read in conjunction with the Trust’s Information Governance Policy and the Policy on the Use and Protection of Patient Information.



This policy document forms part of a governance framework that underpins health records management throughout the Trust.



The Health Records Management guidance, protocols, audit tools and templates which support this policy set out how the policy requirements will be delivered and provide information and resources for the delivery and assurance of health records management to the required standards. 

The Trust’s Board of Directors has adopted this and is committed to ongoing improvement of its health records management functions as it believes that it will gain a number of organisational benefits from so doing.  These include: 

· better use of physical and server space; 

· better use of staff time; 

· improved control of valuable information resources; 

· compliance with legislation and standards; and 

· reduced costs. 

It is the responsibility of all staff, including those on temporary or honorary contracts and students, to comply with this policy. 

Compliance with Trust policies is a condition of employment and breach of policy may result in disciplinary action. 

This policy covers all aspects of health records management including (but not limited to):

· Creation

· Content

· Data Quality

· Maintenance & Preservation

· Storage

· Tracking

· Access, Sharing & Disclosure

· Archiving

· Retention

· Destruction

The policy covers health records of:

· all community and acute NHS patients

· all private patients seen on NHS premises

· all types of paper and electronic health records including but not limited to: 

· main paper health records

· paper health records kept separately from the main paper health records

· Computerised health records (i.e. Including but not limited to Meditech, SystmOne, ICE)

· All types of Imaging output including but not limited to X-ray, CT Scans, Photographs and Laboratory reports.

· microform (i.e. microfiche/microfilm)

· scanned records

· audio and video tapes/files, cassettes, CD-ROM etc.

· text messages (both outgoing from the NHS and incoming responses from the patient)

· patient monitoring records, including remote monitoring

· Prescription charts 

· Mental Health Act papers 

· Emails (where they contribute to the care of the service user)

· Information intended for short term or transitory use including notes and satellite records 

· Notes of meetings with service users (i.e. telephone consultations or face to face meetings/consultations)

TRFT will maintain separate guidance documents, procedures and training events to support departments and individuals in the implementation of this policy. These are referenced within this policy where appropriate. Further information can be found on the Information Governance and Health Records pages on the intranet.

3. ROLES & RESPONSIBILITIES



		Roles

		Responsibilities



		Chief Executive

		Has overall responsibility for the maintenance and implementation of the policy.



		[bookmark: _Toc410977426][bookmark: _Toc411015211]Data Controller

		The Senior Information Risk Owner (SIRO) is the Trust’s Data Controller and has an overarching duty to make arrangements for the safety and integrity of the Trust’s health records.



		[bookmark: _Toc410977428][bookmark: _Toc411015213]Caldicott Guardian

		The Medical Director is the Caldicott Guardian and has responsibility for matters relating to patient confidentiality. 



		[bookmark: _Toc410977427][bookmark: _Toc411015212]Data Protection Officer

		The IG Assurance and Security Manager is the Trust’s registered Data Protection Officer (DPO) and has responsibility for ensuring health records meet statutory requirements 



		[bookmark: _Toc410977424][bookmark: _Toc411015209]Service Manager - Patient Access

		The Service Manager for Patient Access is responsible for implementation of this policy.

In conjunction with General Managers agree a named individual Health Records Lead for each division who will ensure staff within the division receive appropriate clinical records training and that records held within the division services are managed appropriately, ensuring adherence to national and local standards and delivery of action plans.



		Chair of the Clinical Records Group

		Ensure there are Trust wide and local supporting procedures for specific areas of health records management such as out of hours access to health records.

Ensure that there is a clear and consistent approach to health records management across the trust and that the approach is monitored and regulated through the appropriate governance channels by virtue of quality assurance and monitoring of action plans.

Act as delegated Caldicott authority for authorisation and management of applications for disclosure of health records under the Data Protection act 2018 and Access to Health Records Act 1990.

Ensure the delivery of audits relating to compliance with this policy, reporting to the Clinical Records Group.

Support the implementation of the Records Management Strategy with respect to Health Records.



		[bookmark: _Toc410977421][bookmark: _Toc411015206]All staff

		All staff must be aware of and comply with the principles of this policy to ensure confidentiality, integrity, accuracy and appropriate availability of records and report any instances of non-compliance. 

All staff are personally responsible for the records they create, use or handle. This responsibility is also incorporated into professional Codes of Conduct, Information Governance Policy, and Policy on the Use and Protection of Patient Information.

All staff must ensure that all requests for access to health records are referred to the centralised Access to Health Records team (Extension 7299) to ensure that requests are processed in accordance with statutory time limits and legislative data protection requirements.



		[bookmark: _Toc411015207]Line Managers

		All ward, team or service managers, supported by guidance from the Patient Access Service Manager, are responsible for ensuring the principles set out in this policy are followed together with any local supporting procedures.

All line managers and supervisors must ensure that their staff, whether administrative or clinical, are adequately trained on the relevant policies and procedures in relation to the management of health records and apply the appropriate guidelines. This includes training in IT applications and Standard Operating Procedures relevant to the creation, content, data quality, tracking, access, storage, retention and destruction of health records.



		[bookmark: _Toc410977423][bookmark: _Toc411015208]Clinicians

		Clinicians must ensure they adhere to the records management standards of their professional body in addition to the requirements of this policy.

Clinicians must ensure before each appointment and before taking action relating to a service user’s care that the clinical record is checked for any new documentation added since the previous appointment or action.



		[bookmark: _Toc410977425][bookmark: _Toc411015210]Health Records Staff

		Health records staff (both within the main health records library and in designated departments maintaining stores of health records that are held separately from the main health record) will:

Maintain safe and structured records management stores, applying a consistent approach to records management.

Ensure retrieval, tracking, filing, archiving, storage and destruction of records is undertaken in a controlled manner in accordance with Records Management NHS Code of Practice Part 2 (2nd Edition).

Organise the safe transportation of records from one location to another.



		[bookmark: _Toc410977430][bookmark: _Toc411015215]Clinical Effectiveness  Leads

		Clinical Effectiveness Leads will:

Ensure the integrity of the content of health records within their Clinical Area through data quality audits reported to the Clinical Effectiveness Group.

Ensure identified risks to health records data quality are monitored, managed and reported.

Ensure that action plans are implemented for issues of non-compliance of this policy.



		[bookmark: _Toc410977431][bookmark: _Toc411015216]Clinical Effectiveness & Research Group

		The Clinical Effectiveness & Research Group will monitor completion of health records data quality audits by Clinical Effectiveness leads and delivery of subsequent action plans.  This will be reported as a Trust wide summary of compliance to the Clinical Records Group.



		[bookmark: _Toc410977432][bookmark: _Toc411015217]Clinical Records Group

		The Clinical Records Group will be responsible for identifying and ensuring the delivery of the main principles of generating and maintaining the health records of the Trust in accordance with this policy.  This will be delivered through receipt and approval of documentation to be used within the health records as well as providing assurance to the Board of Directors that appropriate audits, service evaluations and delivery of action plans takes place within the relevant services with respect to health records, thereby ensuring compliance to this policy is maintained throughout the Trust.
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4. PROCEDURAL INFORMATION



4.1. Creation

Each patient must have a personalised record.  Where no previous record exists a new record must be created. 

All new patient health records must be created by the Health Records Department and / or the Service Provider referring to:

· Meditech User Guides (Meditech Training Materials and Meditech eLearning)

· SystmOne User Guides – (Available on inSite)

· Health Records Creation Standard Operating Procedure (Available on The Hub).

· Filing and Retrieval of Medical Records within the Medical Records Indexed Libraries (Available on The Hub).



All patient health records must be registered using the NHS number.  Where no NHS number or patient ID is not known, the NHS number must be verified via the NHS Spine.

On registration the following service user data must be collected:

· NHS number

· Patient’s hospital number 

· Patient’s name, address, postcode and telephone number

· General Practitioner

· Demographic and contact details

· Marital status

· Occupation where applicable

· Ethnic Group 

· Religion

· Liable Status/Overseas Visitor Status (if known)

· Patient Data Alert notification

· Need for an interpreter or advocate (Record ‘not required’ where necessary’)

· Preferred language in cases where an interpreter is required

· Next of kin, nearest relative, emergency contact person (Record ‘No next of kin’ where there is none)

[bookmark: _Toc410977435][bookmark: _Toc411015220]4.2	Content

All health records must contain details of: 

· Reason for referral (or admission) 

· Previous history/background 

· Assessment 

· An initial diagnosis/differential diagnosis, management plan and also the progress towards final diagnosis progress notes 

· Documentation to provide evidence of the care planned which must be acknowledged in the progress notes 

· Details of information sharing consents obtained and records of any disclosures made of personal/sensitive information 

Separate health records must not be kept unless approved by the Clinical Records Group, at which point the approval of the creation of such records will be updated on the Trust Database of Health Records and reflected within this policy.  Requests for authorisation of the creation of separate health records must be made to the Chair of the Clinical Heath Informatics Development Group,

The following health records are not routinely held inside the main paper health record and have authorisation from Clinical Records Group to be held as separate records:

· Chemotherapy Records

· Blood Transfusion ICP

· Maternity Records including hand-held maternity records

· Therapy Records / Dietetic Records

· ITU Charts

· Elderly Day Hospital Records

· Specialist Nurse Records

· Orthodontic Records

· Child Personal Health Record (Red Book) 

· Sexual Assault Referral Centre Records

· Genito Urinary Medicine Records

· Dermatology Private Records

In cases where separate health records are kept the electronic patient record system (Meditech/SystmOne as agreed by Clinical Records Group) must contain a statement from the health care professional, to be recorded as a Patient Data Alert, indicating the existence of a separate health record and details of where the additional record(s) are stored.  This must be updated with the location of the record each time the record is moved to a different location.  Where new records are created on subsequent referrals, each new record created must be referenced on the agreed Trust approved system.

Where there has been authorisation from Clinical Records Group for records to be kept outside of the main health record, the service responsible for the management of those records is also responsible for ensuring the identification and implementation of local processes for the management of such records in compliance with this policy and the Standard Operating Procedures that support it as listed in Section 7 of this policy.

All electronic records are subject to the same legislation and guidance as paper records. This includes the Data Protection Act 2018. The health records standards outlined above therefore apply in principle. 

Only Trust approved electronic systems must be used for health records. These must at a minimum be password protected and only accessible by authorised users who have a legitimate reason to access the records.

Where records are held electronically, staff must follow additional guidance in relation to information security as described in the Trust’s Information Governance Policy and its associated documents. 

Where incident forms clearly relate to one service user they must be filed with the service user’s record. Where incidents relate to more than one service user they may be filed in each record provided person identifiable information relating to the other service user(s) is redacted (Guidance on appropriate method of redaction of records can be sought from the Health Records Manager).  Otherwise they must be filed with the locality Serious Untoward Incident Co-ordinator or Clinical Governance Manager and reference to the incident made in the progress notes. Any associated documentation must reflect this. 

[bookmark: _Toc410977439][bookmark: _Toc411015221]Complaints records must be filed separately from the case notes unless there is a need to record the complaint (for example where it is directly relevant to the service user’s health and failure to recognise this when caring for the service user could have a detrimental effect on the health and well-being of that individual).




4.3	Data Quality

To ensure continuing accuracy of records the service user’s full name, address and key contact details (including GP) must be verified by staff during the administrative checks at each contact (i.e. contact centre/ outpatient receptions/admissions) and differing records (both paper and electronic) must be synchronised. Where necessary, altered patient labels must be reprinted and filed in the appropriate place and the superseded labels removed.

The Trust’s Service User Identification procedure must be followed at all times when creating and making entries to health records.

Health records entries must be of a consistently high standard. They must be complete, accurate, legible, contemporaneous and timely.  They must be of sufficient depth to allow the reader to reconstruct the events recorded.

Documentation must be filed within the health record according to the filing instructions included within the Trust’s approved health record folder(s) which must be used by all services of the Trust unless separate health records have been approved by the Clinical Records Group for use by the service.  Further information on this can be found in the relevant guidance documents and standard operating procedures describing filing in different types of health records (Available on The Hub).

All entries to health record must be made in compliance with Health Records Data Quality Guidance (Available on The Hub).

Care plans must be: 

· Inclusive of patient details (name, address, date of birth, NHS Number)

· Up to date, signed, dated and include a review date 

· Include contingency arrangements to cover the absence of the allocated care co-ordinator 

· Reflect evidence based practice 

· Given to the service user who must sign the copy of the care plan where this is mandated. If the service user refuses to sign a care plan where this is mandated, this must be documented 

Machine produced investigation results (ECG, CTG etc.) must be labelled and filed securely in the appropriate section of the health records.  Local guidelines apply for securing CTG investigation results into the health record and must therefore be complied with (Available on The Hub).

[bookmark: _Toc410977440][bookmark: _Toc411015222]All services must comply with the Trust’s annual mandatory Health Records Data Quality Audit.  Details of which can be found in the Health Records Data Quality Audit Guidance document (Available on The Hub).

4.4	Internal Transfer of Records with a Patient

There may be occasions where a patient is asked to take their notes from one area of the hospital to another. Before being passed to the patient all records should be placed in a sealed transit bag for safe transfer.

4.5	Removal of Paper Records Off-Site

Where a patient is transferred to another NHS Trust as part of a current episode of care or patient records are requested by another NHS Trust, the original patient record must be photocopied and if possible, transferred with the patient. The original patient paper records can only leave the Trust if the patient is being transferred as an emergency or under circumstances authorised by either the Caldicott Guardian or SIRO.

Any paper records that are removed from the Hospital site to another Trust owned site must be stored and tracked to their new location as outlined in 4.6 of this Policy. When being transferred they should be stored in a sealed transit bag.

4.6	Maintenance & Preservation of Records and Libraries

Hand held records in excess of 3 inches thickness are unmanageable and must therefore be split into volumes in accordance with the Health Records Volumising Standard Operating Procedure.  Volumes must not be separated and must be held together with an elastic band.

All services responsible for the use and management of health records must ensure that when a missing record is identified (i.e. one that cannot be located when required), the Missing Health Record Standard Operating Procedure is followed to ensure that the Trust is able to maintain an auditable log of missing records and conduct continued missing records searches and audits (Available on The Hub).

Service(s) responsible for the management of records libraries must regularly check the status of records removed from the library on an annual audit plan to be reported to the Clinical Records Group.  Further guidance on tracking of records removed from records libraries can be sought from the health records manager.

If a service user is found to be registered more than once and has more than one set of records (i.e. a duplicate record) at a single site or record store, the records must be merged in accordance with the Health Records Merging of Duplicate Records Standard Operating Procedure (Available on The Hub).

[bookmark: _Toc410977441][bookmark: _Toc411015223]


4.7	Storage & Tracking

ALL health records must be stored securely and safely in compliance with IG standards requirements as outlined in the Trust’s Information Governance Policy.

ALL health records must be stored in such a manner that will allow them to be easily located, retrieved and accurately re-filed.

ALL health records must be retained in line with legislative retention period for health records.  The length of the retention period for health records depends upon the type of record.  See Records Management NHS Code of Practice Part 2 (2nd Edition).

The following standards apply with respect to Health Records Storage at all times: 

· All files held outside of the main health records library/archives must be filed in a logical ordered system in accordance with the approval issued by Clinical Records Group for use of separate health records.

· All main health records and maternity records must be tracked to their current location on Meditech at all times in accordance with the Meditech Guidance.

· All main health record and maternity health record libraries must store records in an indexed library in accordance with the Standard Operating Procedure for Filing and Retrieval of Medical Records within the Health Records Indexed Libraries (Available on The Hub).

· All main health records and maternity records must be placed in their storage areas with the case note number facing outwards.

· All file storage areas must be regularly audited using the Health Records Storage Audit Tool, with results reported to the Clinical Records Group (Available on The Hub).The frequency of audits for any given records storage facility will be agreed with the Clinical Records Group.

· Records identified as lost must be considered as a risk and must be reported immediately using the incident reporting procedure of the Trust. The missing files must be logged and tracked using the Health Records Missing Records Management Standard Operating Procedure.

· Records must be retained in accordance with Records Management NHS Code of Practice Part 2 (2nd Edition) and must be destroyed only according to the Trust Health Records Destruction Standard Operating Procedure (Available on The Hub).

· Eating, drinking or smoking near records is not permitted under any circumstances. 

· Appropriate physical security measures must be in place to control access to work areas where health records are stored or used. 

· Health records must not be left unattended or unsecured in public areas (i.e. Corridors/ wards/clinics).

4.8	Contaminated Health Records

In the event that records become contaminated (e.g. by spillage, flood):

· CSU to submit Datix incident report  

· CSU to write to patient and approve the creation of duplicate medical record

· Create duplicate medical record reproducing where possible all relevant patient clinical history (e.g. GP correspondence,  reports, medical history from other treating clinicians both within and out of the organisation)

· [bookmark: _Toc410977442][bookmark: _Toc411015224]Destroy the contaminated record in line with infection control standards and principles (Prevention, Control & Management of Infection Policy).

4.9	Access, Sharing & Disclosure

Health Records must be available to access on a 24 hour / 7 day a week basis. 

The Main Health Records Library operates a 24 hour 7 day service.  All urgent requests for access to the main Health Records must be made via the Health Records Emergency Case Note Request Service (Extension 4494).   

Where other health records belonging to the Trust are required out of hours the Duty Senior Nurses / Manager in charge can access records. The Duty Senior Nurse / Manager in charge must verify the ID of the individual requesting access and find out the reason for access. The Duty Senior Nurse / Manager in charge must ensure that the store has been properly secured before leaving the area. 

Where records belonging to other organisations are required, the organisation to which the records belong must be contacted in order to request access.  This includes gaining access to records belonging to other organisations which are stored on this site and extends to access of such records out of hours.

Information in a service user’s record must be held in complete confidence and only viewed by those directly involved in the provision of care or who are otherwise authorised by the Trust to do so. 

Unauthorised disclosure and misuse of information constitutes a breach of confidentiality and breach of this policy which may lead to disciplinary action, dismissal and legal action. 

Information contained in a service user’s record must therefore only be accessed on a ‘need to know’ basis. Individuals are specifically not permitted to access their own records, records of people they know via a work, social or family connection or in response to media interest. 

The Trust will undertake regular and targeted audits to identify instances where confidentiality is breached and take action against any individual found to have inappropriately accessed a record.

Requests for records held in an external records storage facility (e.g. Iron Mountain/CG Gold) must be made via the Health Records Support Manager. 

Access to electronic records stored on Meditech is based on staff having a windows login account with the Trust, SystmOne is managed via the Registration Authority (RA) process and individuals require a Smartcard with a Sponsor approved role or position to enable 24/7 access. Guidance on the RA Process can be found in the RA Policy

All sharing of information must adhere to statute, the Trust’s Information Sharing Policy and Protocols and Caldicott principles. The IG Assurance and Security Manager can provide detailed guidance on request. Generally, the following principles apply: 

· Service users must be helped to complete a ‘Permission to Share’ form that clearly lists individuals and agencies they do not want information to be shared with. The form must be updated at regular intervals. They must also be given a copy of the ‘Confidentiality Booklet’ that explains how their information is processed, and advised that in some circumstances it may not be possible to care for them if their information is not shared. 

· Service user information may not be passed on to others without the service user’s consent except as permitted under schedule 2 and 3 of the Data Protection Act 2018.

· Explicit consent is required if identifiable service user information is used in any publication 

· Where identifiable information is disclosed a record of the disclosure and the reasons for doing so must be recorded in the notes 

· In circumstances where information is shared without the consent of the service user the Responsible Clinician must make the decision to do so. The Trust’s IG Assurance and Security Manager can also advise.

When a child or vulnerable adult is believed to be at risk then relevant information must be shared without delay. This requirement will always override all other confidentiality considerations; however the Caldicott Guardian must be advised in all cases. Conversely, if it is believed disclosure may compromise an individual’s safety, or that it is not in the public interest to disclose, then the information must not be shared. Reasons must always be documented in the record.

Where information is shared either through sending of physical notes or electronically outside the Trust the transfer principles outlined in the Trust’s Information Governance Policy apply. 

A service user may wish to exercise their right to refuse to sharing of their information at any time.  

Sometimes two competing interests may come into conflict, such as the service user’s informed refusal to allow disclosure, and the need to provide effective treatment to that person.  A service user’s refusal to allow information sharing with other health professionals may compromise service user safety, but if this is an informed decision by a competent person it should be respected.

A refusal to share information must always be recorded on the service user’s digital record in Meditech as a special indicator and in the paper record in the alerts section.  The entry must detail the nature of the refusal to share (i.e. what restrictions are to be placed on sharing of information) and it must be dated and time stamped.  Following registration of a refusal to share information, that information must not be shared (unless there is a legal requirement or an overriding public interest in disclosure).

[bookmark: _Toc411015225]All requests for access to health records under the Data Protection Act 2018 or Access to Health Records Act must be directed immediately to the Subject Access Request team (Extension 7299).  All such requests will be processed in accordance with the Standard Operating Procedure for Processing Subject Access Requests (Available on The Hub). 

4.10	Safeguarding

Safeguarding Concerns:

When a safeguarding concern is raised with a member of staff about a child, vulnerable adult or any other service user the member of staff must also record in both the paper and electronic records the following:

· The name, title /agency and contact details of the person that raised the concerns, this will enable further contact to be made with that person /agency for updates and or clarification.

· A summary of the concerns that were brought to the staff member’s attention and a summary of the information shared with others as a consequence of the concern being raised.

· The name, title / agency and contact details of any other person that the concerns were subsequently shared with on a need-to-know basis, this will enable staff to confirm what information has been shared and with whom.

· Whether the concerns have been referred to Children’s Social Care or the Police as appropriate and as per the Trust safeguarding children / safeguarding vulnerable adults policies and Rotherham Local Safeguarding Children Board Procedures.




Hand-held Records:

Where safeguarding issues are raised with a member of staff in relation to a service user that has hand-held records, information must not be recorded in the hand-held record relating to concerns that a child may be the subject of:

· Fabricated or Induced Illness 

· Sexual abuse / child sexual exploitation 

This will ensure the parent or alleged abuser are not made aware of the concerns until Children’s Social Care or the Police have informed;

Information relating to a victim of domestic abuse / violence / Honour-based Violence / Forced Marriage or Human Trafficking must not be recorded in the hand-held records so that the alleged perpetrator does not gain access to it and consequently increase the risk to the victim.

If a practitioner is concerned about what safeguarding information to record in any service user’s record they must seek advice from a member of the Safeguarding Team on the same day that they have the concern.

4.11	Use of Health Records for Audit, Research and Teaching Purposes 

Explicit consent is required if service user information is used in research, with the exception of in cases where approval has been obtained from the Health Research Authority to do so without gaining consent of the individual(s).

Irrespective of the requirement to obtain consent, the use of service user records for the purposes of research must be approved by Research & Development Department through virtue of provision of NHS permission for research prior to any research activity taking place.

Any use of service users’ records for research purposes must comply with the Department of Health’s Research Governance Framework, International Conference on Harmonisation (ICH) Guidelines, and be in line with the Health & Social Care Act.

Access to records for audit purposes must only be undertaken for projects that have been registered and approved through the Trust’s audit registration process.  Collection of data must comply with the Data Protection Act 2018 (GDPR). In particular, clinical audit reports must be anonymised to preserve service user confidentiality.

If health records are to be used for teaching purposes outside of the clinical team then the records must be made completely anonymous.  Where it is not possible to completely anonymise records (i.e. photographic records from which a service user may be identifiable), consent from the service user must be obtained.

Service user records may be used for teaching purposes and clinical supervision within the clinical area without consent.

[bookmark: _Toc410977443][bookmark: _Toc411015226]The principles of access and confidentiality remain the same regardless of intent and therefore the right of the patient to refuse access to their records for the purposes of research or teaching purposes must be respected and documented in their notes. 

4.12	Adopted & Transgender Persons Records

Adopted Persons

Notwithstanding any other centrally issued guidance by the Department of Health, the records of adopted persons can only be placed under a new last name when an adoption order has been granted. Before an adoption order is granted, an alias may be used, but more commonly the birth names are used. 

Depending on the circumstances of the adoption there may be a need to protect from disclosure any information about a third party. Additional checks before any disclosure of adoption documentation are recommended because of the heightened risk of accidental disclosure. 

It is important that any new records, if created, contain sufficient information to allow for a continuity of care. At present the GP would initiate any change of NHS number or identity if it was considered appropriate to do so, following the adoption.

Transgender Persons

A patient can request that their gender be changed in a record by a statutory declaration, but this does not give them the same rights as those that can be made by the Gender Recognition Act 2004. The formal legal process (as defined in the Gender Recognition Act 2004) is that a Gender Reassignment Certificate is issued by a Gender Reassignment Panel. At this time a new NHS number can be issued and a new record can be created, if it is the wish of the patient. It is important to discuss with the patient what records are moved into the new record and to discuss how to link any records held in any other institutions with the new record.

4.13	Archiving & Retention

Health records in any media (electronic or paper) must be retained according to the Trust’s Record Retention Guidance (Available on The Hub).This is based on the NHS Records Management Code of Practice.  However, the IICSA (Independent Inquiry into Child Sexual Abuse (IICSA) overrides the normal retention periods for all documents; correspondence; notes; emails and all other information – however held – which contain or may contain content pertaining directly or indirectly to the sexual abuse of children or to child protection.  Therefore all records must, at this time, be retained indefinitely until further notice.

All health records where the last date of entry is under 3 years must be retained in Trust premises.

All health records where the last date of entry is more than 3 years may be securely stored off-site or in an agreed digital format provided the records can be accessed readily.

All health records which have crossed the minimum retention period must be assessed for research, clinical, historical or legal value and if appropriate for destruction.

All health records must be destroyed in a secure manner according to the Trust’s Record Destruction Standard Operating Procedure (Available on The Hub).

No health records must be destroyed without authorisation from the Clinical Records Group.

To assist with archiving and retention, a current year label must be affixed in the ‘year label’ box on the front cover of the main health records and obstetric records folders at the service user’s first contact with the service. The current year label must be updated if the service user has subsequent contacts. The date of the last year label attached to the front of the record is the date used to determine retention or destruction 

Deceased patients’ folders must be marked ‘Deceased’ on the front cover of the folder. 

An electronic system search must be undertaken annually by the health records department to identify inactive and deceased patients’ records. The search must be verified with the paper records before any decision regarding marking the record as deceased is taken. In the same way other available information about a service user must be drawn together to assist the review.

Records requiring extended retention must be easily identified with a ‘Do not destroy’ marker if they meet the following criteria: 

· Research value 

· Legal value 

· Historical purposes such as permanent retention at the Public Record Office 

· Identified familial illness 

The justification for extended retention must be approved by a senior clinician and documented in the record in line with the Health Records Retention Guidance (Available on The Hub) , or in cases where the extended retention of the record is dictated by the patient’s participation in a research study, a ‘Research Participant Label’ must be affixed to the front of the notes to identify the required retention period in accordance with the Standard Operating Procedure for Recording Research in Patient Notes (Available on The Hub). In both cases a ‘DO NOT DESTROY’ label must be applied to the front of the records.

The Health Records Support Manager will ensure records marked with ‘Do not destroy’ labels are appropriately archived in line with the required retention periods.

Scanning of health records may be adopted by services to support health records management, access and archiving.  Once the practitioner has made the decision to scan a document the document must be scanned and stored in an appropriate format and the paper original can be destroyed in line with Health Records Destruction Standard Operation Procedure.



[bookmark: _Toc410977444][bookmark: _Toc411015227]4.14	Destruction

After review, a list of the health records identified for destruction must be taken to the local clinical governance committee for approval.

The approved list must be forwarded to the Patient Access Service Manager who will seek the approval of the Clinical Records Group. 

On notification of final approval from Clinical Records Group record destruction must be undertaken in a secure manner in compliance with the Health Records Destruction Standard Operating Procedure. Approved contractors must be used to destroy records under secure conditions. A certificate of destruction must be obtained and permanently kept with the locality records manager. 



5. DEFINITIONS AND ABBREVIATIONS



5.1 Definitions



ICE:			an electronic system for reporting clinical investigations

MEDITECH:  	an electronic patient record system

SYSTMONE:	an electronic patient record system



5.2 Abbreviations



CRG			Clinical Records Group

GDPR		General Data Protection Regulation

IG			Information Governance

IICSA 		Independent Inquiry into Child Sexual Abuse

RA			Registration Authority

SIRO		Senior Information Risk Owner

TRFT		The Rotherham NHS Foundation Trust
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SECTION 2

DOCUMENT DEVELOPMENT, COMMUNICATION, IMPLEMENTATION AND MONITORING



8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS



This document was developed in consultation with:



The Clinical Records Group and Medical Records Department



9. APPROVAL OF THE DOCUMENT



This document was approved by:



Corporate Informatics Committee



10. RATIFICATION OF THE DOCUMENT



This document was ratified by the Trust Document Ratification Group.



11. EQUALITY IMPACT ASSESSMENT STATEMENT



An Equality Impact Assessment has been carried out in relation to this document using the approved initial screening tool; the EIA statement is detailed at Appendix 1 to this section of the document.



The manner in which this policy impacts upon equality and diversity will be monitored throughout the life of the policy and re-assessed as appropriate when the policy is reviewed.



12. REVIEW AND REVISION ARRANGEMENTS



This document will be reviewed by the Clinical Records Group every three years unless such changes occur as to require an earlier review. 





13. DISSEMINATION AND COMMUNICATION PLAN



		To be disseminated to

		Disseminated by

		How

		When

		Comments



		DRG Admin Support  via policies email

		Author

		Email

		Within 1 week of ratification

		Remove watermark from ratified document and inform DRG Admin Support if a revision and which document it replaces and where it should be located on the intranet. Ensure all documents templates are uploaded as word documents.



		Communication Team

(documents ratified by the Document Ratification Group)

		DRG Admin Office 

		Email 

		Within 1 week of ratification

		Communication team to inform all email users of the location of the document. 



		All email users

		Communication Team

		Email

		Within 1 week of ratification

		Communication team will inform all email users of the policy and provide a link to the policy.



		Key individuals



Staff with a role/responsibility within the document



Heads of Departments / Matrons

		Author

		Meeting / Email as appropriate

		When final version completed

		The author must inform staff of their duties in relation to the document.



		All staff within area of management

		Heads of Departments /Matrons

		Meeting / Email as appropriate

		As soon as received from the author

		Ensure evidence of dissemination to staff is maintained. Request removal of paper copies

Instruct them to inform all staff of the policy including those without access to emails







14. IMPLEMENTATION AND TRAINING PLAN

The responsibility for implementing this policy lies with the Health Records Department.  The Health Records Department are responsible for ensuring that all relevant areas within the Trust are made of aware of any changes required in the policy.

The implementation process will commence upon approval of this policy by the Trust Policy Ratification Group. It is the responsibility of Matrons/Heads of Departments/Service to ensure that new staff receives information about this policy and it should be part of any local inductions. They must also ensure that any changes to this policy are effectively communicated within their areas of responsibility.  It is the responsibility of Matrons/Head of Departments to maintain evidence that all staff have received information about this policy and any updates to it.

Health Records Policy is a core subject area that all staff must be aware of and be compliant with.  New staff must be made aware of the policy at the earliest opportunity.  The Health Records Team will work with individual departments to ensure departments are equipped to undertake this training, and where applicable, local assistance will be provided.

The Health Records team will take responsibility for raising the level of Health Records Policy awareness and training throughout the Trust.

· The Trust Health Records Policy will be introduced to new starters via the Corporate Induction.

· The Health Records Team and Clinical Records Group will raise Trust wide awareness of Health Records issues, common themes in incident reporting, training opportunities and progress etc. via appropriate communications methods.

· The Health Records Team will develop Health Records communications materials to inform and advise service users and staff on Health Records issues.



15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS OF THE TRUST DOCUMENT



15.1. Process for Monitoring Compliance and Effectiveness



		Audit / Monitoring Criteria

		Process for monitoring e.g. audit, survey

		Audit / Monitoring performed by

		Audit / Monitoring frequency

		Audit / Monitoring reports distributed to

		Action plans approved and monitored by



		Reporting of any suspected Health Records Policy Breaches based on Health Records Policy knowledge gained from Health Records Training.

		Trust’s Incident Reporting System

		All Staff who will report any suspected incidents / breaches to a senior member of staff.

		As and when incidents occur

		Health Records Incidents Reported at CRG

		As per Trust’s incident Reporting Policy. Where an issue has arisen that requires disciplinary action, Trust Disciplinary Procedures will be followed



		Health Records Tracking

		Audit

		Medical Records

		Monthly

		CSUs

		CRG



		Health Records Quality Audit

		Audit

		Medical Records

		Monthly

		CSUs

		CRG







15.2. Standards/Key Performance Indicators (KPIs)



Care Quality Commission Standards

Data Protection and Security Toolkit Standards
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EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL

		Document Name:

		Health Records Policy

		Date/Period of Document:

		January 2019 - January 2022



		Lead Officer:

		    Sally Atkinson

		Job title:

		Patient Access Service Manager

		



		|_|  Function

		  Policy

		|_|  Procedure

		|_|  Strategy

		|_|  Other: (State)_________________



		Describe the overall purpose / intended outcomes of the above: 



		You must assess each of the 9 areas separately and consider how your policy may affect people of different groups within those areas.



		1.	Assessment of possible adverse (negative)  impact against a protected characteristic



		Does this have a significant negative impact on equality in relation to each area?

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Age

		

		X

		



		2

		Disability

		

		X

		



		3

		Gender reassignment

		

		X

		



		4

		Marriage and civil partnership

		

		X

		



		5

		Pregnancy and maternity

		

		X

		



		6

		Race

		

		X

		



		7

		Religion and belief

		

		X

		



		8

		Sex

		

		X

		



		9

		Sexual Orientation

		

		X

		



		You need to ask yourself:

· Will the policy create any problems or barriers to any community or group? |_| Yes  No

· Will any group be excluded because of the policy? |_| Yes  No

· Will the policy have a negative impact on community relations? |_| Yes  No

If the answer to any of these questions is Yes, you must complete a full Equality Impact Assessment







		2.	Positive impact:



		Could the policy have a significant positive impact on equality by reducing inequalities that already exist?

Explain how will it meet our duty to:

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Eliminate discrimination, harassment and / or victimisation

		

		X

		



		2

		Advance the equality of opportunity of different groups

		

		X

		



		3

		Foster good relationships between different groups

		

		X

		







		3.	Summary 

On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or negative adverse impact on equality?  



		Positive

		

		Negative



		HIGH |_|

		MEDIUM |_|

		LOW |_|

		NEUTRAL 

		LOW |_|

		MEDIUM |_|

		HIGH |_|



		Date assessment completed: January 2019

		Is a full equality impact assessment required?

		|_| Yes                            No

		



		Date EIA approved by Equality and Diversity Steering Group:
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1. INTRODUCTION



This policy was developed to support clinical and non-clinical staff to ensure that the privacy and dignity needs of all service users are considered and respected during any contact that they have with The Rotherham NHS Foundation Trust’s (TRFT) services. The Trust has a crucial role to play in creating an environment in which human rights are respected; a fundamental aspect of human rights is an individual’s right to privacy and dignified treatment.



The Rotherham NHS Foundation Trust is committed to ensuring that people (patients, carers and staff) are treated as individuals with close attention to privacy, dignity and respect. The Trust seeks to provide a person centred approach to care and the application of legislation, practice, policies and procedures that encourage and support this philosophy, allowing choice, partnership in care and recovery. The provision of care that is respectful and dignified is enshrined within the NHS Constitution (Published 2013 and updated for re-issue 2015):

“Respect, dignity, compassion and care should be at the core of how patients and staff are treated – not only because that is the right thing to do, but because patient safety, experience and outcomes are all improved when staff are valued, empowered and supported.” 

The Trust is committed to the delivery of care with privacy and dignity through the provision of gender appropriate accommodation for every patient, safeguarding them when they are most vulnerable. The Trust strives to maintain compliance with the commitment to eliminate mixed sex accommodation. This means that men and women must not sleep in the same room, nor use mixed bathing and WC facilities, except where it is in the overall best interest of the patient or reflects their personal choice (DOH 2009). Any patient whose gender identity differs from their sex assigned at birth, will be accommodated as an inpatient or an outpatient, with due regard to their privacy and dignity and with respect to the gender that they identify with.  



This policy outlines the practical steps taken by the Trust to ensure the privacy and dignity of all patients within its care, and it provides a working framework for all staff and volunteers within the organisation. The policy seeks to continually raise awareness on the principles of privacy, dignity and respect and enables staff to respond appropriately should they feel that the principles of the policy are being infringed. 



2.        PURPOSE & SCOPE 



2.1        Purpose

The purpose of this policy is to:



· Define the concept of privacy and dignity in relation to the local and National context.

• 	Ensure that service users and carers experience care in a manner that

         actively encompasses the principles of respect, privacy and dignity.

· Ensure service users and carers feel that they matter in care planning discussions and care provision and that they do not experience negative or offensive attitudes and behaviours whilst receiving care from TRFT services. This includes respecting their individuality and taking into consideration any protected characteristics.

· To raise awareness of the principles of privacy and dignity and to

          		enable staff to respond appropriately if they feel that the concepts of

           	the policy are being infringed. 



In line with Essence of Care (2010 revised standards) the privacy, dignity and respect benchmarks for all services provided by TRFT will ensure that:



· Patients and carers will feel that they matter and take a central role in

care planning and delivery all of the time 

· Patients experience care in an environment and a manner that 

encompasses their values, beliefs and personal relationships

· Patients’ personal space is respected and protected by staff

· Patients and carers experience effective communication with staff, which 

 	respects their individuality

· Service users receive care which ensures their privacy and dignity and 

 	 protects their interests as individuals e.g. is respectful of their modesty

· Service users and carers can access areas within inpatient facilities 

         	that safely provide privacy

· Service users experience care that maintains their confidentiality and 

information is only shared where it is in the best interest of the patient		

Alongside this The NHS Constitution for England (2013 and updated 2015) identifies the following values; these concepts should underpin all that the organisation seeks to do and achieve. The values are: Working together for patients, Respect and dignity, Commitment to quality of care, Compassion, Improving Lives and Everyone counts. 



The Equality Act 2010 and Human Right Act 1998 places a responsibility on the Trust to prevent discrimination and harassment and to show how it is ensuring equitable services to all, thus providing care that ensures the dignity of healthcare service users and carers, respects the diversity of the population and the individual needs of these users.



2.2       Scope



This policy applies to all clinical and non-clinical staff, volunteers and students, working across all Trust sites and in community settings under the responsibility of TRFT and in wider care provision including domestic homes.  



3.      ROLES & RESPONSIBILITIES


		Roles

		Responsibilities



		Chief Executive

		The Chief Executive is responsible for ensuring that the responsibilities for implementation of this policy are properly assigned and that the policy and its effectiveness are appropriately reviewed.



		Executive Medical Director 



		The Executive Medical Director is responsible for ensuring the implementation of this policy in association with the clinical directors, lead clinicians and evidence of compliant practice is available via completed audits of practice.



		Chief Nurse

		The Chief Nurse has executive responsibility for the quality of patient care and is responsible for ensuring that the systems and processes to deliver respectful and dignified care are in place.



		Deputy Chief Nurse



		The Deputy Chief Nurse is responsible for the implementation of the Trust Patient Experience and Engagement Strategy which incorporates the provision of dignified, respectful care and the delivery of the same sex accommodation agenda. Progress on the implementation of the strategy is reported bi-annually to the corporate Quality Assurance Committee (QAC).



		Clinical Directors



		Clinical Directors will be responsible for ensuring that all teams are aware of and adhere to this policy.



		Director of Estates

		The Director of Estates and Facilities will ensure that this policy is communicated and adhered to by all staff members within the directorate.



		Head of Nursing, Midwifery, Clinical Professions 

		The Heads of Nursing, Midwifery and Clinical Professions are responsible for ensuring adherence to this policy in all ward and department areas within their services. Issues regarding privacy and dignity will be raised at the monthly Patient Experience Group by each Head of Nursing, Midwifery and Clinical Professions



		Matrons



		Matrons will be responsible for ensuring that high standards of privacy and dignity are maintained in their areas and for monitoring this through their weekly matron ward rounds.



		Ward Sisters, Charge Nurses, Team Leaders and Department Managers



		Ward Sisters, Charge Nurses, Managers and Heads of Department are responsible for supporting their staff in delivering high standards of privacy and dignity and for ensuring that staff are aware of this policy. Ward managers and Heads of Departments are responsible for ensuring staff are aware of the available training opportunities and support them to participate. Ward Managers and Heads of Department will ensure that patients are accommodated in same sex accommodation with identified rooms and washing and toilet facilities, ensuring that this is closely monitored and is altered accordingly.



		Site Management Team

		The Site Management Team is responsible for appropriate patient allocation. Beds in 

Mixed Sex accommodation should not be allocated, except where it is the overall best interest of all patients concerned. All patients admitted to mixed sex areas, whether clinically justified or not are a breach of national guidance and are required to be reported in line with the Trust Ending Mixed Sex Accommodation – (EMSA) Policy. Plans must be put into place to move the patient into a same sex area as soon as possible. The Site Management Team and the Matron are responsible for monitoring the situation, taking into account anticipated admissions and  discharges



		All Staff

		All nursing and therapy staff will comply with the standards set out in the policy. All clinical staff, including therapy and medical staff are responsible for ensuring that the privacy and dignity of individual patients and clients is maintained and for raising concerns on any breaches identified. All non-clinical staff must be aware of the importance of privacy and 

dignity and ensure that this is paramount in any patient contact.



		Patient Experience Group  (PEG)

		The Patient Experience Group (PEG) will have overall responsibility for monitoring this 

Policy. An annual audit will be initiated by the Deputy Chief Nurse and will be carried 

out to incorporate the ‘Essence of Care (DOH 2010) - Benchmarks for Privacy and Dignity’.









4.      PROCEDURAL INFORMATION



The following standards of privacy and dignity that patients should expect from staff and partners are based on the Essence of Care Standard (DOH 2010) which is: 



“Every patient has their privacy and dignity respected at all times with specific regard to form of address, religious and cultural beliefs, physical environment and personal care”.



Patients have a right to:



•  	be treated as individuals

•  	be listened to and have their views taken into account

• 	be treated to courteously at all times

• 	receive support and enablement where needed

• 	be an equal partner in making care decisions

• 	know who is responsible for the care they are receiving, each day 

           and overall

• 	have private discussions about their care and treatment when required



Under Article 8 of the Human Rights act (1998) everyone has the right to; respect for their private and family life, their home and their correspondence. A person’s right to respect means ‘having the right to live one’s own life with such personal privacy that is reasonable, whilst taking into account the rights and freedoms of others’.



It includes the freedom for every individual on: 



• 	How they look 

• 	How they dress 

• 	Their religious beliefs 

• 	Who they socialise with 

• 	Their sexual identity 

• 	To express personal opinions 



These rights therefore must be acknowledged by staff and where appropriate should be included within any care planning process. Staff are personally accountable for ensuring that they promote and protect each patient’s well-being and their response to patients and carers and their attitude and behaviour must reflect this. Staff should recognise and prevent any barriers to access and support because of stereotyping, or stigma associated with age, gender, ethnicity, disability, faith, or sexual orientation.



PROMOTING DIGNITY IN SAME SEX ACCOMODATION



Within inpatient settings TRFT is committed to offer same sex accommodation to its day and in patients, this means that patients must: 



1. Be cared for in a single sex environment within day and in-patient settings    

                                                       

2. Be cared for within their own home where appropriate to do so



· Male and female patients must not be cared for in the same bay or same open ward area unless it is in the best interests of all patients concerned. Should this occur the nurse in charge is responsible for explaining the reason for the decision to the patient and for moving the patient to a same sex bay as soon as possible (see Appendix 2 and 3 for detail on decision making and the required action for emergency assessment and admission)



· The patient’s toilet and bathroom will just be used by Individuals of the same gender and it will be as close as possible to the patient’s bed area.



· In some specific clinical areas this may not be possible, such as intensive care areas or high dependency areas. In these circumstances every effort should be made to separate the sexes and particular care should be taken to maintain the patient’s privacy and dignity, particularly during intimate procedures. In paediatric areas consideration needs to be given to the needs of the child or young person to interact with those of a similar age and it is often more appropriate to nurse young children in mixed bays. The views of the child should also be considered.



· Transgender patients who have proposed, commenced or completed a process of gender reassignment, have legal protection against discrimination. Some Trans people will not meet this definition, but they should still be supported and treated in a way which is patient centred, respectful and in accordance with the name and pronouns that they currently use.



· Whilst it may sometimes be a challenge to maintain the principles of privacy within the patient’s own home, the preferences of the patient should be listened to and adhered to at all times. 



· Staff are responsible for identifying together with patients or carers any reasonable adjustments needed to the environment for the special needs of patients with physical impairment or learning disabilities and developing and implementing an appropriate plan of care.



· Please refer to the Trust Eliminating Mixed Sex Accommodation Policy for further detailed information.



4.1 Communication



· The patient is asked for their preferred name in outpatients, UECC, AMU, pre-assessment or on admission and is addressed accordingly. Their preferred name is clearly documented as a part of their initial care or admission process when it is recorded on the bed board. 



· Staff must ask each patient how they wish to be addressed e.g. Mr, Ms or by an occupational title e.g. Reverend, or if the patient wishes by a first or given name. Staff must avoid lapsing into over familiarity and using a first name when it is not the patient’s preference, or by using pet or diminutive names, slang terms etc. 



· All staff must wear a visible identification badge and introduce themselves to patients in line with the Trust wide ‘Hello my name is’ campaign. 



· Patients will be included in all routine conversations if they are present. Patients are to be included in discussions and planning about their clinical care and discharge. Particular care must be taken to ensure effective communication takes place with older and vulnerable people with communication difficulties and utilise the Communication Book as a resource tool where appropriate.  



· Staff will not have personal conversations with each other in the presence of a patient that does not include the patient. This includes where the patient is present in a ward, department, at home, or is being moved around the hospital etc.



· When a patient has a learning disability or cognitive difficulties a ‘This is me’ or ‘Learning Difficulties’ care plan should be used to ensure the patient’s and concerns of carers are documented and addressed. Carers are involved when appropriate in discussions about clinical care. Carers are included in the admission process and discharge planning. Patients with a learning disability will need a different level of information detail and for this to be relayed in a straightforward and uncomplicated way e.g. using ‘easy read’ patient information and the use of illustrations.  



· When there are communication difficulties, the patient will have the capacity to understand the information given to them but will need it to be delivered in a different way.



· All staff and visitors will be acknowledged upon entering the clinical area and staff will identify themselves (using their job title and surname); adding their location when they are answering the telephone, this is in line with good customer service skills. 



· Patients are to be introduced to other patients if they wish, within their immediate environment and to the facilities of the ward. This should usually be done within 24 hours of admission. The inpatient Foundation Trust information booklet is available for every patient.  



· Patients will have access to the Privacy and Dignity Charter        (Appendix 1) 



· Patients are advised of the name of the person caring for them, the person in charge and information on how to escalate a concern or complaint, using the Safe and Sound assurance process, this must be clearly displayed by each bed on the ward.



· Further information on how to raise a concern or a formal complaint is available in every clinical area. 



· The need for auditory privacy requires consideration and staff must ensure that private or sensitive conversations with patients wherever possible cannot be overheard. This includes avoiding addressing patients with a hearing impediment simply by raising the voice, so that all in proximity can hear the conversation. Actions such as checking the presence and function of hearing aids, sitting facing the patient, speaking slowly and clearly and establishing if the patient is receiving the information before continuing, can offer more discretion. 



· Staff should always explain medical terminology, procedures and medications in a way that patients and their carers can understand. Patients are to be encouraged to ask questions and are made aware of whom to address these to. 



· Staff must ensure that patients and carers (if appropriate) are equal partners in any care decisions being made. They should have clear opportunities to contribute to care planning and be actively encouraged to identify their aspirations for well-being. This includes the patient’s opportunity to refuse their consent to an investigation or treatment also, unless their mental capacity is in question (follow the Trust Policy and process for assessing mental capacity when needed). 



· Staff must ensure that a patient’s request for assistance is dealt with promptly; where there is an unavoidable delay an explanation and apology should be given. 



· Staff must be aware of a patient’s potential sensitivity to personal contact or touch and respect their personal boundaries. In particular, these issues might arise as a result of past experience, gender, culture or ethnicity and for patients with Autism. 



· Staff must ensure that a patient who does not speak or understand English or needs to have an interpreter in British Sign Language (BSL) has access to an appropriate interpreter in a timely manner.



· The need to ensure that patients with other communication impairments such as visual, hearing or a learning disability are provided with the appropriate communication aids must be considered. For these patients their knowledge and understanding of what is happening may be limited, their diagnosis, care and treatment must be explained to them in a manner that promotes their fullest understanding.



· Staff must not assume that a patient’s partner is to be included in personal or sensitive conversations. Nor should gender assumptions be made e.g. that a partner is of the opposite sex, or that their partner is married to them. Staff should note that same sex couples and heterosexual couples may also have a civil partnership. If it is not clear what sex the partner is, gender neutral words must be used such as “they” rather than making assumptions.



· Staff must not assume that a person in attendance with a child is a family member, or a parent, or a partner for an adolescent.



For every patient it is expected practice to enquire who is accompanying them and record this information.  Staff must always ask for their name and be clear on what their relationship is to the patient.





4.2     Confidentiality



Staff must seek to ensure that they provide individualised care to patients and service users based upon individual protected characteristics. Certain groups are protected against discrimination or adverse treatment and have protected characteristics. These are: age, disability, sex, gender reassignment, marriage and civil partnerships pregnancy and maternity, race, religion and belief, and sexual orientation (Equality and Human Rights Commission 2015)



· Patients have a right to expect that patient information that is shared to enable care will be done so with their consent. Information that a service user provides or that relates to the person, must only be disclosed with staff who are directly involved in their care and with the patient’s verbal consent.



· Where staff are required to ask for personal and demographic details they should ensure the questioning and information provided cannot be overheard. 



· Patient consent must always be obtained before disclosing information to a partner, family, carer and friends. 



· Staff must always be aware of and alert to anyone who may overhear their conversations. It is not acceptable to discuss clinical information in public areas even if a service user’s name is not used.



· Always ensure that written patient information which contains confidential details are disposed of correctly as confidential waste and is not left in clinical or public places, or bins.  



· Precautions must be taken to prevent information being shared inappropriately, e.g. computer screens being visible and patient details on white boards being read etc. Staff must follow the TRFT Information Governance Policy (2018) in relation to confidentiality and disclosure.



· Handover sheets, telephone messages etc. must be disposed of in confidential waste bags or by shredding before staff leave the clinical area e.g. at the end of their shift. 



· Staff must ensure that visitors and other patients are aware that they must not read records at the end of the patient’s bed.  Offer the patient the option to store their records elsewhere if this is proving a challenge.



 4.3       Physical Privacy



             Patients have the right to: 



· Be treated with respect at all times

· To have their dignity and modesty protected

· To remain autonomous and independent wherever possible



In order to deliver physical privacy, the following principles apply:



· Staff foster a peaceful environment speaking in hushed tones 

         wherever possible.

· Staff should avoid verbally describing what is happening/has happened to a patient in the hearing of others whilst behind a curtain e.g. referencing an episode of incontinence  



· Where available, privacy signs are used in clinical areas. 



· Curtains (window, bed, cubicle and shower) and screens must be fit for purpose. The ward or department manager is responsible for ensuring these are maintained in good condition and regularly cleaned in all patient areas. 



· Curtains are used appropriately to provide patients with some privacy when they wish, such as at night or during recovery from sedation unless this interferes with patient safety by compromising staff undertaking patient observation and monitoring. In this case the reason for leaving the curtains opened should be explained to the patient.



· Staff request permission before entering a curtained area or closed door.



· Patients are suitably covered or dressed at all times, in their own day clothes if possible. Nightwear should also be the patient’s own unless they have nothing suitable. Safe footwear should also be addressed.



· The wearing of day clothes is to be encouraged for all recovering patients. Noting the Trust’s commitment to ‘end PJ Paralysis’.



· Particular care should be given to the dignity of confused patients, ensuring the use of appropriate and safe footwear, that underwear, pyjama trousers and night clothes are secured properly and that a patient’s own clothes are encouraged to be worn whenever possible. Hospital gowns should only be worn when going to theatre or for investigations and they will be secured to prevent inappropriate exposure. 



· Commodes or bed pans are used only if the patient cannot be assisted to the toilet. If a commode or bedpan needs to be used consideration must be given to proactively offering these before mealtimes in line with Intentional Rounding.



· All toilet facilities, in adult areas will be either male or female with clear signage in place.



· Unused nor used urinals must not be left on the patient’s bed table. Vigilance to removal and disposal of used urinals is expected.



· The nurse caring for the patient or staff delegated to support the patient are responsible for ensuring the privacy of dependent patients using the toilet or bathroom facilities. All patients are offered the opportunity and encouraged to wash their hands after using the toilet, commode or bed pan and before and after all mealtimes. 



· All ward-round staff teams should limit the number of staff present during physical examinations to a minimum. Patients should be given enough notice to prepare themselves for a ward round wherever possible. 



· Patient permission must be obtained in advance, where students are likely to want to be involved in their care



· Where possible when undertaking an examination or procedure in a domestic setting, utilise an area (e.g. a bedroom) within a patient’s home which is more conducive to the principles of privacy and dignity.



· Check with the patient that they consent to have any personal care undertaken by a person of the opposite sex; the patient’s wishes should be respected where possible. A chaperone may also be needed, including for a same sex care giver to undertake a procedure and the patient should always be given this option. 



· Any plans for structural changes, temporary ward use or new builds will include plans to maintain privacy and dignity and will adhere to same sex accommodation requirements.



· Staff must adhere to the principles set out in the TRFT Chaperone policy. 



· Where there are concerns that there is a potential risk associated with a patient’s capacity or behaviour, an intervention is sometimes indicated within an in-patient area i.e. 1:1 observation.  In this instance there will be times where the service user’s privacy or dignity could be compromised (e.g. staff observing a service user in the shower). Using 1:1 observations are a demanding intervention both for the patient and the staff member, therefore communication must be established and privacy and dignity requirements should be considered where possible (refer to TRFT Safe and Supportive Observation of Care Framework).



 4.4     Promoting Dignity and Autonomy



The nurse providing care is responsible for ensuring the patient’s locker and bed table are clean and within reach. 



· The patient’s call bell must always be within reach and should be answered within a timely manner. Staff are all encouraged to have a ‘no pass’ approach if a bell is ringing for more than 2 minutes, so any staff on the ward should go and find out what is needed. Ignoring a bell due to not being the person caring for the patient, leads to a poor overall patient experience. 

 

· The nurse ensures that specific cultural, spiritual, religious and ethnic beliefs and needs are documented in the nursing or midwifery records. Staff respect the individual patient’s cultural, religious and ethnic beliefs and makes arrangements as required in relation to their diet, worship and care around birth, or of the dying. Taking advice when needed to meet these requirements. 



· Any inpatient that has a forthcoming OPD appointment should be seen by a member of the appropriate medical team in the inpatient setting, rather than attending OPD, unless there is a specific clinical need to go to the OPD department.



· Inpatients should only attend OPD to receive specialist treatment, which can only be provided in that setting (such as application of a surgical appliance in Fracture Clinic). To protect their dignity, it is advisable that they are seen at the end of a list or alternatively that arrangements are made for them to wear their own clothing before attending the appointment. 



4.5       End of Life Care



A person who requires end of life care, either within the hospital or home setting will be cared for compassionately, kindly and sensitively. Impending death will be handled with dignity and compassion and in accordance with cultural, spiritual and religious beliefs of the individual person and their family. Where possible, giving support to the family or friends present with a dying patient will also recognise their needs at this time. 



4.6      Children



It is noted that often the segregation of children on wards is based upon age considerations and that having children of a similar age together can be comforting to them and that this may often override considerations of gender. Therefore, the Department of Health (2009) recommended the following:



· Privacy and dignity is an important aspect of care for children and young people. 



· Decisions should be based on the clinical, psychological and social needs of the child or young person, not the constraints of the environment, or the convenience of the staff. 



· Privacy and dignity must be maintained whenever children and young people’s modesty may be compromised (e.g. when wearing hospital gowns or nightwear), or where the body (other than the extremities) is exposed, or they are unable to preserve their own modesty. 



· The child or young person’s preference should be sought on where they would prefer to be nursed e.g. with a group of mixed sex children on a ward, only with the same sex, or where age ranges are wide some may prefer to be nursed alone in a cubicle. Their preference on co-location should be discussed, recorded and where achievable respected. Where appropriate the wishes of the parents should also be considered. 



4.7        Respect for staff 



The dignity and privacy of TRFT staff groups should also be actively protected. Staff should expect their rights to be adhered to as seen in the NHS Constitution (2015) to be upheld.



5 DEFINITIONS AND ABBREVIATIONS



5.1        Definitions

Privacy: refers to freedom from intrusion and relates to all information and practice that is personal or sensitive in nature to an individual. 



Dignity: is being worthy of respect. This includes a person’s or group of peoples’ sense of self-worth and self-esteem. 



Respect: To show consideration and appreciation towards other people.



5.2 Abbreviations

AMU		Acute Medical Unit

BSL		British Sign Language

DOH		Department of Health 

EMSA	Eliminating Mixed Sex Accommodation

OPD		Out-Patients Department

PEG		Patient Experience Group

QAC		Quality Assurance Committee

SOP		Standard Operating Procedure

TRFT	The Rotherham NHS Foundation Trust

UECC	Urgent and Emergency Care Centre
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Section 1

                                                                                                                   Appendix 1

The Privacy, Dignity and Respect Charter



		You can expect us to:

		We expect you to:



		Introduce ourselves and a new person at every point of contact with you.



Wash our hands or use hand gel before every contact with you.



Ensure you are addressed respectfully and by the name that you prefer. Until we are advised of your preferred name we will call you Mr or Ms.



Protect your privacy and dignity by making sure that discussions about your condition or treatment are held as discreetly as possible.



Work in partnership with you and your family or carer.



Maintain your privacy and dignity when washing, dressing, assisting with the toilet, or undergoing treatments.



Carry out checks of washing and toilet facilities to make sure these areas are always clean.



Communicate with you regularly, ask you what is important to you each day, and avoid the use of jargon.



Ensure the ward area at night is conducive to sleep with hushed voices, appropriate noise reduction of phones, doors etc. and dimmed lighting.



Be respectful of your cultural and religious beliefs.



Minimise the number of times we ask you for the same information.



Provide you with up to date information sources including literature, to aid your decision making.

		Tell us about any concerns that you may have about our standards of care, so that we can address them without delay.



Remember that more than 2 visitors at a bedside at any one time, can be too much for resting and recovering patients.



Understand that we may need to ask visitors to leave the ward during a procedure or a ward round.



Recognise that we may not always be able to immediately access someone for you to speak to about the care of the patient, but we will always advise you of how quickly that can be arranged.



Acknowledge that whilst in our care it may be that part of a treatment or rehabilitation needs to be in a different setting.



Advise us if you experience any problems with your intake of fluids or food unless there is a plan in place. Let us know if you struggle with rest and sleep whilst in the hospital.



Discuss with us if you have ethical, cultural or religious needs which are not being met. Help us to understand how we can better meet your needs
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8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS

This document was developed in consultation with:



Patient Experience Group

Professional Advisory Forum

Nursing and Midwifery Care Strategy

Director of Operations

Medical Division 

Surgical Division

Family Health Division

Diagnostic and Clinical Support Directorate

Chief Nurse Team



9. APPROVAL OF THE DOCUMENT



This document was approved by:

Patient Experience Group



10. RATIFICATION OF THE DOCUMENT

This document was ratified by the Trust Document Ratification Group.



11. EQUALITY IMPACT ASSESSMENT STATEMENT

An Equality Impact Assessment has been carried out in relation to this document using the approved initial screening tool; the EIA statement is detailed at Appendix 1 to this section of the document.

The manner in which this policy impacts upon equality and diversity will be monitored throughout the life of the policy and re-assessed as appropriate when the policy is reviewed.


12. REVIEW AND REVISION ARRANGEMENTS

This document will be reviewed every three years, unless such policy changes occur as to require an earlier review. 



The Deputy Chief Nurse is responsible for ensuring review of this document.





13. DISSEMINATION AND COMMUNICATION PLAN



		To be disseminated to

		Disseminated by

		How

		When

		Comments



		Quality Governance Team via policies email

		Author

		Email

		Within 1 week of ratification

		Remove watermark from ratified document and inform Quality Governance Team if a revision and which document it replaces and where it should be located on the intranet. Ensure all documents templates are uploaded as word documents.



		Communication Team

(documents ratified by the Document Ratification Group)

		Quality Governance Team

		Email 

		Within 1 week of ratification

		Communication team to inform all email users of the location of the document. 



		All email users

		Communication Team

		Email

		Within 1 week of ratification

		Communication team will inform all email users of the policy and provide a link to the policy.





		Key individuals



Staff with a role or responsibility within the document



Heads of Departments,  Matrons



		Author

		Meeting or e mail as appropriate

		When final version completed

		The author will update staff of their duties in relation to the document.





		All staff within area of management

		Heads of Departments /Matrons

		Meeting or e mail as appropriate

		As soon as received from the author

		Ensure evidence of dissemination to staff is maintained. Request removal of paper copies.

Instruct them to inform all staff of the policy including those without access to emails









14. IMPLEMENTATION AND TRAINING PLAN


There is no further implementation or training plans other than the communication plan.



























15.  PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS

OF THE TRUST DOCUMENT



15.1   Process for Monitoring Compliance and Effectiveness



		Audit/Monitoring Criteria


		Process for monitoring e.g. audit, survey

		Audit / Monitoring performed by

		Audit / Monitoring frequency

		Audit / Monitoring reports distributed to

		Action plans approved and monitored by



		Adherence to key Principles outlined in the Policy

		Weekly Matron walkabouts

		Matrons

		Monthly

		Divisional or individual Directorate Governance groups



Patient Experience Group 

		Divisional Management Teams 







15.2 Standards/Key Performance Indicators (KPIs)                                          



All patients and service users will:



• 	be treated as individuals

• 	be listened to and have their views taken into account

• 	be treated courteously at all times

• 	receive compassion and support 

• 	be an equal partner in making care decisions

• 	know who is responsible daily and overall for the care that they are receiving

• 	have private discussions about their care and treatment when required
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EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL

		Document Name:

		Privacy And Dignity Policy

		Date/Period of Document:

		February 2020 – February 2023



		Lead Officer:

		Assistant Chief Nurse

		Job title:

		Assistant Chief Nurse

		



		

		

		

		

		



		|_|  Function

		|X|  Policy

		|_|  Procedure

		|_|  Strategy

		|_|  Other:_______________________________



		Describe the overall purpose / intended outcomes of the above: Ensure that service users/carers experience care in a manner that actively encompasses the principles of respect, privacy and dignity.



		You must assess each of the 9 areas separately and consider how your policy may affect people of different groups within those areas.



		1.	Assessment of possible adverse (negative)  impact against a protected characteristic



		Does this have a significant negative impact on equality in relation to each area?

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Age

		

		X

		



		2

		Disability

		

		X

		



		3

		Gender reassignment

		

		X

		



		4

		Marriage and civil partnership

		

		X

		



		5

		Pregnancy and maternity

		

		X

		



		6

		Race

		

		X

		



		7

		Religion and belief

		

		X

		



		8

		Sex

		

		X

		



		9

		Sexual Orientation

		

		X

		



		You need to ask yourself:

· Will the policy create any problems or barriers to any community or group? |_| Yes |X| No

· Will any group be excluded because of the policy? |_| Yes |X| No

· Will the policy have a negative impact on community relations? |_| Yes |X| No

If the answer to any of these questions is Yes, you must complete a full Equality Impact Assessment



		2.	Positive impact:



		Could the policy have a significant positive impact on equality by reducing inequalities that already exist?

Explain how will it meet our duty to:

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Eliminate discrimination, harassment and / or victimisation

		X

		

		



		2

		Advance the equality of opportunity of different groups

		X

		

		



		3

		Foster good relationships between different groups

		X

		

		



		3.	Summary 

On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or negative adverse impact on equality?  



		Positive 

		

		Negative



		HIGH |_|

		MEDIUM |_|

		LOW |_|

		NEUTRAL |X|

		LOW |_|

		MEDIUM |_|

		HIGH |_|



		Date assessment completed: February 2020

		Is a full equality impact assessment required?

		|_| Yes

		|X|   No



		Date EIA approved by Equality and Diversity Steering Group:
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1. INTRODUCTION

High standards of record keeping underpin the delivery of high quality evidence based healthcare and many other key service deliverables. It is therefore important that The Rotherham NHS Foundation Trust (TRFT) ensures health records are efficiently managed and that the appropriate policy, procedures audit and management accountability provides a robust governance framework for ensuring continued high quality health records management.

[bookmark: _Toc410977413]Records Management is the process by which an organisation manages all the aspects of records whether internally or externally generated and in any format or media type, from their creation, all the way through their life cycle to their eventual disposal. 

[bookmark: _Toc410977414]This policy has been developed in line with the Records Management Code of Practice for Health and Social Care 2016 © that has been published by the Department of Health as a guide to the required standards of practice in the management of records for those who work within or under contract to NHS organisations in England. It is based on current legal requirements and professional best practice.



2. PURPOSE & SCOPE



2.1 Purpose



The Rotherham NHS Foundation Trust (TRFT) is dependent on its health records to ensure safe and effective patient care, operate efficiently and account for its actions. 



This document defines a structure to ensure that health records are managed and controlled effectively, and at best value, commensurate with legal, operational and information needs. 



Our organisation’s health records are a core part of our corporate memory, providing evidence of actions and decisions and representing a vital asset to support our daily functions and operations. They provide the foundation for policy formation and clinical and managerial decision-making. They support consistency, continuity, efficiency and productivity and help us deliver our services in consistent and equitable ways. 



The Rotherham NHS Foundation Trust requires accurate contemporaneous record-keeping in all formats regardless of which media they are held (i.e. paper, electronic, film). 



Through the proper control of the content, quality, storage and volume of records, Health Records Management reduces vulnerability to legal challenge or financial loss and promotes best value in terms of human and space resources through greater coordination of information and storage systems.



Health Records Management supports the overarching business strategy taking into account the Principles of Care and the TRFT Records Management Strategy.



2.2 Scope



[bookmark: _Toc410977415]This policy must be adhered to at all times in order to protect the business of TRFT and the rights of service users and carers, staff and members of the public who have dealings with the organisation. 



This policy document must be read in conjunction with the Trust’s Information Governance Policy and the Policy on the Use and Protection of Patient Information.



This policy document forms part of a governance framework that underpins health records management throughout the Trust.



The Health Records Management guidance, protocols, audit tools and templates which support this policy set out how the policy requirements will be delivered and provide information and resources for the delivery and assurance of health records management to the required standards. 

The Trust’s Board of Directors has adopted this and is committed to ongoing improvement of its health records management functions as it believes that it will gain a number of organisational benefits from so doing.  These include: 

· better use of physical and server space; 

· better use of staff time; 

· improved control of valuable information resources; 

· compliance with legislation and standards; and 

· reduced costs. 

It is the responsibility of all staff, including those on temporary or honorary contracts and students, to comply with this policy. 

Compliance with Trust policies is a condition of employment and breach of policy may result in disciplinary action. 

This policy covers all aspects of health records management including (but not limited to):

· Creation

· Content

· Data Quality

· Maintenance & Preservation

· Storage

· Tracking

· Access, Sharing & Disclosure

· Archiving

· Retention

· Destruction

The policy covers health records of:

· all community and acute NHS patients

· all private patients seen on NHS premises

· all types of paper and electronic health records including but not limited to: 

· main paper health records

· paper health records kept separately from the main paper health records

· Computerised health records (i.e. Including but not limited to Meditech, SystmOne, ICE)

· All types of Imaging output including but not limited to X-ray, CT Scans, Photographs and Laboratory reports.

· microform (i.e. microfiche/microfilm)

· scanned records

· audio and video tapes/files, cassettes, CD-ROM etc.

· text messages (both outgoing from the NHS and incoming responses from the patient)

· patient monitoring records, including remote monitoring

· Prescription charts 

· Mental Health Act papers 

· Emails (where they contribute to the care of the service user)

· Information intended for short term or transitory use including notes and satellite records 

· Notes of meetings with service users (i.e. telephone consultations or face to face meetings/consultations)

TRFT will maintain separate guidance documents, procedures and training events to support departments and individuals in the implementation of this policy. These are referenced within this policy where appropriate. Further information can be found on the Information Governance and Health Records pages on the intranet.

3. ROLES & RESPONSIBILITIES



		Roles

		Responsibilities



		Chief Executive

		Has overall responsibility for the maintenance and implementation of the policy.



		[bookmark: _Toc410977426][bookmark: _Toc411015211]Data Controller

		The Senior Information Risk Owner (SIRO) is the Trust’s Data Controller and has an overarching duty to make arrangements for the safety and integrity of the Trust’s health records.



		[bookmark: _Toc410977428][bookmark: _Toc411015213]Caldicott Guardian

		The Medical Director is the Caldicott Guardian and has responsibility for matters relating to patient confidentiality. 



		[bookmark: _Toc410977427][bookmark: _Toc411015212]Data Protection Officer

		The IG Assurance and Security Manager is the Trust’s registered Data Protection Officer (DPO) and has responsibility for ensuring health records meet statutory requirements 



		[bookmark: _Toc410977424][bookmark: _Toc411015209]Service Manager - Patient Access

		The Service Manager for Patient Access is responsible for implementation of this policy.

In conjunction with General Managers agree a named individual Health Records Lead for each division who will ensure staff within the division receive appropriate clinical records training and that records held within the division services are managed appropriately, ensuring adherence to national and local standards and delivery of action plans.



		Chair of the Clinical Records Group

		Ensure there are Trust wide and local supporting procedures for specific areas of health records management such as out of hours access to health records.

Ensure that there is a clear and consistent approach to health records management across the trust and that the approach is monitored and regulated through the appropriate governance channels by virtue of quality assurance and monitoring of action plans.

Act as delegated Caldicott authority for authorisation and management of applications for disclosure of health records under the Data Protection act 2018 and Access to Health Records Act 1990.

Ensure the delivery of audits relating to compliance with this policy, reporting to the Clinical Records Group.

Support the implementation of the Records Management Strategy with respect to Health Records.



		[bookmark: _Toc410977421][bookmark: _Toc411015206]All staff

		All staff must be aware of and comply with the principles of this policy to ensure confidentiality, integrity, accuracy and appropriate availability of records and report any instances of non-compliance. 

All staff are personally responsible for the records they create, use or handle. This responsibility is also incorporated into professional Codes of Conduct, Information Governance Policy, and Policy on the Use and Protection of Patient Information.

All staff must ensure that all requests for access to health records are referred to the centralised Access to Health Records team (Extension 7299) to ensure that requests are processed in accordance with statutory time limits and legislative data protection requirements.



		[bookmark: _Toc411015207]Line Managers

		All ward, team or service managers, supported by guidance from the Patient Access Service Manager, are responsible for ensuring the principles set out in this policy are followed together with any local supporting procedures.

All line managers and supervisors must ensure that their staff, whether administrative or clinical, are adequately trained on the relevant policies and procedures in relation to the management of health records and apply the appropriate guidelines. This includes training in IT applications and Standard Operating Procedures relevant to the creation, content, data quality, tracking, access, storage, retention and destruction of health records.



		[bookmark: _Toc410977423][bookmark: _Toc411015208]Clinicians

		Clinicians must ensure they adhere to the records management standards of their professional body in addition to the requirements of this policy.

Clinicians must ensure before each appointment and before taking action relating to a service user’s care that the clinical record is checked for any new documentation added since the previous appointment or action.



		[bookmark: _Toc410977425][bookmark: _Toc411015210]Health Records Staff

		Health records staff (both within the main health records library and in designated departments maintaining stores of health records that are held separately from the main health record) will:

Maintain safe and structured records management stores, applying a consistent approach to records management.

Ensure retrieval, tracking, filing, archiving, storage and destruction of records is undertaken in a controlled manner in accordance with Records Management NHS Code of Practice Part 2 (2nd Edition).

Organise the safe transportation of records from one location to another.



		[bookmark: _Toc410977430][bookmark: _Toc411015215]Clinical Effectiveness  Leads

		Clinical Effectiveness Leads will:

Ensure the integrity of the content of health records within their Clinical Area through data quality audits reported to the Clinical Effectiveness Group.

Ensure identified risks to health records data quality are monitored, managed and reported.

Ensure that action plans are implemented for issues of non-compliance of this policy.
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		The Clinical Effectiveness & Research Group will monitor completion of health records data quality audits by Clinical Effectiveness leads and delivery of subsequent action plans.  This will be reported as a Trust wide summary of compliance to the Clinical Records Group.
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		The Clinical Records Group will be responsible for identifying and ensuring the delivery of the main principles of generating and maintaining the health records of the Trust in accordance with this policy.  This will be delivered through receipt and approval of documentation to be used within the health records as well as providing assurance to the Board of Directors that appropriate audits, service evaluations and delivery of action plans takes place within the relevant services with respect to health records, thereby ensuring compliance to this policy is maintained throughout the Trust.
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4. PROCEDURAL INFORMATION



4.1. Creation

Each patient must have a personalised record.  Where no previous record exists a new record must be created. 

All new patient health records must be created by the Health Records Department and / or the Service Provider referring to:

· Meditech User Guides (Meditech Training Materials and Meditech eLearning)

· SystmOne User Guides – (Available on inSite)

· Health Records Creation Standard Operating Procedure (Available on The Hub).

· Filing and Retrieval of Medical Records within the Medical Records Indexed Libraries (Available on The Hub).



All patient health records must be registered using the NHS number.  Where no NHS number or patient ID is not known, the NHS number must be verified via the NHS Spine.

On registration the following service user data must be collected:

· NHS number

· Patient’s hospital number 

· Patient’s name, address, postcode and telephone number

· General Practitioner

· Demographic and contact details

· Marital status

· Occupation where applicable

· Ethnic Group 

· Religion

· Liable Status/Overseas Visitor Status (if known)

· Patient Data Alert notification

· Need for an interpreter or advocate (Record ‘not required’ where necessary’)

· Preferred language in cases where an interpreter is required

· Next of kin, nearest relative, emergency contact person (Record ‘No next of kin’ where there is none)

[bookmark: _Toc410977435][bookmark: _Toc411015220]4.2	Content

All health records must contain details of: 

· Reason for referral (or admission) 

· Previous history/background 

· Assessment 

· An initial diagnosis/differential diagnosis, management plan and also the progress towards final diagnosis progress notes 

· Documentation to provide evidence of the care planned which must be acknowledged in the progress notes 

· Details of information sharing consents obtained and records of any disclosures made of personal/sensitive information 

Separate health records must not be kept unless approved by the Clinical Records Group, at which point the approval of the creation of such records will be updated on the Trust Database of Health Records and reflected within this policy.  Requests for authorisation of the creation of separate health records must be made to the Chair of the Clinical Heath Informatics Development Group,

The following health records are not routinely held inside the main paper health record and have authorisation from Clinical Records Group to be held as separate records:

· Chemotherapy Records

· Blood Transfusion ICP

· Maternity Records including hand-held maternity records

· Therapy Records / Dietetic Records

· ITU Charts

· Elderly Day Hospital Records

· Specialist Nurse Records

· Orthodontic Records

· Child Personal Health Record (Red Book) 

· Sexual Assault Referral Centre Records

· Genito Urinary Medicine Records

· Dermatology Private Records

In cases where separate health records are kept the electronic patient record system (Meditech/SystmOne as agreed by Clinical Records Group) must contain a statement from the health care professional, to be recorded as a Patient Data Alert, indicating the existence of a separate health record and details of where the additional record(s) are stored.  This must be updated with the location of the record each time the record is moved to a different location.  Where new records are created on subsequent referrals, each new record created must be referenced on the agreed Trust approved system.

Where there has been authorisation from Clinical Records Group for records to be kept outside of the main health record, the service responsible for the management of those records is also responsible for ensuring the identification and implementation of local processes for the management of such records in compliance with this policy and the Standard Operating Procedures that support it as listed in Section 7 of this policy.

All electronic records are subject to the same legislation and guidance as paper records. This includes the Data Protection Act 2018. The health records standards outlined above therefore apply in principle. 

Only Trust approved electronic systems must be used for health records. These must at a minimum be password protected and only accessible by authorised users who have a legitimate reason to access the records.

Where records are held electronically, staff must follow additional guidance in relation to information security as described in the Trust’s Information Governance Policy and its associated documents. 

Where incident forms clearly relate to one service user they must be filed with the service user’s record. Where incidents relate to more than one service user they may be filed in each record provided person identifiable information relating to the other service user(s) is redacted (Guidance on appropriate method of redaction of records can be sought from the Health Records Manager).  Otherwise they must be filed with the locality Serious Untoward Incident Co-ordinator or Clinical Governance Manager and reference to the incident made in the progress notes. Any associated documentation must reflect this. 

[bookmark: _Toc410977439][bookmark: _Toc411015221]Complaints records must be filed separately from the case notes unless there is a need to record the complaint (for example where it is directly relevant to the service user’s health and failure to recognise this when caring for the service user could have a detrimental effect on the health and well-being of that individual).




4.3	Data Quality

To ensure continuing accuracy of records the service user’s full name, address and key contact details (including GP) must be verified by staff during the administrative checks at each contact (i.e. contact centre/ outpatient receptions/admissions) and differing records (both paper and electronic) must be synchronised. Where necessary, altered patient labels must be reprinted and filed in the appropriate place and the superseded labels removed.

The Trust’s Service User Identification procedure must be followed at all times when creating and making entries to health records.

Health records entries must be of a consistently high standard. They must be complete, accurate, legible, contemporaneous and timely.  They must be of sufficient depth to allow the reader to reconstruct the events recorded.

Documentation must be filed within the health record according to the filing instructions included within the Trust’s approved health record folder(s) which must be used by all services of the Trust unless separate health records have been approved by the Clinical Records Group for use by the service.  Further information on this can be found in the relevant guidance documents and standard operating procedures describing filing in different types of health records (Available on The Hub).

All entries to health record must be made in compliance with Health Records Data Quality Guidance (Available on The Hub).

Care plans must be: 

· Inclusive of patient details (name, address, date of birth, NHS Number)

· Up to date, signed, dated and include a review date 

· Include contingency arrangements to cover the absence of the allocated care co-ordinator 

· Reflect evidence based practice 

· Given to the service user who must sign the copy of the care plan where this is mandated. If the service user refuses to sign a care plan where this is mandated, this must be documented 

Machine produced investigation results (ECG, CTG etc.) must be labelled and filed securely in the appropriate section of the health records.  Local guidelines apply for securing CTG investigation results into the health record and must therefore be complied with (Available on The Hub).

[bookmark: _Toc410977440][bookmark: _Toc411015222]All services must comply with the Trust’s annual mandatory Health Records Data Quality Audit.  Details of which can be found in the Health Records Data Quality Audit Guidance document (Available on The Hub).

4.4	Internal Transfer of Records with a Patient

There may be occasions where a patient is asked to take their notes from one area of the hospital to another. Before being passed to the patient all records should be placed in a sealed transit bag for safe transfer.

4.5	Removal of Paper Records Off-Site

Where a patient is transferred to another NHS Trust as part of a current episode of care or patient records are requested by another NHS Trust, the original patient record must be photocopied and if possible, transferred with the patient. The original patient paper records can only leave the Trust if the patient is being transferred as an emergency or under circumstances authorised by either the Caldicott Guardian or SIRO.

Any paper records that are removed from the Hospital site to another Trust owned site must be stored and tracked to their new location as outlined in 4.6 of this Policy. When being transferred they should be stored in a sealed transit bag.

4.6	Maintenance & Preservation of Records and Libraries

Hand held records in excess of 3 inches thickness are unmanageable and must therefore be split into volumes in accordance with the Health Records Volumising Standard Operating Procedure.  Volumes must not be separated and must be held together with an elastic band.

All services responsible for the use and management of health records must ensure that when a missing record is identified (i.e. one that cannot be located when required), the Missing Health Record Standard Operating Procedure is followed to ensure that the Trust is able to maintain an auditable log of missing records and conduct continued missing records searches and audits (Available on The Hub).

Service(s) responsible for the management of records libraries must regularly check the status of records removed from the library on an annual audit plan to be reported to the Clinical Records Group.  Further guidance on tracking of records removed from records libraries can be sought from the health records manager.

If a service user is found to be registered more than once and has more than one set of records (i.e. a duplicate record) at a single site or record store, the records must be merged in accordance with the Health Records Merging of Duplicate Records Standard Operating Procedure (Available on The Hub).
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4.7	Storage & Tracking

ALL health records must be stored securely and safely in compliance with IG standards requirements as outlined in the Trust’s Information Governance Policy.

ALL health records must be stored in such a manner that will allow them to be easily located, retrieved and accurately re-filed.

ALL health records must be retained in line with legislative retention period for health records.  The length of the retention period for health records depends upon the type of record.  See Records Management NHS Code of Practice Part 2 (2nd Edition).

The following standards apply with respect to Health Records Storage at all times: 

· All files held outside of the main health records library/archives must be filed in a logical ordered system in accordance with the approval issued by Clinical Records Group for use of separate health records.

· All main health records and maternity records must be tracked to their current location on Meditech at all times in accordance with the Meditech Guidance.

· All main health record and maternity health record libraries must store records in an indexed library in accordance with the Standard Operating Procedure for Filing and Retrieval of Medical Records within the Health Records Indexed Libraries (Available on The Hub).

· All main health records and maternity records must be placed in their storage areas with the case note number facing outwards.

· All file storage areas must be regularly audited using the Health Records Storage Audit Tool, with results reported to the Clinical Records Group (Available on The Hub).The frequency of audits for any given records storage facility will be agreed with the Clinical Records Group.

· Records identified as lost must be considered as a risk and must be reported immediately using the incident reporting procedure of the Trust. The missing files must be logged and tracked using the Health Records Missing Records Management Standard Operating Procedure.

· Records must be retained in accordance with Records Management NHS Code of Practice Part 2 (2nd Edition) and must be destroyed only according to the Trust Health Records Destruction Standard Operating Procedure (Available on The Hub).

· Eating, drinking or smoking near records is not permitted under any circumstances. 

· Appropriate physical security measures must be in place to control access to work areas where health records are stored or used. 

· Health records must not be left unattended or unsecured in public areas (i.e. Corridors/ wards/clinics).

4.8	Contaminated Health Records

In the event that records become contaminated (e.g. by spillage, flood):

· CSU to submit Datix incident report  

· CSU to write to patient and approve the creation of duplicate medical record

· Create duplicate medical record reproducing where possible all relevant patient clinical history (e.g. GP correspondence,  reports, medical history from other treating clinicians both within and out of the organisation)

· [bookmark: _Toc410977442][bookmark: _Toc411015224]Destroy the contaminated record in line with infection control standards and principles (Prevention, Control & Management of Infection Policy).

4.9	Access, Sharing & Disclosure

Health Records must be available to access on a 24 hour / 7 day a week basis. 

The Main Health Records Library operates a 24 hour 7 day service.  All urgent requests for access to the main Health Records must be made via the Health Records Emergency Case Note Request Service (Extension 4494).   

Where other health records belonging to the Trust are required out of hours the Duty Senior Nurses / Manager in charge can access records. The Duty Senior Nurse / Manager in charge must verify the ID of the individual requesting access and find out the reason for access. The Duty Senior Nurse / Manager in charge must ensure that the store has been properly secured before leaving the area. 

Where records belonging to other organisations are required, the organisation to which the records belong must be contacted in order to request access.  This includes gaining access to records belonging to other organisations which are stored on this site and extends to access of such records out of hours.

Information in a service user’s record must be held in complete confidence and only viewed by those directly involved in the provision of care or who are otherwise authorised by the Trust to do so. 

Unauthorised disclosure and misuse of information constitutes a breach of confidentiality and breach of this policy which may lead to disciplinary action, dismissal and legal action. 

Information contained in a service user’s record must therefore only be accessed on a ‘need to know’ basis. Individuals are specifically not permitted to access their own records, records of people they know via a work, social or family connection or in response to media interest. 

The Trust will undertake regular and targeted audits to identify instances where confidentiality is breached and take action against any individual found to have inappropriately accessed a record.

Requests for records held in an external records storage facility (e.g. Iron Mountain/CG Gold) must be made via the Health Records Support Manager. 

Access to electronic records stored on Meditech is based on staff having a windows login account with the Trust, SystmOne is managed via the Registration Authority (RA) process and individuals require a Smartcard with a Sponsor approved role or position to enable 24/7 access. Guidance on the RA Process can be found in the RA Policy

All sharing of information must adhere to statute, the Trust’s Information Sharing Policy and Protocols and Caldicott principles. The IG Assurance and Security Manager can provide detailed guidance on request. Generally, the following principles apply: 

· Service users must be helped to complete a ‘Permission to Share’ form that clearly lists individuals and agencies they do not want information to be shared with. The form must be updated at regular intervals. They must also be given a copy of the ‘Confidentiality Booklet’ that explains how their information is processed, and advised that in some circumstances it may not be possible to care for them if their information is not shared. 

· Service user information may not be passed on to others without the service user’s consent except as permitted under schedule 2 and 3 of the Data Protection Act 2018.

· Explicit consent is required if identifiable service user information is used in any publication 

· Where identifiable information is disclosed a record of the disclosure and the reasons for doing so must be recorded in the notes 

· In circumstances where information is shared without the consent of the service user the Responsible Clinician must make the decision to do so. The Trust’s IG Assurance and Security Manager can also advise.

When a child or vulnerable adult is believed to be at risk then relevant information must be shared without delay. This requirement will always override all other confidentiality considerations; however the Caldicott Guardian must be advised in all cases. Conversely, if it is believed disclosure may compromise an individual’s safety, or that it is not in the public interest to disclose, then the information must not be shared. Reasons must always be documented in the record.

Where information is shared either through sending of physical notes or electronically outside the Trust the transfer principles outlined in the Trust’s Information Governance Policy apply. 

A service user may wish to exercise their right to refuse to sharing of their information at any time.  

Sometimes two competing interests may come into conflict, such as the service user’s informed refusal to allow disclosure, and the need to provide effective treatment to that person.  A service user’s refusal to allow information sharing with other health professionals may compromise service user safety, but if this is an informed decision by a competent person it should be respected.

A refusal to share information must always be recorded on the service user’s digital record in Meditech as a special indicator and in the paper record in the alerts section.  The entry must detail the nature of the refusal to share (i.e. what restrictions are to be placed on sharing of information) and it must be dated and time stamped.  Following registration of a refusal to share information, that information must not be shared (unless there is a legal requirement or an overriding public interest in disclosure).

[bookmark: _Toc411015225]All requests for access to health records under the Data Protection Act 2018 or Access to Health Records Act must be directed immediately to the Subject Access Request team (Extension 7299).  All such requests will be processed in accordance with the Standard Operating Procedure for Processing Subject Access Requests (Available on The Hub). 

4.10	Safeguarding

Safeguarding Concerns:

When a safeguarding concern is raised with a member of staff about a child, vulnerable adult or any other service user the member of staff must also record in both the paper and electronic records the following:

· The name, title /agency and contact details of the person that raised the concerns, this will enable further contact to be made with that person /agency for updates and or clarification.

· A summary of the concerns that were brought to the staff member’s attention and a summary of the information shared with others as a consequence of the concern being raised.

· The name, title / agency and contact details of any other person that the concerns were subsequently shared with on a need-to-know basis, this will enable staff to confirm what information has been shared and with whom.

· Whether the concerns have been referred to Children’s Social Care or the Police as appropriate and as per the Trust safeguarding children / safeguarding vulnerable adults policies and Rotherham Local Safeguarding Children Board Procedures.




Hand-held Records:

Where safeguarding issues are raised with a member of staff in relation to a service user that has hand-held records, information must not be recorded in the hand-held record relating to concerns that a child may be the subject of:

· Fabricated or Induced Illness 

· Sexual abuse / child sexual exploitation 

This will ensure the parent or alleged abuser are not made aware of the concerns until Children’s Social Care or the Police have informed;

Information relating to a victim of domestic abuse / violence / Honour-based Violence / Forced Marriage or Human Trafficking must not be recorded in the hand-held records so that the alleged perpetrator does not gain access to it and consequently increase the risk to the victim.

If a practitioner is concerned about what safeguarding information to record in any service user’s record they must seek advice from a member of the Safeguarding Team on the same day that they have the concern.

4.11	Use of Health Records for Audit, Research and Teaching Purposes 

Explicit consent is required if service user information is used in research, with the exception of in cases where approval has been obtained from the Health Research Authority to do so without gaining consent of the individual(s).

Irrespective of the requirement to obtain consent, the use of service user records for the purposes of research must be approved by Research & Development Department through virtue of provision of NHS permission for research prior to any research activity taking place.

Any use of service users’ records for research purposes must comply with the Department of Health’s Research Governance Framework, International Conference on Harmonisation (ICH) Guidelines, and be in line with the Health & Social Care Act.

Access to records for audit purposes must only be undertaken for projects that have been registered and approved through the Trust’s audit registration process.  Collection of data must comply with the Data Protection Act 2018 (GDPR). In particular, clinical audit reports must be anonymised to preserve service user confidentiality.

If health records are to be used for teaching purposes outside of the clinical team then the records must be made completely anonymous.  Where it is not possible to completely anonymise records (i.e. photographic records from which a service user may be identifiable), consent from the service user must be obtained.

Service user records may be used for teaching purposes and clinical supervision within the clinical area without consent.

[bookmark: _Toc410977443][bookmark: _Toc411015226]The principles of access and confidentiality remain the same regardless of intent and therefore the right of the patient to refuse access to their records for the purposes of research or teaching purposes must be respected and documented in their notes. 

4.12	Adopted & Transgender Persons Records

Adopted Persons

Notwithstanding any other centrally issued guidance by the Department of Health, the records of adopted persons can only be placed under a new last name when an adoption order has been granted. Before an adoption order is granted, an alias may be used, but more commonly the birth names are used. 

Depending on the circumstances of the adoption there may be a need to protect from disclosure any information about a third party. Additional checks before any disclosure of adoption documentation are recommended because of the heightened risk of accidental disclosure. 

It is important that any new records, if created, contain sufficient information to allow for a continuity of care. At present the GP would initiate any change of NHS number or identity if it was considered appropriate to do so, following the adoption.

Transgender Persons

A patient can request that their gender be changed in a record by a statutory declaration, but this does not give them the same rights as those that can be made by the Gender Recognition Act 2004. The formal legal process (as defined in the Gender Recognition Act 2004) is that a Gender Reassignment Certificate is issued by a Gender Reassignment Panel. At this time a new NHS number can be issued and a new record can be created, if it is the wish of the patient. It is important to discuss with the patient what records are moved into the new record and to discuss how to link any records held in any other institutions with the new record.

4.13	Archiving & Retention

Health records in any media (electronic or paper) must be retained according to the Trust’s Record Retention Guidance (Available on The Hub).This is based on the NHS Records Management Code of Practice.  However, the IICSA (Independent Inquiry into Child Sexual Abuse (IICSA) overrides the normal retention periods for all documents; correspondence; notes; emails and all other information – however held – which contain or may contain content pertaining directly or indirectly to the sexual abuse of children or to child protection.  Therefore all records must, at this time, be retained indefinitely until further notice.

All health records where the last date of entry is under 3 years must be retained in Trust premises.

All health records where the last date of entry is more than 3 years may be securely stored off-site or in an agreed digital format provided the records can be accessed readily.

All health records which have crossed the minimum retention period must be assessed for research, clinical, historical or legal value and if appropriate for destruction.

All health records must be destroyed in a secure manner according to the Trust’s Record Destruction Standard Operating Procedure (Available on The Hub).

No health records must be destroyed without authorisation from the Clinical Records Group.

To assist with archiving and retention, a current year label must be affixed in the ‘year label’ box on the front cover of the main health records and obstetric records folders at the service user’s first contact with the service. The current year label must be updated if the service user has subsequent contacts. The date of the last year label attached to the front of the record is the date used to determine retention or destruction 

Deceased patients’ folders must be marked ‘Deceased’ on the front cover of the folder. 

An electronic system search must be undertaken annually by the health records department to identify inactive and deceased patients’ records. The search must be verified with the paper records before any decision regarding marking the record as deceased is taken. In the same way other available information about a service user must be drawn together to assist the review.

Records requiring extended retention must be easily identified with a ‘Do not destroy’ marker if they meet the following criteria: 

· Research value 

· Legal value 

· Historical purposes such as permanent retention at the Public Record Office 

· Identified familial illness 

The justification for extended retention must be approved by a senior clinician and documented in the record in line with the Health Records Retention Guidance (Available on The Hub) , or in cases where the extended retention of the record is dictated by the patient’s participation in a research study, a ‘Research Participant Label’ must be affixed to the front of the notes to identify the required retention period in accordance with the Standard Operating Procedure for Recording Research in Patient Notes (Available on The Hub). In both cases a ‘DO NOT DESTROY’ label must be applied to the front of the records.

The Health Records Support Manager will ensure records marked with ‘Do not destroy’ labels are appropriately archived in line with the required retention periods.

Scanning of health records may be adopted by services to support health records management, access and archiving.  Once the practitioner has made the decision to scan a document the document must be scanned and stored in an appropriate format and the paper original can be destroyed in line with Health Records Destruction Standard Operation Procedure.



[bookmark: _Toc410977444][bookmark: _Toc411015227]4.14	Destruction

After review, a list of the health records identified for destruction must be taken to the local clinical governance committee for approval.

The approved list must be forwarded to the Patient Access Service Manager who will seek the approval of the Clinical Records Group. 

On notification of final approval from Clinical Records Group record destruction must be undertaken in a secure manner in compliance with the Health Records Destruction Standard Operating Procedure. Approved contractors must be used to destroy records under secure conditions. A certificate of destruction must be obtained and permanently kept with the locality records manager. 



5. DEFINITIONS AND ABBREVIATIONS



5.1 Definitions



ICE:			an electronic system for reporting clinical investigations

MEDITECH:  	an electronic patient record system

SYSTMONE:	an electronic patient record system



5.2 Abbreviations



CRG			Clinical Records Group

GDPR		General Data Protection Regulation

IG			Information Governance

IICSA 		Independent Inquiry into Child Sexual Abuse

RA			Registration Authority

SIRO		Senior Information Risk Owner

TRFT		The Rotherham NHS Foundation Trust
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SECTION 2

DOCUMENT DEVELOPMENT, COMMUNICATION, IMPLEMENTATION AND MONITORING



8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS



This document was developed in consultation with:



The Clinical Records Group and Medical Records Department



9. APPROVAL OF THE DOCUMENT



This document was approved by:



Corporate Informatics Committee



10. RATIFICATION OF THE DOCUMENT



This document was ratified by the Trust Document Ratification Group.



11. EQUALITY IMPACT ASSESSMENT STATEMENT



An Equality Impact Assessment has been carried out in relation to this document using the approved initial screening tool; the EIA statement is detailed at Appendix 1 to this section of the document.



The manner in which this policy impacts upon equality and diversity will be monitored throughout the life of the policy and re-assessed as appropriate when the policy is reviewed.



12. REVIEW AND REVISION ARRANGEMENTS



This document will be reviewed by the Clinical Records Group every three years unless such changes occur as to require an earlier review. 





13. DISSEMINATION AND COMMUNICATION PLAN



		To be disseminated to

		Disseminated by

		How

		When

		Comments



		DRG Admin Support  via policies email

		Author

		Email

		Within 1 week of ratification

		Remove watermark from ratified document and inform DRG Admin Support if a revision and which document it replaces and where it should be located on the intranet. Ensure all documents templates are uploaded as word documents.



		Communication Team

(documents ratified by the Document Ratification Group)

		DRG Admin Office 

		Email 

		Within 1 week of ratification

		Communication team to inform all email users of the location of the document. 



		All email users

		Communication Team

		Email

		Within 1 week of ratification

		Communication team will inform all email users of the policy and provide a link to the policy.



		Key individuals



Staff with a role/responsibility within the document



Heads of Departments / Matrons

		Author

		Meeting / Email as appropriate

		When final version completed

		The author must inform staff of their duties in relation to the document.



		All staff within area of management

		Heads of Departments /Matrons

		Meeting / Email as appropriate

		As soon as received from the author

		Ensure evidence of dissemination to staff is maintained. Request removal of paper copies

Instruct them to inform all staff of the policy including those without access to emails







14. IMPLEMENTATION AND TRAINING PLAN

The responsibility for implementing this policy lies with the Health Records Department.  The Health Records Department are responsible for ensuring that all relevant areas within the Trust are made of aware of any changes required in the policy.

The implementation process will commence upon approval of this policy by the Trust Policy Ratification Group. It is the responsibility of Matrons/Heads of Departments/Service to ensure that new staff receives information about this policy and it should be part of any local inductions. They must also ensure that any changes to this policy are effectively communicated within their areas of responsibility.  It is the responsibility of Matrons/Head of Departments to maintain evidence that all staff have received information about this policy and any updates to it.

Health Records Policy is a core subject area that all staff must be aware of and be compliant with.  New staff must be made aware of the policy at the earliest opportunity.  The Health Records Team will work with individual departments to ensure departments are equipped to undertake this training, and where applicable, local assistance will be provided.

The Health Records team will take responsibility for raising the level of Health Records Policy awareness and training throughout the Trust.

· The Trust Health Records Policy will be introduced to new starters via the Corporate Induction.

· The Health Records Team and Clinical Records Group will raise Trust wide awareness of Health Records issues, common themes in incident reporting, training opportunities and progress etc. via appropriate communications methods.

· The Health Records Team will develop Health Records communications materials to inform and advise service users and staff on Health Records issues.



15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS OF THE TRUST DOCUMENT



15.1. Process for Monitoring Compliance and Effectiveness



		Audit / Monitoring Criteria

		Process for monitoring e.g. audit, survey

		Audit / Monitoring performed by

		Audit / Monitoring frequency

		Audit / Monitoring reports distributed to

		Action plans approved and monitored by



		Reporting of any suspected Health Records Policy Breaches based on Health Records Policy knowledge gained from Health Records Training.

		Trust’s Incident Reporting System

		All Staff who will report any suspected incidents / breaches to a senior member of staff.

		As and when incidents occur

		Health Records Incidents Reported at CRG

		As per Trust’s incident Reporting Policy. Where an issue has arisen that requires disciplinary action, Trust Disciplinary Procedures will be followed



		Health Records Tracking

		Audit

		Medical Records

		Monthly

		CSUs

		CRG



		Health Records Quality Audit

		Audit

		Medical Records

		Monthly

		CSUs

		CRG







15.2. Standards/Key Performance Indicators (KPIs)



Care Quality Commission Standards

Data Protection and Security Toolkit Standards
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EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL

		Document Name:

		Health Records Policy

		Date/Period of Document:

		January 2019 - January 2022



		Lead Officer:

		    Sally Atkinson

		Job title:

		Patient Access Service Manager

		



		|_|  Function

		  Policy

		|_|  Procedure

		|_|  Strategy

		|_|  Other: (State)_________________



		Describe the overall purpose / intended outcomes of the above: 



		You must assess each of the 9 areas separately and consider how your policy may affect people of different groups within those areas.



		1.	Assessment of possible adverse (negative)  impact against a protected characteristic



		Does this have a significant negative impact on equality in relation to each area?

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Age

		

		X

		



		2

		Disability

		

		X

		



		3

		Gender reassignment

		

		X

		



		4

		Marriage and civil partnership

		

		X

		



		5

		Pregnancy and maternity

		

		X

		



		6

		Race

		

		X

		



		7

		Religion and belief

		

		X

		



		8

		Sex

		

		X

		



		9

		Sexual Orientation

		

		X

		



		You need to ask yourself:

· Will the policy create any problems or barriers to any community or group? |_| Yes  No

· Will any group be excluded because of the policy? |_| Yes  No

· Will the policy have a negative impact on community relations? |_| Yes  No

If the answer to any of these questions is Yes, you must complete a full Equality Impact Assessment







		2.	Positive impact:



		Could the policy have a significant positive impact on equality by reducing inequalities that already exist?

Explain how will it meet our duty to:

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Eliminate discrimination, harassment and / or victimisation

		

		X

		



		2

		Advance the equality of opportunity of different groups

		

		X

		



		3

		Foster good relationships between different groups

		

		X

		







		3.	Summary 

On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or negative adverse impact on equality?  



		Positive

		

		Negative



		HIGH |_|

		MEDIUM |_|

		LOW |_|

		NEUTRAL 

		LOW |_|

		MEDIUM |_|

		HIGH |_|



		Date assessment completed: January 2019

		Is a full equality impact assessment required?

		|_| Yes                            No

		



		Date EIA approved by Equality and Diversity Steering Group:
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1. INTRODUCTION

Trans people have existed throughout history and appear in every culture. In some societies trans people are revered for the way in which they transcend the conventional division between masculine and feminine. Individual care and respect begins with appreciating that all people are individuals. The NHS is there for everyone.

Trans people must never be seen exclusively in terms of their gender identity or history. Like everyone, trans people get illnesses requiring treatment; they can have chronic conditions; they can be injured; they can develop problems through ageing; and they can become depressed or mentally ill for the same reasons is people do. 

The Gender Recognition Act makes it a criminal offence to disclose protected information about a trans person without permission if it was obtained in an official capacity. This applies to indirect as well as direct (word of mouth) disclosure and therefore means that paper and computer records should be considered with great care. The General Data Protection Regulation (GDPR) 2018 also means that information about an employee or patient’s gender history or treatment should be regarded as sensitive information. The GDPR applies whether the individual has obtained a Gender Recognition Certificate (GRC) or not.

Good practice undoubtedly exists in all areas; however, the often negative experience of trans people – formed throughout their lives through personal experience or by hearing or reading of bad experiences in the press and from contemporaries – can lead to poor expectation, anxiety about the simplest of contacts with services, and an overall need to build trust. There is sometimes an assumption outside of large cities that there will be far fewer, if any trans patients or employees at all. Actually, it’s likely that trans patients will have been treated in every Trust without health staff knowing the patient was trans, since the patient’s records could have been changed by their GP to reflect the patient’s gender identity. There will also be trans patients and staff who are very early in transition, on Gender Identity Clinic (GIC) waiting lists which may be months or years long, whose trans status is not yet recorded in their medical records.

Unless it is directly relevant to the condition or its likely treatment, it is unlawful to disclose a patient’s gender history without their consent.  “Outing” a person as trans without their explicit consent is classed as direct discrimination under the Equality Act 2010 and could result in criminal charges under the Gender Recognition Act 2004.

Many trans people have experienced extreme social disapproval and rejection at some point in their lives. Any disregard for a trans person’s expression of their identity is likely to be experienced as total rejection of who they are. Careful thought therefore needs to be given to the way in which staff are trained and prepared to accommodate trans patients, especially in clinics and on hospital wards. 

Being trans is not a sexual orientation; it refers to a change in a person’s expressed gender identity: as a man, woman, another gender or no gender. Nor does being trans predict sexual orientation. Trans women can be attracted to men or women or both or neither. The same applies to trans men and non-binary trans people. Trans people have a sexual orientation and are likely to have relationships in accordance with that. Trans people who identify as lesbian, gay or bi (LGB+) are likely to experience the same issues regarding their sexual orientation as non-trans LGB+. Non-binary people are now generally included in the broad category of trans. Historically, the notion that trans people have to be moving towards male or female genders has been both particularly strong and particularly problematic in the medical community. Non-binary is both a gender identity and a ‘catch-all’ term to describe gender identities other than strictly male or female. Whilst there are many types of non-binary gender, some are more commonly discussed than others. 

Intersex people may or may not identify as trans, just like the rest of the population.  However, much of the practice detailed within this policy may be applicable when supporting intersex patients and staff.

The way that TRFT treats trans patients and staff will be in line with our core values.

We will be ambitious in our efforts to ensure that trans patients and staff are fully safe and supported.

We will be caring, showing compassion, understanding, and empathy when working with trans patients and staff. Trans inclusion will be treated not as a “box-ticking exercise” but as an integral and valued part of our work as a Trust.

We will work together with trans staff, patients and external community groups, as well as our staff and patients more generally, to ensure that this policy is well understood, adhered to and accessible.  This policy has been developed following community and colleague engagement.



2. PURPOSE & SCOPE



2.1 Purpose

The objective of this policy is to ensure that trans patients and staff can experience a welcoming and inclusive environment without experiencing discrimination because of their trans status, and to ensure that the Trust is in accordance with relevant legislation (Gender Recognition Act 2004, Equality Act 2010)

Why is a trans equality policy needed?
Many organisations have employees who are trans and most Trusts will have treated patients who are trans. Research shows that a diverse workforce results in improved healthcare and better outcomes for patients. A trans person who is supported at work is likely to be a happy and therefore more productive and loyal employee. Some will be transitioning in the workplace, and it is important to support these employees appropriately. Trans people are protected under the Equality Act 2010: ‘gender reassignment’ is one of the nine protected characteristics.

Having a trans equality policy provides a clear demonstration to trans employees, job applicants and patients that the Trust is a safe and welcoming place for them.

Why ‘Trans inclusion policy’ not ‘Gender reassignment policy’?
Trans people should be protected from discrimination and harassment at all times, regardless of whether they choose to transition medically or not.  Although the phrase ‘gender reassignment’ is used in the Equality Act 2010, it is now generally considered to be out-dated language.  Both the Equality Act 2010 and the Gender Recognition Act 2004 are clear that transition need not involve any medical intervention.



2.2 Scope

This policy applies to all TRFT employees, non-executive directors, governors, volunteers, carers and patients.



3. DEFINITIONS AND ABBREVIATIONS



3.1 Definitions

‘Transgender’ or ‘trans’ (the latter is generally the preferred terminology) describes people whose gender identity differs from their sex assigned at birth. They are umbrella terms covering people who:

· are intending to undergo, are undergoing, or have undergone gender reassignment at any stage; 

· identify as having a gender different from that which they were assigned at birth and are planning to or have had medical interventions such as hormone therapy or surgery; 

· identify as having a gender different from that which they were assigned at birth, but who are not planning any medical intervention; and/or, 

· are non-binary – that is, they are not solely male or female.  They may define themselves as both, neither or something entirely different.  They may or may not have medical interventions to align their body with their non-binary gender identity.

These are not mutually exclusive alternatives.

‘Transitioning’ is the process undertaken by a trans person in order to bring their gender presentation into alignment with their gender identity. This often involves dressing differently, using a different name and pronoun (e.g. she, he or they) and changing official documentation. It may involve various types of medical or surgical treatment, although this is not the case for all trans people. 

TRFT recognises that there is no right or wrong way to transition and is committed to supporting each individual in their decisions.



3.1.1 Glossary of Terms used within this Policy

· Assigned sex – The sex you were given when you were born.

· Bisexual or Bi – refers to a person who has an emotional and/or sexual orientation towards more than one gender.

· Biphobia - the fear or dislike of someone whose sexual orientation is bisexual. 

Cisgender or Cis – A match between your assigned sex and gender identity.A person who is not transgenderComing out – A process by which an LGBT+ person will tell friends/family/co-workers etc. about their LGBT+ status

· Cross Dresser / Transvestite – An individual of either sex that likes to wear the clothes of the opposite sex, but are otherwise happy with their gender identity.

· Gender Identity – The cognitive process of recognising one’s own identity. How a person feels in regards to male/female/neither/both. 

· Gender dysphoria – used to describe when a person experiences discomfort or distress because there is a mismatch between their sex assigned at birth and their gender identity. This is also the clinical diagnosis for someone who does not feel comfortable with the gender they were assigned at birth.

· Gender Fluid - a gender identity best described as a dynamic mix of male and female. A person who is Gender Fluid may always feel like a mix of the two traditional genders, but may feel more masculine/male some days, and more feminine/female other days. Being Gender Fluid has nothing to do with which set of genitalia one has, nor sexual orientation.

· Gender Identity Clinic (GIC) – A specialist transgender health service offered by seven different NHS Trusts throughout England.

· Gender neutral/neutrality - can refer to supporting and enforcing the idea of a gender neutral society: that we should avoid giving roles to genders and sexes in schools, the workplace, places of worship and other institutions.

· Gender reassignment – another way of describing a person’s transition. To undergo gender reassignment usually means to undergo some sort of medical intervention, but it can also mean changing names, pronouns, dressing differently and living in their self-identified gender. Gender reassignment is a characteristic that is protected by the Equality Act 2010.

· Gender Recognition Certificate (GRC) – this enables binary trans people to be legally recognised in their self-identified gender and to be issued with a new birth certificate. Not all trans people will apply for a GRC and you have to be over 18 to apply. You do not need a GRC to change your gender at work or to legally change your gender on other documents such as your passport.

· Intersex – An individual born with - or who develops at puberty - the genitalia and/or secondary sex characteristics determined as neither exclusively male nor female, or which combine features of the male and female sexes.

· Non-binary – To not identify within the binary male or female ideologies in Western society.

· Oestrogen – Female hormone often prescribed to trans women / transfeminine persons.

· Outed – when a lesbian, gay, bi or trans person’s sexual orientation or gender identity is disclosed to someone else without their consent.

· Passing – Being seen or read as the gender you present yourself as e.g. a male identifying person being read as male.

· Pronouns – words we use to refer to people’s gender in conversation - for example, ‘he’ or ‘she’. Some people may prefer others to refer to them in gender neutral language and use pronouns such as they / their and ze / zir. Others may choose not to use any pronouns; they will ask to be referred to by their name.

· Post/pre/non op(erative) – Referring to the surgery status of the individual (note, this term is no longer in general usage outside medical settings).

· Sexual Orientation – Emotional, romantic or sexual attraction to people i.e. gay, straight, bisexual, pansexual etc.

· Stealth – Living in one’s acquired gender without anyone knowing about one’s trans status.

· Testosterone – Male hormone often prescribed to trans men / transmasculine persons.

· To gender – To assign someone else a gender by noticing behaviour and body presentation.

· Trans(gender) – an umbrella term to describe people whose gender is not the same as, or does not sit comfortably with, the sex they were assigned at birth. Trans people may describe themselves using one or more of a wide variety of terms, including (but not limited to) transgender, transsexual, cross dresser, non-binary, genderqueer (GQ).

· Trans man – a term used to describe someone who is assigned female at birth but identifies and lives as a man. 

· Trans woman – a term used to describe someone who is assigned male at birth but identifies and lives as a woman. 

· Transitioning – the steps a trans person may take to live in the gender with which they identify. Each person’s transition will involve different things. For some this involves medical intervention, such as hormone therapy and surgeries, but not all trans people want or are able to have this. Transitioning also might involve things such as telling friends and family, dressing differently and changing official documents.

· Transphobia – discrimination based on gender identity/perceived gender identity. A person does not have to be trans to suffer from transphobia.

· Transsexual- A person who medically transitions from the sex they were assigned to at birth with the gender identity they feel they are e.g. a person transitioning from male to female.  This term can be seen as outdated, and the terms transgender or trans are generally preferred.



3.2 Abbreviations



· BHNSFT  Barnsley Hospital NHS Foundation Trust

· CIS       Care Identity Service

· DBS      Disclosure and Barring service

· EDI        Equality, Diversity and Inclusion

· FTSUG  Freedom to Speak Up Guardians

· GDPR    General Data Protection Regulation

· GIC       Gender Identity Clinic

· GP         General Practitioner      

· GQ         Genderqueer            

· GRA      The Gender Recognition Act 2004

· GRC      Gender Recognition Certificate

· ID          Identification

· LGBT+   Lesbian, Gay, Bisexual and Trans, plus related identities

· NHS     National Health Service

· NHS FT National Health Service Foundation Trust

· TRFT     The Rotherham NHS Foundation Trust



4. ROLES & RESPONSIBILITIES



		Roles

		Responsibilities



		Chief Executive

		Ensure appropriate policies are in place and are regularly monitored and reviewed



		HR Director

		Ensure policy is communicated to staff and that appropriate training is provided



		Chief Nurse

		Ensure that this policy informs patient care within our organisation



		Staff members

		Report any instances of harassment, victimisation or discrimination.

Treat trans patients and colleagues with dignity and respect and with fairness and equity; being accountable for their own behaviour and actions and understanding the way in which their behaviour may affect others. 



		Line Managers

		Maintain confidentiality at all times.

Thoroughly investigate any instances of harassment, victimisation or discrimination.

Support trans staff members in any way that is necessary and appropriate (both during and after any transition).



		Equality, Diversity and Inclusion Team

		Maintain and update this policy and provide appropriate training on trans inclusion.

Support staff members who are transitioning at work.



		Human Resources

		Ensure appropriate records are kept (paper and electronic) regarding staff.



		Health Informatics

		Change names, titles and pronouns on email and other systems for staff.

Identify and update/report any software (clinical or non-clinical) which does not allow for a trans person’s data and pronouns to be correctly recorded.



		Estates Department

		Issue updated security passes and ID badges as needed for staff who are transitioning.



		Trade Unions

		Support staff members if they experience harassment, victimisation or discrimination.

Suggest improvements to policy.







5. PROCEDURAL INFORMATION



5.1	Employees who are transitioning at work

If an employee states that they are intending to transition at work, their line manager, in conjunction with other appropriate colleagues, should aim to make this process as smooth as possible. Managers should be aware that it can be an extremely difficult step for someone to approach their manager about transitioning. Some of the reasons they are likely to worry about the response are:

· Fear that this will hinder their progress at work

· Fear of being discriminated against by their team or patients

· Anxiety around how new pronouns and/or a new name will be received by other members of staff

· Anxiety about being challenged when using the bathroom which corresponds to their gender identity, or, for some non-binary employees, not feeling that the bathrooms available to them are appropriate.

TRFT is committed to reassuring all staff that they will be supported and respected. The transition process will be led by the individual concerned.

Any member of staff who is transitioning while at work will have the option to be assigned a named member of the Equality, Diversity and Inclusion team to whom they can speak directly about any issues that arise during their transition at work.

5.1.1	Informing colleagues

The manager and staff member will discuss the individual’s preferences in relation to informing others, including other managers, colleagues and other relevant contacts. They will agree whether the staff member will do this, whether they would prefer the manager or a work colleague to do this, or a mixture of these options. They will also get express written agreement from the staff member about when and how this will happen, including the details of the message and who it will be shared with. Levels of disclosure may vary in detail for different types of contacts and will be agreed in advance. Colleagues who wish to should be given access to online or face to face trans inclusion training.

5.1.2	Uniforms and dress codes

If a uniform is in place for the role, managers will ensure that the trans employee has access to the uniform that is most appropriate at all times. Some trans employees may need access to both the male and female uniforms. This can be simplified by making all uniform options available to all staff, rather than dividing them into ‘male’ and ‘female’ categories, or having a gender neutral uniform. Managers should be flexible and should support the preferences of the trans person wherever possible. In some cases a trans person who is receiving hormonal treatment will experience rapid changes in body shape and thus require new uniforms at a more frequent rate than usual. This should be allowed for as part of that colleague’s medical transition journey. 

All staff have the right to comply with any dress codes in a way that reflects their gender identity and gender expression, regardless of whether or not they are trans and whether or not they have come out as trans.

5.1.3	Patient facing roles

There is no reason why a staff member who is transitioning should not continue in a patient facing role. However, some people may prefer a period of redeployment during transition, or as a permanent change. Managers and HR will work with the trans person to find a solution that meets the needs of both the employee and the service. The Trust will support the trans staff member and challenge any discrimination from the public or colleagues.

5.1.4	Attendance at appointments and support needed for treatment and surgery

Managers should be as flexible as possible for staff members who need to attend transition-related appointments and treatment. In addition, trans staff are entitled to the same sickness absence and pay as other staff.

Many people have to travel a long distance for appointments, and these may be given at short notice. People may need reduced hours or duties, or other changes to usual working arrangements for a temporary period following some treatments. Managers should be as flexible as possible to accommodate this. 

Trans staff who have recently started hormone therapy will be experiencing puberty. Managers and colleagues should be sensitive to the fact that trans colleagues may experience mood swings and other emotional and behavioural effects as a part of this process, and offer support where needed.

5.2	Recruitment

People who have already transitioned have no obligation to disclose their gender history. Job applicants and interviewees will not be asked their gender identity during the recruitment process – it is not a relevant criterion in selection. Neither is there any obligation for a trans person to disclose this as a condition of employment.  If they choose to disclose, this is not in itself a reason for not offering employment, and non-disclosure or subsequent disclosure is not grounds for dismissal. Appointing officers who become aware that an applicant is trans will maintain full confidentiality in relation to this.



5.2.1	Job References

Where a reference request is received for an existing employee who has transitioned, TRFT will respect the employee’s privacy and only respond using the employee’s specified name and gender in the reference.

Disclosure on sickness absence will not include time taken off for medical appointments related to transition. This information is strictly confidential and managers must be very careful of any record keeping in this. 

When the Trust requests a reference, the request will be made using the prospective employee’s specified name and gender since transitioning. We will not mention previous names or gender identity, unless specifically asked to do so (in writing) by the trans person.

5.2.2	Disclosure & Barring Service (DBS)

If the appointment requires criminal record checks, we will highlight to all applicants the confidential procedure available to trans people. The Disclosure & Barring Service has a dedicated number for trans people to ring which is 0151 676 1452, or they can be emailed at sensitive@dbs.gov.uk

5.2.3	Qualification certificates

TRFT recognises that it can be difficult and expensive for a trans person to change their qualification certificates. If these are in a former name then where possible a record will be made that the certification has been seen, but a copy will not be taken.  If it is absolutely necessary for TRFT to store a copy, they will be stored securely and only accessed by named persons.

5.2.4	Professional registration

If the employee’s job involves professional registration, we will check whether the registration body has a specific, confidential process for gender transition and support the employee through the process.

5.3	Pensions and national insurance

Where pensions, national insurance contributions or other benefits are dependent on legal sex, trans people will be advised of the different implications of whether they do or do not have a Gender Recognition Certificate.



5.4	Changing facilities, toilets and other single sex facilities

Trans people are entitled to use single sex facilities in accordance with their acquired gender. For non-binary people, this might mean using gender-neutral facilities, or using a combination of different facilities. Trans patients and staff who prefer a gender neutral toilet should be allowed to use the disabled toilet facilities if this is the only gender neutral option available. Ideally gender neutral facilities should be available without the need for a radar key (as needed for some disabled toilet facilities).

Waste bins suitable for the disposal of menstrual products will be provided in all toilet facilities regardless of gender. This also benefits those who may need to dispose of dressings, incontinence pads, stoma bags etc.



5.5	Updating records

Electronic records will be updated in a timely manner, to coincide with the date on which the workplace transition begins. Care will be taken to ensure that records do not link back to the former name – this may entail creating a whole new email address rather than simply changing the name on the existing one, for instance. The manager and staff member will work together to ensure that nothing is missed.

New security passes with the staff member’s new name and a new photograph will be issued, without any replacement cost to the trans staff member (for staff members who experience rapid changes in appearance during transition, new security passes can be requested at any time).

In the case of a gender fluid or bi-gender trans person, it may be appropriate to issue security passes for both the staff member’s masculine and feminine gender identities, or issue a pass which uses the staff member’s initials: (e.g J. Smith as opposed to John, Jay or Jane Smith.)

Paper records will be updated where possible. Those which cannot be updated – for instance, paper copies of references relating to the employee’s recruitment –will be stored in a secure place, and clearly marked as only to be accessed by named persons.

In cases where a trans person has not yet changed their name by deed poll but has another name that they prefer to use, this should be respected where possible, for example, by being recorded in their notes. Pop-up messages can be used on some data systems to remind staff to use the patient’s chosen name.



5.6	Legal protection for trans people



5.6.1	Gender Recognition Act 2004

The UK Gender Recognition Act (GRA) enables people aged over eighteen to gain full legal recognition for the (binary) gender in which they live. Applications are considered by the Gender Recognition Panel. Once a person receives a Gender Recognition Certificate (GRC), they are legally of that gender for every purpose and have all the rights and responsibilities associated with that gender. 

Employment rights do not depend on whether a person has a Gender Recognition Certificate. Employers should not ask for a person’s GRC and it should never be a pre-condition for transitioning at work. To make an application for a GRC, a person needs to show they have been living – and working - in that gender for at least two years. Therefore a GRC may not be in place at the point upon which an employee embarks upon the transition in the workplace.

The Gender Recognition Act gives anyone applying for or holding a Gender Recognition Certificate particular privacy rights. It is a criminal offence to pass on information acquired ‘in the course of official duties’ about someone’s gender recognition, without the consent of the individual affected.  ‘Official duties’ include employment, trade union representation or supply of business or professional services.

Owing to the difficulty, intrusive process and cost of acquiring a Gender Recognition Certificate and the fact that there is currently no way for non-binary trans people to access these, many trans people choose not to apply for GRA. This has no bearing on the legitimacy of their trans identity. Although they do not enjoy some of the legal protections the certificate confers, they are nonetheless protected under the Equality Act 2010.



5.6.2	Genuine Occupational Requirements

In the vast majority of cases, the gender of a worker is of no relevance to their ability to do a particular job. However, the Equality Act 2010 does allow for an exception where being of a particular sex is an ‘occupational requirement’ of that post. In the highly unlikely event that this is the case for an employee transitioning at work, they will be redeployed into a suitable position.  Legal advice must be sought in this situation.



5.7	Support for staff members with a family member who is transitioning

If a staff member is supporting a family member who is transitioning, they may need to take time off to attend appointments and treatment or give assistance following surgical procedures. Some of these may be at short notice and may involve travelling a long distance. Managers should be as flexible as possible to accommodate this.



5.8	Providing hospital services to trans patients - principles

i. Clinical responses should be patient-centred, respectful and flexible towards all trans people regardless of whether they live continuously, sporadically or temporarily in the gender role that aligns to their gender identity. 

ii. Accommodating trans patients in line with their gender identity is not optional and must be the starting point of any interaction with a trans patient.

5.8.1	Provision of inpatient accommodation

i. Trans patients should be accommodated according to their gender, not their sex assigned at birth.  Different genital or breast sex appearance is not a bar to this, since sufficient privacy can usually be ensured through the use of curtains or by accommodation in a single side room adjacent to a gender appropriate ward. This should be discussed and agreed with the trans patient in a confidential manner.

Trans men can be feminine and wear makeup, and trans women can be masculine and choose not to shave. Trans patients who are unwell or injured may be unable to express their gender in the way that they would prefer, for example, being unable to shave regularly or wear make-up. This may be very distressing and cause the patient to feel less safe on the ward, which may mean that a cubicle is more comfortable for them. They may also require support in maintaining their usual gender expression.  Staff should ask the patient which bay they would feel more comfortable on. Cubicles (if available) may be used to accommodate non-binary trans patients who do not feel comfortable on a single gender bay, but this should not be the presumed default for all trans people.

ii. This approach may only be varied under special circumstances where, for instance, the treatment is sex-specific and necessitates a trans patient being placed in an otherwise opposite gender ward. Such departures should be proportionate to achieving a ‘legitimate aim’, for instance, a safe nursing environment. 

iii. It does not depend upon their having a gender recognition certificate (GRC) or legal name change. 

iv. It applies to toilet and bathing facilities. 

v. In the case of trans patients whose family are not aware of or accepting of their trans status, the trans patient’s view takes priority. A trans patient’s choices as to how they are addressed by family members will be respected; this may differ to the way they refer to themselves at other times.

vi. Trusts have a legal duty to ensure that people are protected from discrimination or harassment. This includes not tolerating negative actions, comments or opinions of other patients, patient’s family, carers or members of staff. 

vii. Confidentiality is essential. Discussions related to accommodating a person sensitively and meeting their needs should be undertaken only with relevant persons and with the consent of the trans patient. 

viii. Where treatment is ‘sex specific’, how to sensitively accommodate a trans patient of the opposite sex should be discussed with the person involved and a joint decision made about how to proceed. This should be done to accommodate the wishes of the patient not the convenience of staff. 

ix. If staff are unsure of a patient’s gender, they should, where possible, ask discreetly what pronoun the patient uses. In the case of non-binary patients it is appropriate to ask where the patient would be most comfortably accommodated. 

x. If upon admission, it is impossible to ask the view of the patient because they are unconscious or incapacitated then, in the first instance, inferences should be drawn from presentation and mode of dress. It is worth noting that the initial judgment may be wrong and staff should discreetly ask which pronoun the patient uses when the patient regains consciousness.

xi. No investigation as to the genital sex of the person should be undertaken unless this is specifically necessary in order to carry out treatment. 

xii. Post-operatively, or while unconscious for any reason, those trans women who usually wear wigs are unlikely to wear them, and may be ‘read’ incorrectly as men. Extra care is required so that their privacy and dignity as women is appropriately ensured.

xiii. Trans men whose facial appearance is clearly male, may still have female genital appearance, so extra care is needed to ensure their dignity and privacy as men and vice versa.



5.8.2	Practical steps and adjustments

i. Provide patients who are trans with opportunities to discuss any concerns or specific arrangements to meet their needs.

ii. Practical steps in services that are sex specific might include: 

a. Systematically offering the first appointment of the day, so as to avoid the embarrassment of being one man among many women in a waiting area and vice versa. 

b. Discussing recovery process options with the patient in terms of ward and level of post-surgery care but ensure that the patient is given the ultimate choice. 

c. With the permission of the patient provide a brief to theatre staff and consider introducing the patient to the nursing and theatre staff. 

d. Identify a private area for the patient to register their details, rather than in the main reception in front of other people. 

e. Allocate a separate room, off the main ward, with a ‘Do not Disturb’ sign to restrict access. 

f. Use initial and surname on boards rather than first names but explain to the trans person that this is an option should they wish this to happen.

g. Allocate a specific nurse to post-operative care in order to maintain privacy. 



5.8.3	Risk assessment

Staff may be concerned about the possible risks and vulnerabilities that could arise as a consequence of a trans person being admitted to a ward in accordance with their preferred gender. These should be assessed objectively in light of the cause of that concern.

After consideration it may be appropriate to take additional action to manage risks such as enhanced observation or even moving a trans patient but a trans patient should not be moved to an inappropriate setting and the decision should not solely be made on the basis they are trans. Just as an Asian patient would not be automatically moved to an inappropriate ward due to potential racism by other patients, so too, a Trans person should not be moved from a ward appropriate to their gender identity due to potential prejudice of other patients.



5.9	Handling prejudice and discrimination and harassment

The Trust has a duty to take reasonable steps to challenge and prevent transphobic harassment, regardless of whether the victim is trans, and regardless of whether the victim has come out as trans. These may include:

· Jokes or banter

· Insults or threats

· Unnecessary and degrading references to someone’s gender identity, or their perceived gender identity

· Excluding someone from activities or social events

· Spreading rumours or gossip including speculating about someone’s gender identity, or outing them

· Asking intrusive questions 

Complaints from staff or patients relating to gender identity based discrimination will be treated with the same gravity as all other protected characteristic-based discrimination. (Please refer to trust policies on Diversity and Inclusion and Bullying and Harassment.).



5.10	Particular considerations for children and young people

Trans children and young people should be accorded the same respect for their self-defined gender as are trans adults, regardless of their genital sex. 

Where there is no segregation, as is often the case with children, there may be no requirement to treat a young trans person any differently from other children and young people. Where segregation is deemed necessary, then it should be in accordance with the dress, stated name and/or stated gender identity of the child or young person. 

In some instances, parents or those with parental responsibility may have a view that is not consistent with the child’s view. If possible, the child’s preference should prevail even if the child is not Gillick competent.



6. REFERENCES



6.1 Legislation

· The Equality Act 2010

This law makes it unlawful to discriminate against people who: ‘are proposing to undergo, are undergoing or have undergone a process (or part of a process) to reassign their sex by changing physiological or other attributes of sex have the protected characteristic of gender reassignment.

Discrimination by Perception (discriminating against someone out of a belief that they have a protected characteristic) and Discrimination by Association (discriminating against somebody because of their relationship with or support of someone with a protected characteristic) also breach of the Equality Act 2010. 

The Equality Act does allow a service provider to defend providing a different service or excluding a person from the service who is proposing to undergo, is undergoing or who has undergone gender reassignment.  The exemption must only be applied on a case-by-case basis. It cannot be used to ban all trans people from using a service.

Excluding a trans person will only be lawful “where the exclusion is a proportionate means of achieving a legitimate aim”. 

The denial of a service to a trans person should only occur in “exceptional circumstances”

The exemptions can only be used where every way to enable full inclusion has been explored and no other option can be found.

Applying exemptions should never be considered without recourse to legal advice. 



· The Gender Recognition Act 2004 (GRA)

This law enables trans people to apply for a Gender Recognition Certificate (GRC). This is legal recognition of a person’s identified gender. Not all trans people apply for a GRC and a GRC is not required for protection against discrimination.

Section 22 of the GRA prohibits the needless disclosure of information about a GRC holder’s trans status.

If a member of TRFT staff knows, or believes, that a patient or colleague holds a GRC, it is illegal to share that information with others or ask the patient or colleague if they hold a GRC unless it is medically relevant to do so.



7. ASSOCIATED DOCUMENTATION

· Bullying and Harassment

· Diversity and Inclusion Policy































TRANS INCLUSION POLICY (PATIENTS AND WORKFORCE)





SECTION 2

DOCUMENT DEVELOPMENT, COMMUNICATION, IMPLEMENTATION AND MONITORING






8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS

This document was developed in consultation with:

TRFT LGBT+ staff network

Joint Partnership Forum

Equality, Diversity and Inclusion Steering Group

Operational Workforce Group

Public

Trust Waste Manager



9. APPROVAL OF THE DOCUMENT

This document was approved by Operational Workforce Group



10. RATIFICATION OF THE DOCUMENT

This document was ratified by the Trust Document Ratification Group.



11. REVIEW AND REVISION ARRANGEMENTS

This document will be reviewed every three years by the Head of Equality, Diversity and Inclusion (unless such changes occur as to require an earlier review).



12. DISSEMINATION AND COMMUNICATION PLAN



		To be disseminated to

		Disseminated by

		How

		When

		Comments



		DRG Admin Support via "DRG Admin Support" email.

		Author

		Email

		Within 1 week of ratification

		Remove watermark from ratified document and inform DRG Admin Support if a revision and which document it replaces and where it should be located on the Hub. Ensure all documents templates are uploaded as word documents.



		Communication Team

		DRG Admin Support

		Email 

		Within 1 week of ratification

		Communication team to inform all email users of the location of the document. 



		All email users

		Communication Team

		Email

		Within 1 week of ratification

		Communication team will inform all email users of the policy and provide a link to the policy.



		Key individuals

Staff with a role/responsibility within the document

Heads of Departments / Matrons

		Author

		Meeting / Email as appropriate

		When final version completed

		The author must inform staff of their duties in relation to the document.



		All staff within area of management

		Heads of Departments / Matrons

		Meeting / Email as appropriate

		As soon as received from the author

		Ensure evidence of dissemination to staff is maintained. Request removal of paper copies

Instruct them to inform all staff of the policy including those without access to emails







13. IMPLEMENTATION AND TRAINING PLAN



		What 

		How 

		Associated action 

		Lead

		Timeframe



		Trans inclusive LGBT awareness training for all staff

		In person or via Microsoft teams as part of MaST/audit days

		LGBT awareness training is available for staff to access via the EDI team.  Bespoke/Stop the Shift sessions may be requested for teams 

		Head of Equality, Diversity and Inclusion

		Ongoing



		Management training around supporting trans employees

		In person or via Microsoft teams as part 

		Supporting Trans Colleagues training will be included as part of inclusive leadership training

		Head of Equality, Diversity and Inclusion

		October 2021 onwards



		Training/guidance around supporting trans patients for all patient facing staff

		In person or via Microsoft teams as part of MaST/audit days

		Trans awareness training for clinical staff is available for staff to access via the EDI team.  Bespoke/ Stop the Shift sessions may be requested for teams

		Head of Equality, Diversity and Inclusion

		Ongoing



		Ensuring that Trust toilets are accessible and appropriate for those who menstruate.

		Provision of offensive waste bins in all toilets

		

		Estates

Waste Management

		Ongoing







14. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS OF THE TRUST DOCUMENT



14.1 Process for Monitoring Compliance and Effectiveness



		Audit / Monitoring Criteria

		Process for monitoring e.g. audit, survey

		Audit / Monitoring performed by

		Audit / Monitoring frequency

		Audit / Monitoring reports distributed to

		Action plans approved and monitored by



		Number of transphobic incidents reported on Trust sites

		Datix reports, Call it out, work it out and Freedom to speak up

		Head of EDI, Lead FTSUG

		As incidents occur

		EDI Steering Group

		EDI steering group







14.2 Standards/Key Performance Indicators (KPIs)

None Applicable.



15. EQUALITY IMPACT ASSESSMENT STATEMENT

An Equality Impact Assessment has been conducted on this policy.  A copy is available on request from rgh-tr.edi@nhs.net
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1. INTRODUCTION

The Mental Capacity Act (MCA) 2005 for England and Wales came into force on April 1st 2007. The Act provides a statutory framework to empower and protect people who may lack capacity to make some decisions for themselves, for example, people with dementia, mental health problems or brain injuries. This Act does not apply to decisions made for, or on behalf of any person under 16.

The MCA identifies that it must be presumed that people have capacity unless it can be clearly proven otherwise, and outlines steps and actions to be taken to establish whether a person has capacity or not.

The Act itself provides a statutory framework to empower and protect vulnerable people/people at risk, who may not be able to make their own decisions, or who may need support to make their own decisions.

It makes it clear who can take decisions on a person’s behalf, and covers major decisions about an individual’s property and affairs, healthcare treatment and where the person will live, as well as more everyday decisions such as patient care. It also enables people to plan ahead for a time when they may lose capacity.

The Act has reformed previous arrangements regarding Powers of Attorney, and has provided for a new Public Guardian and Court of Protection who are concerned with the financial, property, health and welfare matters relating to people who lack mental capacity to make their own decisions.

The Act introduced new criminal offences of willful neglect and willful ill treatment of a person who lacks capacity; this includes family, carers, Health and Social Care staff and those providing care in a person’s home.

The legal framework is supported by the Mental Capacity Act Code of Practice (2007), and the Mental Capacity Act Deprivation of Liberty Safeguards Code of Practice (2008) which provides guidance and information about how the Act should be interpreted.

Everyone has a duty to ensure that they are aware of their responsibility as they may be the best person to advocate on behalf of a service user in order to ensure the best outcome is achieved in each individual circumstance.

2. PURPOSE & SCOPE

2.1 Purpose

2.1.1 To embed the principles of the Mental Capacity Act 2005 throughout the Trust, specifically around the assessment of capacity and making of best interest decisions. This policy will provide an overall framework for key elements of the care and treatment of people who may lack capacity.

2.1.2 To set out the requirements for all the staff employed by the Rotherham NHS Foundation Trust in respect of the Mental Capacity Act 2005 and the accompanying Code of Practice. This legislation requires that all staff who are employed in Health have regard to the Mental Capacity Act Code of Practice.

2.1.3 To offer guidance on the correct process for assessing the mental capacity of patients where there are concerns about their capacity to make decisions.

2.1.4 To ensure compliance with legislation in identifying potential Deprivation of Liberties Safeguards and the process for authorisation of requests.

2.2 Scope

2.2.1 This policy applies to, and must be followed by all colleagues, regardless of gender, age, disability, sexual orientation, race, language, religion, ethnic or social origin, employed or commissioned to provide healthcare services by TRFT, including volunteers.



3. ROLES & RESPONSIBILITIES



		Roles

		Responsibilities



		Board of Directors

		The Board of Directors will confirm ratification of the policy, as well as assuring itself that it is being implemented effectively.



		Chief Executive

		As accountable officer, the Chief Executive must:-

· Ensure that the Trust has an overarching Mental Capacity policy which describes the Trust’s processes in adhering to the Mental Capacity ACT 2005

· Ensure that the processes are in place for the implementation of the policy

· Ensure that the processes are in place for the monitoring of the policy

· Ensure these responsibilities are delegated as described to an appropriate Executive Lead 



		Chief Nurse / Medical Director

		As nominated Executive Leads, are accountable to the Trust Board of Directors for ensuring compliance with this policy in all parts of the Trust including:-

· That robust systems and processes within the Trust take account of the Act 

[image: ]   That all professional staff are aware of their responsibilities in following and adhering to this policy



		Assistant Chief Nurse

		As the Trust strategic lead is responsible to the Chief Nurse for ensuring that this policy is implemented across all areas of the Trust.



		Named Nurse Adult Safeguarding

		Responsible to the Assistant Chief Nurse for operational implementation of the Mental Capacity Act Policy and the Deprivation of Liberties Safeguards across the Trust. The Named Nurse will work with Clinical Directors, Business and Service Managers and Matrons to ensure that local arrangements for implementing the policy occur.





The Named Nurse Adult Safeguarding will act as the DoLS coordinator in accordance with the DoLS Implementation arrangements SOP.



  This work may be delegated across the Adult      Vulnerabilities team.





		Clinical Directors Managers / Matrons / Lead Nurses

		Responsible for:-

· Ensuring staff within their areas of responsibility are aware of this policy 

· Implementing the document within their area of responsibility, ensuring that this policy is used within departments for which they have line management responsibility that staff comply with this policy

[image: ]   Ensuring their staff are able to attend provided training to comply with the Act, as appropriate to their role



		Trust Staff

		Are responsible for compliance with all aspects of the procedures described within this document and for adhering to and working within the boundaries set out.







4. PROCEDURAL INFORMATION

Please refer to the Flow chart and appendices for the process, procedure and paperwork to be utilised by all Trust staff in the assessment and completion of Mental Capacity Assessments and Deprivation of Liberties Safeguards.

4.1 Mental Capacity

All staff within the Trust have a responsibility to enable adults, including those considered vulnerable or at risk, to make their own decisions wherever possible.

The starting point must always be to assume that a person has the capacity to make a specific decision. Some patients may need help to be able to make or communicate their decision. This does not however always necessarily mean that they lack capacity to do so. They may need the information to be put in a more accessible format. What matters is their ability to carry out the processes involved in making a decision, not the outcome.

Capacity should be assessed whenever a person’s capacity is in doubt, to ensure that decisions are not inappropriately made on their behalf, and that patients do not make decisions that they do not fully understand that may put them at risk of harm.

If it is identified that an adult may lack capacity to make a decision, all staff have a responsibility to enable, support and maximise their ability to make, or contribute to decisions at every level.

The Mental Capacity Act (MCA) sets out FIVE principles which must be considered and followed in every instance when consideration is being given to using MCA:-

· A person must be assumed to have capacity unless it is established that he/she lacks capacity

· A person is not to be treated as unable to make a decision unless all practicable steps to help him/her to do so have been taken without success

· A person is not to be treated as unable to make a decision merely because he/she makes an unwise decision

· An act done or decision made, under this Act for or on behalf of a person who lacks capacity must be done, or made, in their best interests

· Before the act is done, or the decision is made, regard must be had to whether the purpose for which it is needed can be effectively achieved in a way that is less restrictive of the person’s rights and freedom of action

4.1.1 Lack of capacity

As identified in the Mental Capacity Act, the test for mental capacity is made up of 2 stages:

· Stage 1: There must be an impairment or disturbance in the functioning of the mind or brain

· Stage 2: As a result of the impairment, or disturbance in the functioning of the mind or brain there must be an inability to make the decision in question

· Particularly:-

· It does not matter whether the impairment or disturbance is permanent or temporary

· A lack of capacity cannot be established merely by reference to a person’s age or appearance, a diagnosis/condition, or an aspect of his/her behaviour, which might lead others to make unjustified assumptions about his/her capacity

· Any questions as to whether a person lacks capacity must be decided on the balance of probabilities



4.1.2 Fluctuating capacity or temporary loss of capacity

Some people may at times be able to make their own decisions, but have a mental health problem or other conditions, which affect their decision-making ability. In these circumstances, it may be possible to put off making a decision until such time as the person has regained capacity.

All staff must weigh up a person’s capacity against the specific decisions that need to be made. If someone lacks capacity to make a decision on one occasion, it does not mean they will always lack capacity to make decisions in the future. Any assessment of a person’s capacity must be ‘decision and time specific’; this means:

· The assessment of capacity must be about a particular decision that has to be made at a particular time

· If a person cannot make complex decisions this does not mean they cannot make simple decisions. For example, a patient may not have the capacity to make a decision about the best place they need to live on discharge, but they may still be able to identify whether they prefer tea or coffee



4.1.3 The Mental Capacity Act and Children and Young People

The MCA applies to young people over the age of 16 years who lack capacity to make their own decisions. There is however an overlap between the MCA and the Children Act (2004) for 16 and 17 year olds, but most of the provisions of the Act apply to young people.

While capacitous 16 and 17-year-olds may give or refuse consent to treatment at the time it is offered, views or preferences they express when they have capacity should be considered when making a best interests decision. However a person needs to be over 18 years to make an advance decision, a Lasting Power of Attorney or a will.

A 16 or 17-year-old who lacks capacity to consent can be treated under Section 5 of the MCA. The person providing care or treatment must follow the MCA’s principles and act in a way that they reasonably believe to be in the young person’s best interests in accordance with the principles of the MCA. The young person’s parents or others with parental responsibility (or in some cases someone independent of the family is appointed) should be consulted where applicable and appropriate.

In the event of a dispute between those with parental responsibility and those treating or caring for the young person, where the dispute cannot be resolved in any other way, then The Court of Protection can be applied to for a Best Interest’s decision.

In most situations the care and welfare of children under 16 will continue to be dealt with under the Children Act (2004). The MCA does not generally apply to children under 16 years but there are two exceptions:

· The Court of Protection can make decisions about the property and affairs of a child where it is likely that the child will lack capacity to make those decisions when they reach 16 years of age

· The criminal offence of ill treatment or willful neglect also applies to children under 16 who lack capacity as no lower age limit is specified for the victim

4.2 The Assessment of Capacity and Supporting People

Anyone caring for or supporting a person who may lack capacity could be involved in the test to assess capacity, and the presumption is always that a person has capacity to make a decision.



For most day to day decisions the assessor will be the person caring for them at the time that the decision needs to be made. Staff should make every effort to encourage and support the person to make a decision by themselves. This might include considering:-

· Has all the relevant information been provided to make the decision in a format the person can understand, i.e. accessible language, pictures, larger font, videos, sign language?

· Is information about alternatives available?

· Is there a particular time of day when the person’s understanding is better?

Can anyone else help or support the person to understand the information or make a choice, e.g. a relative, carer, or friend i.e. someone who takes an interest in their welfare, or the person is familiar with?

· Is the person potentially under some pressure to make a certain decision (undue influence or coercive control)?

· Can the decision be delayed until the person regains capacity?

· Specialist or expert opinion may be helpful, but knowledge of the person concerned, for example that of their family or friends is important and will help to facilitate a decision

Deciding that a person lacks capacity is a serious decision and a formal, clear and recorded process must be followed when an important decision is to be made and recorded on the Mental Capacity Assessment Form (Appendix 2) and Best Interests Meeting Form (Appendix 3). A Flow Chart has been developed to assist with the decision making process (Appendix 1).

Day to day assessments of capacity may be relatively informal but must still be recorded in the patient’s records. Mental Capacity Assessment Forms (Appendix 2+4) and a Best Interest Check Sheet (Appendix 3+5) have been designed to assist staff.

4.2.1 Naming a Decision Maker

If it is identified by the person providing care that a patient lacks the capacity to make their own decisions, it will be necessary for someone to make the decision on the person’s behalf; formally termed the ‘decision maker’. The decision-maker is the person who is proposing to take action or is responsible for the day-to- day care or for assessment of the patient, for example a Doctor, Nurse, Social Worker or Therapist.

The name of the decision-maker must be recorded. This person is responsible for ensuring the Mental Capacity Act is followed. The process of arriving at a decision of ‘Best Interest’, the information that informed the decision, those involved in the decision and the decision made must be clearly recorded in the patient’s record and be recorded on the Best Interest Form.

4.2.2 Determining an individual’s best interests

If a person has been assessed as lacking capacity then any action taken or decisions made for, or on behalf of that person must be made in his or her best interests. In determining what is in a person’s best interests, staff must consider:-

· Is it likely that the person will at some time have capacity in relation to the matter in question, and if it appears likely that he/she will, when is that likely to be?

· So far as reasonably practicable, permit and encourage the person to participate, or to improve the ability to participate, as fully as possible in any act done for him/her and any decision affecting him/her?

· Where the decision relates to life-sustaining treatment, and considering whether the treatment is in the best interests of the person concerned, could the decision be motivated by a desire to bring about death?

Consider, as far as is reasonably ascertainable:-

· The person’s past and present wishes and feelings (and in particular, any relevant written statement made by him/her when they had capacity)

· The beliefs and values that would be likely to influence his/her decision if they had capacity

· The other factors that he/she would be likely to consider if they were able to do so

Take into account, if it is practicable and appropriate the views of:-

· Anyone named by the person as someone to be consulted on the matter in question or on matters of that kind

· Anyone engaged in caring for the person or interested in his/her welfare



· Anyone holding a Lasting Power of Attorney granted by the person 

· Any deputy appointed for the person by a Court

Best interests decisions should be documented on part II of the Mental Capacity Assessment Form (see Appendix 2), and it is the responsibility of the Decision Maker to ensure the correct paperwork is completed. This applies to whoever is making the decision.



4.2.3 Use of the Independent Mental Capacity Independent Advocate (IMCA)

There may be some occasions when a referral to an IMCA is required. A referral to an IMCA is normally a requirement in law when

‘A person assessed as not having capacity lacks relatives/friends who can be consulted’

AND

‘The person faces either serious medical treatment or a significant change of residence’

The key functions of the IMCA are:-

· Representing and supporting the person who lacks capacity.

· Obtaining and evaluating information

· Ascertaining the person’s wishes and feelings, as far as possible.

· Ascertaining alternative courses of action

· Obtaining a further medical opinion

· Representing a person who lacks capacity where it is alleged that the person is or has been abused or neglected by another person. Or the person is abusing or has abused another person

There are two further decisions where the local authority or health care provider has the power to instruct an IMCA for a person who lacks capacity. These are decisions relating to:-

· Care reviews

· Adult protection cases

In these cases the local authority or the NHS body has a duty to decide in each individual case whether it would be of particular benefit to the person who lacks capacity to have an IMCA support them.

NB  Please note that IMCAs are not involved in emergency situations/ decisions.

To contact the IMCA service and for more information please see appendix 7.



4.3 Consenting to Treatment/Procedures

Where an adult patient lacks the mental capacity to give or withhold treatment for themselves, no one else can give consent on their behalf. Following completion of a mental capacity assessment, treatment may be given if it is deemed to be in the patient’s best interest. The Consent Form 4 should be used in these situations. This can be found in the TRFT Policy for Consent to Examination or Treatment (ref 75). The ultimate responsibility for working out ‘best interests’ lies with the decision-maker.



4.3.1 Advance decisions to refuse treatment

An advance decision (also known as living will or advance directive) enables someone aged 18 and over, while still capable, to refuse specified medical treatment for a time in the future when they may lack the capacity to consent to or refuse that treatment. The Mental Capacity Act sets out two important safeguards of validity and applicability in relation to advanced decisions.

Advanced decisions to refuse treatment that meet all the requirements of the Mental Capacity Act will be legally binding on health and social care professionals.

There is no set format for recording an Advance Decision to Refuse Treatment (ADRT) However if this involves life sustaining treatment it must be written, signed and witnessed by a third party and must expressly state it applies ‘even if life is at risk’.

The person may withdraw their advanced decision at any time by any means, except in the case of life-sustaining treatment, where the withdrawal must be in writing.

To ensure that a person’s ADRT is valid and applicable the person should be encouraged to refer to the MCA guidance/ or seek legal advice.

If there is any doubt or dispute about the existence, validity or applicability of an advanced decision then it should be referred to the court of protection for determination. Further guidance on this issue can be found in the Code of Practice. 






4.4 Use of Covert Medication

Covert medication is the administration of any medical treatment in disguised form. This usually involves disguising medication by administering it in food and drink. As a result, the person is unknowingly taking medication.

The NMC position statement on covert administration of medicines 2001 states that: “Disguising medication in the absence of informed consent may be regarded as deception. However, a clear distinction should always be made between those patients or clients who have capacity to refuse medication and whose refusal should be respected and those who lack capacity. 

Among those who lack capacity, a further distinction should be made between those for whom no disguising is necessary because they are unaware they are receiving medication, and others who would be aware if they were not deceived into thinking otherwise”. 

The covert administration of medicines should only be used in exceptional circumstances when such a means of administration is judged necessary, in accordance with the Mental Capacity Act 2005. 

Any decision to covertly administer a particular medicine should follow an assessment of the capacity of the patient (for that decision) and a best interest’s decision. It is also important to consider and plan how the medicine can be covertly administered, whether it is safe to do so and to ensure that need for continued covert administration is regularly reviewed (as capacity can fluctuate over time). 

Although medicines should not be administered covertly until after a best interests meeting has been held, in urgent situations it is acceptable for a less formal discussion to occur between the health care professional, prescriber and family or advocate. However, a formal meeting should be arranged as soon as possible.



4.5 Lasting Powers of Attorney



People over the age of 18 will be able to formally appoint one or more people to look after their personal welfare, and/or their property affairs in the form of a Lasting Power of Attorney (LPA). They allow individuals to plan ahead for a time when they may not have capacity to make certain decisions. The person appointed is then called an attorney. The LPA gives the Attorney the authority to make decisions on the donor’s behalf and will have a duty to act or make decisions in the donor’s best interests when they are no longer able to.



4.6 Deprivation of Liberty Safeguards/Restraint



Patients who do not have mental capacity to make their own decisions may need additional protection to ensure they do not suffer harm, especially in situations where delivering the necessary care requires their personal freedoms to be restricted to the point of actually depriving them of their liberty. People who need this additional protection may include those with learning disabilities, people with dementia or people with neurological conditions such as brain injuries.



The Deprivation of Liberty (DoLS) safeguards within the MCA provide a legal protective framework for those vulnerable/at risk people who are deprived of their liberty, not detained under the Mental Health Act 1983.



The DoLS itself is a legal sanction of the therapeutic care including any care that involves restriction or restraint that is being provided, and is not a negative reflection of care.



The safeguards apply to people who lack capacity to consent to care or treatment which, in their own best interests, can only be provided in circumstances that amount to a deprivation of liberty and who require restriction or restraint of such breadth, depth and duration as to amount to a deprivation of that person’s liberty in order to protect them from harm.



Regardless of whether a DoLS is in place or not, all staff must ensure that patients with ongoing care needs should be cared for in ways that promote their independence, well-being and choice. It follows from this that people should be cared for in the least restrictive regime practicable.



A judgement in P v Cheshire West and Chester Council and P & Q v Surrey County Council was handed down by the Supreme Court on 19th March 2014.  The judgement clarifies the meaning of ‘deprivation of liberty’ in the context of social and health care which had practical and legal implications for the future of the Mental Capacity Act and the application of Article 5 of the European Convention on Human Rights and Article 5 being a person’s right to liberty.



A scenario of understanding of DoLS is:  previously an individual who does 

not have the capacity to make a decision on living environment and does not challenge a placement would not be subject to a DoLS. However, the new understanding is that ALL such individuals would possibly require a DoLS. 



The judgement introduced an ‘Acid Test’ for determining whether a DoLS authorisation - The criteria for the new understanding is based on the person being:



1. Unable to consent to the living arrangements (to care and treatment in the hospital).



2. Not free to leave (to live elsewhere). It does not matter if the person is not trying to leave, you must consider whether you would let them leave if they wanted to.



3. Subject to continuous supervision and control

4.6.1	Where there are concerns that any patient may lack capacity to consent to care and treatment as an in-patient, DoLS should be considered (Appendix 8). The Deprivation of Liberty Safeguards (DoLS) Implementation Arrangements SOP is available on InSite to guide staff through the process.



Staff must ensure that care plans reflect the least restrictive regime for the person and seek advice as to whether a DoLS needs to be considered with their senior nurse/Matron. 

Guidance for recognising the potential need for a DoLS authorisation and the process to be followed can be found in the MCA & DoLS Standard Operating Procedure (available on InSite).



4.7 Clear documentation: the responsibility of all staff



All professional staff involved in the care and treatment of a patient who may lack capacity to make a decision must accurately document in records (relevant electronic and/or paper records) decisions made about assessment of capacity, best interests decisions and all outcomes including:-



· What the decision was and why (for example the patient appears to be in pain thus needs analgesia)

· Why the decision was made including the reason a patient appears to lack capacity and needs care or treatment at that point in time.

· The time and date of the decision

· How the decision was made, who was involved and what information was used

The complexity of the decision will decide which forms to use in recording. Two sets of forms are available to support staff. Some decisions will require only simple forms (appendices 2+3) while for significant decisions it may be necessary to utilise the more formal mental capacity assessment and best interests forms (appendices 4+5).

Overarching care plans and medical/nursing notes must show that the patient’s mental capacity to make decisions has been assessed and regularly reviewed and that decisions are being made in the patient’s best interests until such time as the person gains the capacity to refuse or consent for themselves.



NB Such records will provide evidence for staff if they face any challenges and help them to demonstrate why they had a reasonable belief in the patient’s lack of capacity.



4.8 Sharing/Communicating Information



Seven golden rules of information sharing:-



1. Data Protection Act (1998) is not a barrier to sharing information but provides a framework to ensure that personal information about living persons is shared appropriately.

2. Be open and honest with the person (and/or their family where appropriate) from the outset about why, what, how and with whom information will, or could be shared, and seek their agreement, unless it is unsafe or inappropriate to do so.

3. Seek advice if you are in any doubt, without disclosing the identity of the person where possible.

4. Share with consent where appropriate and, where possible, respect the wishes of those who do not consent to share confidential information. You may still share information without consent if, in your judgment, that lack of consent can be overridden in the public interest. You will need to base your judgment on the facts of the case.

5. Consider safety and well-being: Base your information sharing decisions on considerations of the safety and well-being of the person and others who may be affected by their actions.

6. Necessary, proportionate, relevant, accurate, timely and secure: Ensure that the information you share is necessary for the purpose for which you are sharing it, is shared only with those people who need to have it, is accurate and up-to-date, is shared in a timely fashion, and is shared securely.

7. Keep a record of your decision and the reasons for it – whether it is to share information or not. If you decide to share, then record what you have shared, with whom and for what purpose.



5. DEFINITIONS AND ABBREVIATIONS



5.1 Definitions



	Mental Capacity

The Mental Capacity Act 2005 Code of Practice defines mental capacity as “the ability to make a decision”. This includes the ability to make a decision that affects daily life – such as when to get up, what to wear or whether to go to the doctor when feeling ill – as well as more serious or significant decisions.



It also refers to a person’s ability to make a decision that may have legal consequences for them or others. Examples include agreeing to have medical treatment, buying goods or making a will.



	Lack of capacity

As identified in the Mental Capacity Act Section 2, expressed as:-



“A person lacks capacity in relation to a matter if at the material time he is unable to make a decision for himself in relation to the matter because of an impairment of, or a disturbance in the functioning of the mind or brain.”



Inability to make decisions

Section 3 of the MCA defines inability to make decisions for themselves if unable:-



· To understand the information relevant to the decision 

· To retain that information

· To use or weigh that information as part of the process of making a decision

· Or is unable to communicate that decision (whether by talking, using sign language or any other means)



	Court of Protection

Section 45 of the Mental Capacity Act establishes the specialist Court that will deal with matters relating to decision making of adults and some children who may lack the capacity to make specific decisions, known as the Court of Protection. This new Court of Protection extends its previous role in decisions about property and affairs to serious decisions about health and personal welfare.



	Deprivation of Liberty Safeguards

There is currently no standard definition of deprivation of liberty, the MCA code of practice says:-

“To determine whether there has been a deprivation of liberty, the starting- point must be the specific situation of the individual concerned and account must be taken of a whole range of factors arising in a particular case such as the type, duration, effects and manner of implementation of the measure of the question. The distinction between a deprivation of, and restriction upon, liberty is merely one of degree or intensity and not one of nature or substance”.



5.2 Abbreviations

ADRT	Advanced Decision to refuse treatment

DoLS	Deprivation of Liberties Safeguards

DRG	Document Ratification Group

EIA	Equality Impact Assessment

IMCA	Independent Mental Capacity Advocate

LPA	Lasting Power of Attorney

MAST	Mandatory and Statutory Training

MCA	Mental Capacity Act 2005

NHS	National Health Service

NMC	Nursing and Midwifery Council

TRFT	The Rotherham NHS Foundation Trust







6. REFERENCES

· Mental Capacity Act 2005

	http://www.legislation.gov.uk/ukpga/2005/9/contents 



· Code of Practice (2007) for Mental Capacity Act 2005 (2007)  http://www.legislation.gov.uk/ukpga/2005/9/pdfs/ukpgacop_20050009_  en.pdf



· Children Act (2004) http://www.legislation.gov.uk/ukpga/2004/31/contents



· Data Protection Act (1998) http://www.legislation.gov.uk/ukpga/1998/29/contents



· The DOLS Code of Practice:-

	DoLS Code of Practice



· Deprivation of Liberty Safeguards: A guide for hospitals and care homes:-

	A guide for hospitals and care homes



· Deprivation of Liberty Safeguards: A guide for relevant person’s representatives:-

	A guide for relevant person’s representatives:-



· Making Decisions: The Independent Mental Capacity Advocate (IMCA) service

	The Independent Mental Capacity Advocate (IMCA) service



· Information Sharing: Guidance for Practitioners and Managers

	Information Sharing: Guidance for Practitioners and Managers



· The Mental Health Act 1983

	http://www.legislation.gov.uk/ukpga/1983/20/contents



· European Convention on Human Rights 

		European Convention on Human Rights



7. ASSOCIATED DOCUMENTATION – All documents are available on InSite

· The Policy for Consent to Examination for Treatment

· Violence & Aggression Policy

· Health Records Policy

· Safeguarding Vulnerable People

· Deprivation of Liberty Safeguards (DoLS) Implementation Arrangements SOP
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Mental Capacity – Decision Making/ Assessment

Adult needs to make a particular decision regarding health, social or financialADULT HAS CAPACITY ADULT MAKES DECISION

Complete the Capacity Test

Is the Person able to:-

· Understand relevant information in relation to specific decision?

· Retain this information in order to make this decision?

· Use and weigh this information to make this decision?

· Communicate their decision (whether by talking, using sign language, gestures or by any other means).

ADULT LACKS CAPACITY

(Above to be documented within records and formal paperwork to be used as specified within the policy)

All Yes

Answer No to any

Arrange Best Interest Meeting with all parties involved in care and decision. Refer to Policy for further guidance







YESDo you think the person has capacity to consent?





Does the person have an impairment of, or a disturbance in the functioning of their mind or brain permanent or temporary?

Have you taken all reasonable steps to support the person to make the decision (principle 2)

NO / UNSURE

YES

















		

		If not and they are un-befriended they must be referred to IMCA if the decision is regarding;

1. Serious medical treatment.

2. Change of residence.

3. Safeguarding Adults alert.

4. DoLS



		Is there an advance statement/ Directive?

Is there a lasting power of attorney or deputy? Does the person have someone acting on their behalf?

		

		



		

		

		



		

		

		







Ensure all actions from Best Interest meetings are recorded and documented appropriately.  All records should be dated and timed as well as signed by the author.

Please note that this process needs to be completed for each individual decision.
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BEST INTERESTS DECISION

MEETING/DISCUSSION RECORD



		



		Patient Name:-

		

		NHS No

		



		Name of Decision Maker

		

		Ward / Clinical Area

		



		Date BI process started

		



		Please give the name and designation of anyone involved with making the B.I. decision



		NAME

		DESIGNATION

		CONTACT DETAILS



		

		

		



		

		

		



		

		

		



		

		

		



		What is the decision to be made on behalf of the person who lacks capacity?



		PART 1    DETERMINING LACK OF CAPACITY

Every person (16+) should be assumed to have the capacity to make a decision unless it is proved that they lack capacity (for that decision). An assumption about a person’s capacity cannot be made merely on the basis of a person’s age or appearance, condition or aspect of his or her behaviour.



		

		YES

		NO

		



		Has the patient been determined as lacking capacity to make this particular decision at this moment in time?

		

		

		Provide the date of the MCA assessment, and ensure this is fully documented and available to the persons involved in the meeting/discussion.



		If you have answered YES, proceed to Part 2 of this document.

If you have answered NO, identify decisions to be made and complete a capacity assessment.



		



		Part 2  - Determining Best Interests

All steps and decisions taken for someone who lacks capacity MUST be taken in their BEST INTEREST



		

		Response

		Details of Actions



		

		YES

		NO

		



		Q1 – Avoid discrimination – Guidance

Have you avoided making assumptions merely on the basis of the patient’s age, appearance, condition or behaviour?

		

		

		



		Q2 – Relevant circumstances – Guidance

Have you identified all the things the patient would have taken into account when making the decision for themselves?

		

		

		



		Q3 – Regaining Capacity – Guidance

Have you considered if the patient is likely to have capacity at some date in the future and if the decision can be delayed until that time.

		

		

		



		Q4 – Encourage participation – Guidance

Have you done whatever is possible to permit and encourage the patient to take part in making the decision?

		

		

		



		Q5 – Special Considerations – Guidance

Where the decision relates to life-sustaining treatment, have you ensured that the decision has not been motivated in any way, by a desire to bring about their death?

		

		

		



		Q6 – The Person’s wishes – Guidance

Has consideration been given to the patient’s past and present wishes and feelings, beliefs and values, that would be likely to influence the decision?

		

		

		



		Q7 – Written statements – Guidance

Have you considered any written statement made by the patient when they had capacity?

		

		

		



		Q8 – Consult others – Guidance

Have you, where practicable and appropriate, consulted and taken into account the views of others including those engaged in caring for the patient, relatives and friends, persons previously named by the patient, Attorney under a Lasting Power of Attorney or Deputy of the Court of Protection?

		

		

		



		Q9 – IMCA – Guidance

If the decision relates to serious medical treatment including DNA CPR decision or changes to accommodation and there is no one identified in Q8, you MUST consider instructing an Independent Mental Capacity Advocate (IMCA) who will arrange to meet with the patient and other involved parties to consider the issue. (Details on InSite)

		

		

		



		Q10 – Avoid restricting the patient’s rights – Guidance

Has consideration been given to the least restrictive option for the patient?

		

		

		



		Q11 – Other considerations – Guidance

Have you considered factors such as emotional bonds, family obligations that the person would be likely to consider if THEY were making the decision?

		

		

		



		Part 3 – Final Decision



		Q12 – 

Having considered all the relevant circumstances, what decision/action do you intend to take whilst acting in the Best Interests of the patient?

		



		Signature

		



		Print Name

		



		Date
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Mental Capacity Assessment (Complex Decisions)

This form should be completed by an appropriate professional where there is concern that a person may lack capacity to make a specific decision about their own financial or welfare issues. Utilise the Multi Agency Mental Capacity Act Policy when completing the assessment.

Note all sections of the form require completion - including your rationale. Date:Name and Address:











Post code:





NHS No:





RU Number





		1. Fair Processing of Information





		The person must be made aware that the information will be held securely, kept in confidence and used only in their best interest to identify suitable health and social care services. Disclosure to any third party must comply with the Data Protection Act 1998 and have the subject’s agreement if they have the capacity to consent. See consent section on the final page



		



		2. Current diagnosis

		Check box

		Comments



		Dementia

		

		



		Conditions associated with some forms of mental illness

		

		



		Significant Learning disability

		

		



		Delirium

		

		



		Stroke

		

		



		Acquired brain injury

		

		



		Alcohol/ drug problem

		

		



		Physical or medical condition that cause confusion, drowsiness or loss of consciousness

		

		



		Concussion / head injury

		

		







		3. Decision

		Comments



		Full details of the issue on which a decision is required? (Note that capacity is decision specific and if there are several issues to be decided, each one must be considered separately)

		







		4. Support

		Comments



		What relevant information has been provided relating to the decision to be made?

		









		5. Mental Capacity

		Comments / Observations



		What is it about the persons behaviour or circumstances that cause doubt as to whether they have the capacity to make a decision

		



		Is the person:



		Able to understand the information relevant to the decision?

		



		Able to retain the information?

		



		Able to weigh up the information and use it to come to a decision

		



		Able to communicate their decision (by any means)

		







		6.Support

		Comments



		If the outcome to the question in section 5 is no what support has been provided to maximise the person’s capacity?

		





7. Are there any other issues for consideration?





		8. Conclusions



		What is the present conclusion regarding the person’s capacity to make the specific decision described above?

(In cases where the decision involves medical/ surgical intervention and consent is required, Consent Form 4 should be used)

		

[ ] The person has the mental capacity to make the decision.





[ ] The person lacks the mental capacity (at this time) to make the decision.







To be completed following the decision surrounding Capacity (This may be referred back to the Decision Maker)



		9. Action Plan where person lacks capacity:



		

What action(s) are necessary to enable the decision to be made on behalf of the person who lacks capacity?



Tick the statement(s) that apply and add any comments underneath the statement.



		

		The person has made a “valid and applicable” advance decision / statement which confirm his/her decision.



		Comments



		

		The decision cannot be made by others on behalf of the person (i.e. decisions related to marriage, sexual activity, divorce, adoption and voting)



		Comments



		

		The decision does not need to be made at this time as it is felt that the person will regain / develop their capacity at a future date and the decision can wait until this happens. A review date will be recorded in the person’s care-plan.



		Comments









		

		There is somebody registered with the „Court of Protection‟ who is legally able to make the decision on behalf of the person (i.e. LPA Lasting Power of Attorney or a deputy appointed by the court) This person is legally required to act in the persons ‘best interests’.



		Comments



		

		A “best Interests” decision needs to be made but it does not require a full meeting / best interests forum to be held. A written record of the decision made and who was involved will be detailed in the person’s care-plan.



		Comments



		

		A “Best Interests Meeting/Forum” needs to be held as the decision to be made is significant (e.g. the provision of medical treatment or social care). Identify the most appropriate person to fulfil the role of decision maker.

Ensure that where the person has no family or friends that it would be appropriate to consult about the decision an IMCA is appointed to represent the person. See IMCA referral.



		Comments



		

		Other (please describe)



		Comments







		10. Consent to Information Sharing



		I agree that information may be used for the purpose described in the Fair Processing Statement:





Signature: Date:



		

If the person does not have the capacity to consent, then please tick this box Assessor’s Initials:
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MENTAL CAPACITY ACT BEST INTERESTS MEETING

If a person has been assessed as lacking capacity, then any action taken, or any decision made for, or on behalf of that person, must be made in his/her best interests- Principle 4



		Held on:

		

		Venue:



		Name:

		

		Male / Female



		Address: Postcode:

		







		Chair

		Decision Maker

		Minute Taker



		Name of participants

		Designation / Location

		Invited

		present

		Apologies sent



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		







Nature of proposed care / treatment or decision to be made

Confirmation of ‘lack of capacity’





[ ] Mental Capacity Assessment Form (Appendix 2) completed and attached

(The form must detail the reasons why the person lacks capacity and the name of the person(s) involved in the assessment. If this form is not available then it must be completed before proceeding further with the meeting)



AND



[ ] Those present / invited agree that the person ‘lacks capacity’ to make the decision

(In the event of anybody challenging the assessment result, and the disagreement cannot be resolved, then a second opinion or a ruling from the Court of Protection may be required. This will depend on the urgency of the decision to be made)



Comments:





Regaining of Capacity (Is it likely that the person may regain capacity, can the decision wait until that time, if not why not?)







What options are under consideration 





Justification for proposed care/treatment





Risks relating to proposed care / treatment:















Risks related to not carrying out the proposed care / treatment:





What are the persons past and present wishes and

To be considered:

Advanced directive / statement of wishes applicable to the decision

Is there an Enduring or Lasting Power of Attorney or Court appointed deputyship.

To what extend have efforts been made to include the person in the decision making process?





Are there any beliefs and or values that would be likely to influence the decision, if he/she had the capacity? (e.g. religious, cultural, moral or political)





What are the views of family, friends or others who take an interest in the person’s welfare?





What are the views of any professionals involved in caring for the person?





What are the views of the Independent Mental Capacity Advocate (IMCA)? (If involved)





Is there a dispute about best interests? If yes what steps have been taken to work with or overcome this?





Is this the least restrictive option? (If not, why not?)





Outcome of discussions; reasonable belief as to best interests-





Where the court is not involved, carers, relatives and others can only be expected to have reasonable grounds for believing that what they are doing or deciding is in the best interests of the person concerned. They must be able to point to objective reasons to demonstrate why they believe they are acting in the person’s best interests. They must consider all relevant circumstances.










		

We, the undersigned believe this to be a fair representation of the discussions that took place. We have reasonable grounds for believing that what they are doing or deciding is in the best interests of the person concerned at this point in time. If the meeting is held virtually or information is given by others who are not present, ensure the names are captured below.



		

Name: Designation: Signature:

		

Name: Designation: Signature:



		

Name: Designation: Signature:

		

Name: Designation: Signature:



		

Name: Designation: Signature:

		

Name: Designation: Signature:



		

Name: Designation: Signature:

		

Name: Designation: Signature:



		

Name: Designation: Signature:

		

Name: Designation: Signature:



		

Name: Designation: Signature:

		

Name: Designation: Signature:
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Best Interest Meeting Check List: some points to consider



		

		YES

		NO



		Has an assessment of capacity been carried out?

		

		



		Has the assessment shown that the person lacks capacity to make the decision or decisions for themselves?

		

		



		Is the decision to be made one that is allowed to be made under the Mental Capacity Act (i.e. not an excluded decision or one that requires a Court ruling, refer to Multi Agency Mental Capacity Act Policy)

		

		



		Has someone been appointed to Chair the Best Interests meeting?

		

		



		Has someone been appointed to record the Best Interests meeting and the outcome?

		

		



		Has the Chair ensured that all of those mentioned in the statutory checklist (if appropriate) have either been consulted or invited to the meeting

		

		



		Has the Chair sent out an agenda including

		

		



		· Introductions

		

		



		· Purpose of the meeting (specifying the decision or decisions)

		

		



		· Review of requirements of the statutory checklist

		

		



		· Giving information

		

		



		· Discussion

		

		



		· Summary of information and factors to be considered

		

		



		· Deciding on best interests

		

		



		Has the outcome of the meeting been recorded and distributed?

		

		









APPENDIX 7

[image: The Rotherham NHS Foundation Trust RGB BLUE copy.jpg]







IMCA Service



Sheffield, Doncaster and Rotherham 

Cloverleaf now offer advocacy in the Sheffield, Doncaster and Rotherham areas.

We are delivering the Independent Mental Capacity Advocacy Service (IMCA) across the area in partnership with Sheffield Mental Health Citizens Advice Bureau and Advocacy Service ( www.smhcab.org.uk).



Referrals can be made to the IMCA service by contacting us on 01924 454875, or by downloading the IMCA referral form, by email to imca@cloverleaf-advocacy.co.uk, or through the contact us page on the website 



We also provide Independent Mental Health Advocacy) across Doncaster and Rotherham.

Cloverleaf is also able to provide Mental Health Advocacy for adults aged 18-65 who are accessing mental health services.

Advocates can offer support with things like:

· CPA review meetings 

· Outpatient appointments 

· Assessments 

· Finding out information about your diagnosis, medication or other treatments 

· Helping you to have your say, or raise concerns about your support, care and experiences.

If you are not sure if an advocate could help, please contact us to talk it over.  You can call us on 01724 854952.

You can also text the advocacy service:  Rotherham - 07769651467
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Flowchart when considering Deprivation of Liberty Safeguarding



FOR ADULT PATIENTS ADMITTED TO TRFT



Does the patient have Mental Capacity to consent and treatment as an inpatient at TRFT?







NO

YES





Is capacity likely to return



Document in records

Would you stop the patient leaving if they wanted to?





Reassess as indicated by presentation



Is this the least restrictive option?



Gain consent





Please evidence/document use of Best Interest decision process



Is the patient likely to be admitted for a non-negligible period of time?



Treat as per clinical presentation







Re-assess if any fluctuation in capacity

Is a DoLS currently in place









If YES to ALL – APPLY FOR DOLS

If NO to any – seek further advice
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SECTION 2

DOCUMENT DEVELOPMENT, COMMUNICATION, IMPLEMENTATION AND MONITORING










8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS



This document was developed in consultation with:



Safeguarding Operational Group

Safeguarding Strategic Group



9. APPROVAL OF THE DOCUMENT



This document was approved by the Safeguarding Strategic Group



10. RATIFICATION OF THE DOCUMENT



This document was ratified by the Trust Document Ratification Group.



11. EQUALITY IMPACT ASSESSMENT STATEMENT



An Equality Impact Assessment has been carried out in relation to this document using the approved initial screening tool; the EIA statement is detailed at Appendix 1 to this section of the document.



The manner in which this policy impacts upon equality and diversity will be monitored throughout the life of the policy and re-assessed as appropriate when the policy is reviewed.



12. REVIEW AND REVISION ARRANGEMENTS



This document will be reviewed by the Named Nurse Adult Safeguarding every three years unless such changes occur as to require an earlier review.



13. DISSEMINATION AND COMMUNICATION PLAN



		To be disseminated to

		Disseminated by

		How

		When

		Comments



		DRG Admin Support  via policies email

		Author

		Email

		Within 1 week of ratification

		Remove watermark from ratified document and inform DRG Admin Support if a revision and which document it replaces and where it should be located on the intranet. Ensure all documents templates are uploaded as word documents.



		Communication Team

(documents ratified by the document ratification group)

		DRG Admin Support 

		Email 

		Within 1 week of ratification

		Communication team to inform all email users of the location of the document. 



		All email users

		Communication Team

		Email

		Within 1 week of ratification

		Communication team will inform all email users of the policy and provide a link to the policy.



		Key individuals



Staff with a role/responsibility within the document



Heads of Departments /Matrons

		Author

		Meeting / Email as appropriate



To be attached to the minutes of the Strategic and Operational Safeguarding Groups.

		When final version completed

		Heads of Service / Divisional Leads must inform staff of their duties in relation to the document. 



		All staff within area of management

		Heads of Departments / Matrons

		Meeting / Email as appropriate

		As soon as received from the author

		Ensure evidence of dissemination to staff is maintained. Request removal of paper copies

Instruct them to inform all staff of the policy including those without access to emails







14. IMPLEMENTATION AND TRAINING PLAN



There are no training requirements associated with this policy. MCA training is included in the L1 leaflet and within L2 Adult Safeguarding.



15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS OF THE TRUST DOCUMENT



15.1 Process for Monitoring Compliance and Effectiveness



		Audit / Monitoring Criteria

		Process for monitoring e.g. audit, survey

		Audit / Monitoring performed by

		Audit / Monitoring frequency

		Audit / Monitoring reports distributed to

		Action plans approved and monitored by



		Staff Awareness

		Audit of Case records

		Adult Safeguarding team

		Annual

		Operational Safeguarding Group

		Strategic Safeguarding Group







15.2 Standards/Key Performance Indicators (KPIs)



Number of DoLS applications made



Number of DoLS applications authorised
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EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL



		Document Name: 

		Mental Capacity Act Policy (Including Deprivation of Liberty Safeguards)

		Date / Period of Document:

		Aug 2017 – Aug 2020



		Lead Officer:

		Jean Summerfield

		Directorate:

		Chief Nurse 

		Reviewing Officers:

		Jean Summerfield



		  Function

		  Policy

		  Procedure

		  Strategy

		  Joint Document, with whom?



		Describe the main aim, objectives and intended outcomes of the above:

To inform staff of their responsibilities and duties under the MCA and to support staff in complying with the requirements of the MCA and Deprivation of Liberty Safeguards (DoLS).



		You must assess each of the 9 areas separately and consider how your policy may affect people’s human rights.



		1.	Assessment of possible adverse impact against any minority group



		How could the policy have a significant negative impact on equality in relation to each area?

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Age?

		

		x

		



		2

		Sex (Male and Female?

		

		x

		



		3

		Disability (Learning Difficulties/Physical or Sensory Disability)?

		

		x

		



		4

		Race or Ethnicity?

		

		x

		



		5

		Religion and Belief?

		

		x

		



		6

		Sexual Orientation (gay, lesbian or heterosexual)?

		

		x

		



		7

		Pregnancy and Maternity?

		

		x

		



		8

		Gender Reassignment (The process of transitioning from one gender to another)?

		

		x

		



		9

		Marriage and Civil Partnership?

		

		x

		





You need to ask yourself:

· Will the policy create any problems or barriers to any community of group? No

· Will any group be excluded because of the policy? No

· Will the policy have a negative impact on community relations? No

If the answer to any of these questions is yes, you must complete a full Equality Impact Assessment

		2.	Positive impact:



		Could the policy have a significant positive impact on equality by reducing inequalities that already exist?

Explain how will it meet our duty to:

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Promote equal opportunities

		

		x

		



		2

		Get rid of discrimination

		x

		

		Ensure the rights of those with impaired capacity are respected. 



		3

		Get rid of harassment

		

		x

		



		4

		Promote good community relations

		

		x

		



		5

		Promote positive attitudes towards disabled people

		

		x

		



		6

		Encourage participation by disabled people

		

		x

		



		7

		Consider more favourable treatment of disabled people

		

		x

		



		8

		Promote and protect human rights

		x

		

		This procedure promotes compliance with the MCA and upholds the human rights of patients concerned.



		3.	Summary

On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or negative adverse impact on equality?  



		Positive

		Please rate, by circling,  the level of impact

		Negative



		HIGH

		 MEDIUM

		LOW

		NIL

		LOW

		MEDIUM

		HIGH



		Date assessment completed: 03/07/2017

		Is a full equality impact assessment required?

		· Yes

(documentation on the intranet)

		   No
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Guidance for the completion of the Mental Capacity Act
Mental Capacity Assessment Form

NHS

The Rotherham
NHS Foundation Trust

® Principle 1 of the Mental Capacity Act is that you should presume capacity

® [f there is any reason to doubt the patient’s capacity an assessment of the patient’s capacity needs
to be completed and documented. This is to ensure that colleagues are compliant with the MCA
2005 and not breaching a patient’s human rights

Mental capacity is the ability to make a decision about care or treatment at a given time

Simple decisions

These include the ability to make a decision

that affects daily life — such as when to get up,
what to wear (Code of Practice MCA, 2005). An
example in health care may be routine blood tests
and simple x-rays.

If these decisions are deemed necessary in

the patient’s best interest, then this can be
documented in the appropriate nursing or
medical records, with a brief rationale as to why
the person lacks capacity and why that decision is
required to be made in their best interest.

In these instances the form overleaf must be
completed as evidence that the Mental
Capacity Act is being complied with.

Complex decisions

Complex decisions may refer to a patient’s
ability to make a decision that may have legal
consequences — for them or others. Examples
include agreeing to have medical treatment,
buying goods or making a Will (Code of Practice
MCA, 2005).

Complex decisions require a more detailed level
of documentation to ensure that all appropriate
actions have been taken to evidence the
assessment of capacity and subsequent Best
Interest decision.

An example in health care may include invasive
investigations and treatment that may hold a
higher level of risk for the patient in question.

In these instances the more detailed form
found in the MCA Policy must be completed
as evidence that Mental Capacity Act is being
complied with.

The decision whether the treatment is
simple or complex is based on Professional
judgement. The forms will need to be
completed and filed within the appropriate
nursing or medical record.

Assessments should be time and decision
specific. Therefore it will be necessary to
complete a new form when a new decision
is required to be made.

For further advice or support please contact the
Adult Safeguarding Team: 01709 424233

Specific
stickers should
be used for
DNACPR forms
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Can the person:

1 Understand the decision that needs to be made?

2 Retain the information long enough to make that
decision?

3 Usefweigh-up the information?

4 Communicate their decision the way they usually
communicate?

Failing any one of the above means the person lacks
capacity to make this particular decision at this time.

. : Now a Best Interest Decision can be made using the
“If capacity is in doubt at this point and the person MCA Principle 4 ‘Best Interest Checklist’ below.

has a disorder of the mind, no matter how caused,
use the mental capacity test overleaf

Best Interest checklist

1 Will the person regain capacity? 4 Consider all the information

2 Involve the person 5 Do not make any assumptions
3 Consult all relevant people 6 Consider past, present & future

Patient Name: Patient NHS Number:

What is the decision to be made? (Simple decisions - Routine medical / nursing care)

Is there reason to doubt the patient’s mental capacity to make the above decision? Two-stage test:
1. Is there impairment of the mind or brain?
2. Is it sufficient to cause the patient to be unable to make the above decision at this time?

Assessment of Capacity (to make the above decision) Please add yes if the patient can
Understand— Retain— Use/weighup ——  Communicate

the information relating to the decision to be made (please provide a brief explanation)

On balance of probability, the patient has / lacks capacity to make the above decision
(delete as appropriate).

If the patient lacks capacity, proceed to a Best Interest Meeting / Discussion and record fully.

Signature: Designation:

Print name: Date:

MCA Assessment Form Version 4 —JS 30 March 2017. SIMPLE DECISIONS
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1. INTRODUCTION



This Policy sets out the framework by which The Rotherham NHS Foundation Trust (TRFT) will deliver its services and provide employment opportunities ensuring compliance with equalities legislation and best practice.  Clear lines of responsibility are established and mechanisms for raising complaints are given.  The Policy also sets out TRFT’s approach to assessing the impact on diversity and inclusion of its policies, services and organisational changes.



2. PURPOSE & SCOPE



2.1 Purpose

TRFT believes in providing equity in its services, in treating people fairly with respect and dignity and in valuing diversity, both as a health services provider and as an employer.



Our diversity and inclusion aims are to: 



· Provide the best possible healthcare services that are accessible and are delivered in a way that respects the different needs of individuals

· Employ staff who are motivated because they feel valued for the contributions they make and the diversity they bring to the Trust, who are well trained and who reflect at all levels the diversity of the population the Trust serves

· Embed equality, diversity and inclusion into our policies, procedures and everyday practice

· Regularly monitor and report on our Diversity and Inclusion Objectives, on patient and workforce information and on Equality Impact Assessments to evaluate how we are doing and set goals and actions in response.

· Ensure that all service providers, staff and volunteers working for or on behalf of the Trust understand and support the Trust’s commitment to promoting diversity and inclusion in everything we do

· TRFT is committed to eliminating all forms of discrimination on the grounds of age, disability, gender reassignment, marriage/civil partnership, pregnancy/maternity, race, religion or belief, sex and sexual orientation in the provision of its services and in recruitment and employment to ensure an environment that is characterised by dignity and respect and free from bullying, harassment and victimisation.



2.2 Scope

This policy applies to all employees of The Rotherham NHS Foundation Trust.  It also applies to job applicants, volunteers, patients and visitors, contractors, lead unit trainees, students and bank and agency staff.



3. ROLES & RESPONSIBILITIES


		Roles

		Responsibilities



		Chief Executive

		Has overall responsibility for ensuring that the Trust complies with Equality and Diversity legislation and the requirements of the NHS standard contract



		Executive Director of Workforce

		Has overall responsibility for this policy and related procedures in relation to staff, bank and agency staff, lead unit trainees and students and their implementation, which includes:

· Ensuring the Board are appropriately trained and regularly updated on diversity and inclusion issues

· Ensuring all managers have access to the policy and related procedures and that they are aware of their responsibilities under the policy

· Ensuring that staff feedback on diversity and inclusion within the Trust is captured in the annual staff survey and reported to the Diversity and Inclusion Steering Group

· Directing the implementation of this Policy and procedures and other related policies to include providing monitoring information to the Diversity and Inclusion Steering Group



		Chief Nurse

		Has overall responsibility for the implementation of this policy in relation to patients, visitors and volunteers



		All managers, supervisors and Human Resources staff

		Directly responsible for the effective implementation of this policy at an operational level.  They should familiarise themselves with the policy and procedures and ensure that their staff are aware of how they can access them.  Managers are responsible for carrying out equality impact assessments on services, organisational change and appropriate policies. 



		All staff

		Responsible for ensuring that they act within the spirit of the policy and procedure



		Diversity and Inclusion Steering Group

		Responsible for monitoring the implementation of this policy











4. PROCEDURAL INFORMATION



4.1	Non-tolerance of discrimination



This policy aims to ensure that no patient, visitor, employee or applicant for employment receives less favourable treatment on the grounds of any of the protected characteristics: 



Age, disability, gender reassignment, marriage/civil partnership, pregnancy/maternity, race, religion or belief, sex and sexual orientation



Discrimination on the grounds listed above will not be tolerated by the Trust, whether committed with intent or negligence. 



Discrimination may also be unlawful under the terms of the Equality Act 2010 and related legislation, which could result in costly action being taken against both the Trust and individual employees.



Any employee who fails to comply with this policy will be liable to action under the Trust’s Disciplinary Policy.  Acts of discrimination may be treated as gross misconduct.



It is unlawful to victimise someone because he or she has alleged unlawful discrimination or supported someone to make a complaint or given evidence in relation to a complaint. 



Any employee who victimises another for raising an Equal Opportunity issue or incites or aids another to discriminate in an unlawful or adverse manner will be liable to disciplinary action under the Trust’s Disciplinary Policy.



Where patients or visitors treat other patients or visitors or members of staff in a discriminatory fashion, this policy will be highlighted to them.  Where they persist in this behaviour, consideration will be given to restricting their access to Trust premises, and to pursuing prosecution if appropriate.



4.2	Positive Action for Equality in Employment



The Trust will avoid unlawful discrimination in all aspects of employment including recruitment, promotion and opportunities for training, redeployment, redundancy, pay and benefits.



Under the terms of the Equality Act 2010 an employer may take POSITIVE ACTION to address under representation within the workforce. This means that an employer may take the following steps to address under representation:

  encouragement

  training 

  different working arrangements

  return to work schemes 



An employer must however select people for employment based on merit and may not positively discriminate at the point of selection. 



The Trust cannot lawfully discriminate in the selection of employees for recruitment or promotion, but the Trust may use appropriate lawful methods, including lawful positive action, to address the under representation of any group which the Trust identifies as being under represented in particular types of job. 



4.3	Key areas for implementation



The following key areas of management activity are vulnerable to unfairly discriminatory practices and are subject to particular scrutiny: 

· Recruitment and Selection: all recruitment and selection activities will be undertaken in accordance with the Recruitment and Selection Policy. Every consideration will be shown to job applicants and employees who are disabled and those who meet the minimum criteria for the post will be invited for interview. 

· Learning and Development: Equality and Diversity training has been identified as mandatory for all staff groups.  Arrangements will be made if reasonable and practicable, to accommodate the needs of staff in order that they may take advantage of learning and development opportunities. Under-represented groups will be encouraged to apply for learning and development opportunities through the Learning and Development department.  Selection decisions for learning and development activity, where this is not part of a programme of positive action, will be made on assessed training needs, merit and potential. 

· Staff with disabilities: The Trust gives particular importance to the needs of staff with disabilities. In addition to ensuring that job applicants with disabilities are treated fairly, managers are required to make reasonable adjustments to maintain the services of an employee who becomes disabled, for example, in training, provision of special equipment, reduced working hours. (N.B. Managers are expected to seek advice on advice and guidance from external agencies and the Human Resources and Occupational Health Departments to assist employees with disabilities to stay in employment.) 

· Valuing Diversity: The Trust acknowledges that employees have different abilities to contribute to organisational goals and performance and that action may be required to give everyone an opportunity to contribute on equal terms.  Every employee is entitled to a working environment that promotes dignity and respect to all. No form of intimidation, bullying or harassment will be tolerated. The Trust is committed to creating an environment in which individual differences and the contributions of all our staff are recognised and valued. To promote equality and diversity in the workplace is good management practice and makes sound business sense.  Employees will be valued by the organisation as individuals, and will be treated with respect and dignity. 

· Policies, procedures and service changes: The Trust will ensure that the equality impacts of all policies, procedures and service changes are appropriately assessed and mitigating action taken where necessary, in line with the Equality Impact Assessment Policy.





5. DEFINITIONS AND ABBREVIATIONS



5.1 Definitions of discrimination

Discrimination can be direct or indirect, intentional or unintentional and can be based on reality, perception or association.



Individuals, groups or whole institutions/organisations can display discriminatory behaviour.  The perception of alleged victims of discrimination is as important as the intention of the alleged perpetrator.  It is essential to take seriously the views of people who feel they face discrimination.



5.2 Abbreviations

None



6. REFERENCES

Equality Act 2010



7. ASSOCIATED DOCUMENTATION

Equality Impact Assessment Policy

Recruitment and Selection Policy

Disciplinary Policy
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SECTION 2

DOCUMENT DEVELOPMENT, COMMUNICATION, IMPLEMENTATION AND MONITORING




8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS

This document was developed in consultation with:



Trust Management Committee



9. APPROVAL OF THE DOCUMENT

This document was approved by:



Diversity and Inclusion Steering Group



10. RATIFICATION OF THE DOCUMENT

This document was ratified by the Trust Document Ratification Group.



11. EQUALITY IMPACT ASSESSMENT STATEMENT

An Equality Impact Assessment has been carried out in relation to this document using the approved initial screening tool; the EIA statement is detailed at Appendix 1 to this section of the document.

The manner in which this policy impacts upon equality and diversity will be monitored throughout the life of the policy and re-assessed as appropriate when the policy is reviewed.


12. REVIEW AND REVISION ARRANGEMENTS

This document will be reviewed every three years unless such changes occur as to require an earlier review. 



The Deputy Director of Human Resources is responsible for the review of this document.



13. DISSEMINATION AND COMMUNICATION PLAN



		To be disseminated to

		Disseminated by

		How

		When

		Comments



		Quality Governance Team via policies email

		Author

		Email

		Within 1 week of ratification

		Remove watermark from ratified document and inform Quality Governance Team if a revision and which document it replaces and where it should be located on the intranet. Ensure all documents templates are uploaded as word documents.



		Communication Team

(documents ratified by the Document Ratification Group)

		Quality Governance Team

		Email 

		Within 1 week of ratification

		Communication team to inform all email users of the location of the document. 



		All email users

		Communication Team

		Email

		Within 1 week of ratification

		Communication team will inform all email users of the policy and provide a link to the policy.





		Key individuals



Staff with a role/responsibility within the document



Heads of Departments /Matrons



		Author

		Meeting/Email as appropriate

		When final version completed

		The author must inform staff of their duties in relation to the document.





		All staff within area of management

		Heads of Departments /Matrons

		Meeting / Email as appropriate

		As soon as received from the author

		Ensure evidence of dissemination to staff is maintained. Request removal of paper copies

Instruct them to inform all staff of the policy including those without access to emails









14. IMPLEMENTATION AND TRAINING PLAN

There is no additional training associated with this policy.



15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS OF THE TRUST DOCUMENT



15.1 Process for Monitoring Compliance and Effectiveness



		Audit/Monitoring Criteria


		Process for monitoring e.g. audit, survey

		Audit / Monitoring performed by

		Audit / Monitoring frequency

		Audit / Monitoring reports distributed to

		Action plans approved and monitored by



		Equality and diversity monitoring data

		Monitoring of workforce and staff survey data

		Workforce Information Team

		Annual

		Diversity and Inclusion Steering Group

		Operational Workforce Group







15.2 Standards/Key Performance Indicators (KPIs)

None
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EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL

		Document Name:

		Policy for Diversity and Inclusion

		Date/Period of Document:

		November 2019-November 2022



		Lead Officer:

		Deputy HR Director

		Job title:

		Deputy HR Director



		

		

		

		



		|_|  Function

		|X|  Policy

		|_|  Procedure

		|_|  Strategy

		|_|  Other: _____________________



		Describe the overall purpose / intended outcomes of the above: Outline policy and process for conducting EIA.



		

You must assess each of the 9 areas separately and consider how your policy may affect people of different groups within those areas.



		1.	Assessment of possible adverse (negative)  impact against a protected characteristic



		Does this have a significant negative impact on equality in relation to each area?

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Age

		

		

		



		2

		Disability

		

		

		



		3

		Gender reassignment

		

		

		



		4

		Marriage and civil partnership

		

		

		



		5

		Pregnancy and maternity

		

		

		



		6

		Race

		

		

		



		7

		Religion and belief

		

		

		



		8

		Sex

		

		

		



		9

		Sexual Orientation

		

		

		



		You need to ask yourself:

· Will the policy create any problems or barriers to any community or group? |_| Yes |X| No

· Will any group be excluded because of the policy? |_| Yes |X| No

· Will the policy have a negative impact on community relations? |_| Yes |X| No

If the answer to any of these questions is Yes, you must complete a full Equality Impact Assessment







		2.	Positive impact:



		Could the policy have a significant positive impact on equality by reducing inequalities that already exist?

Explain how will it meet our duty to:

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Eliminate discrimination, harassment and / or victimisation

		

		

		The policy is specifically intended to foster diversity and inclusion 



		2

		Advance the equality of opportunity of different groups

		

		

		As above



		3

		Foster good relationships between different groups

		

		

		As above







		3.	Summary 

On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or negative adverse impact on equality?  



		Positive 

		

		Negative



		HIGH |X| 

		MEDIUM |_|

		LOW |_|

		NEUTRAL |_|

		LOW |_|

		MEDIUM |_|

		HIGH |_|



		Date assessment completed: 12/11/2019

		Is a full equality impact assessment required?

		|_| Yes

		|X|  No
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1. INTRODUCTION

The Rotherham NHS Foundation Trust (TRFT) believes in providing equity in its services, in treating people fairly with respect and dignity and in valuing diversity, both as a health services provider and as an employer.

The Trust strives to design and implement services, policies and measures that meet the diverse needs of our service population and workforce.

This policy aims to support this commitment, by ensuring that Equality Impact Assessments are carried out on all strategies, services and policies in order to ensure that the Trust meets its legal requirements as set out in the Equality Act 2010 and ensures that its services are as accessible as possible.



2. PURPOSE & SCOPE



2.1 Purpose

The Equality Impact Assessment (EIA) process is a way to make sure individuals and teams think carefully about the likely impact of their work on patients, staff and the local community and take action to improve services, policies and strategies, where appropriate.

The EIA focuses on systematically assessing and recording the potential impact of a service, policy or strategy on individuals or groups belonging to different groups. These are based on the nine protected characteristics of age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion and belief, sex and sexual orientation.  In addition, the Trust seeks to ensure that its services, policies and strategies do not negatively impact on people on the basis of socioeconomic or carer status. This involves anticipating the consequences of services, policies and strategies on these groups and making sure that, as far as possible, any negative consequences are eliminated or minimised and opportunities for promoting equality are maximised.



2.2 Scope

The EIA process must be applied to all Trust policies, strategies and services. This must be done as early as possible when new processes are being designed and should form an active part of decision making process. 



3. ROLES & RESPONSIBILITIES



		Roles

		Responsibilities



		Chief Executive

		Ensure the Trust wide implementation and adherence of this policy



		Chief Nurse

		Provide Director leadership on Equality and Diversity matters pertaining to patient and service users



		Executive Director of Workforce 

		Provide Director leadership on Equality and Diversity matters pertaining to workforce



		Director of Operations

		Provide Director leadership on Equality and Diversity matters pertaining to services and functions



		Director of Estates & Facilities

		Provide Director leadership on Equality and Diversity matters pertaining to premises and estates



		Executive Director of Finance

		Provide Director leadership on Equality and Diversity matters pertaining to finance and procurement



		Head of Equality, Diversity and Inclusion

		The Head of Equality, Diversity and Inclusion is the subject matter expert regarding Equality Impact Assessments (EIAs) and is responsible for maintaining this policy and the associated toolkit and for ensuring the quality assurance of EIAs



		Document Ratification Group

		Ensure that all policies submitted for ratification have been subject to equality impact assessment.



		Committee / meeting chairpersons

		Ensure that all papers, proposals, policies and similar materials have evidence of a robust equality impact assessment taking place.

Actively challenge the equality impact of decisions within the Trust.



		Managers

		Managers are responsible for ensuring that staff are aware of and implement this policy.

Ensuring that employees who are required to conduct EIAs as part of their role are equipped with the appropriate skills and knowledge to be able to do so.

Ensure that Equality Impact Assessments are carried out on required documents and changes as required in the policy. 



		Employees

		Being aware of this policy and ensuring that, if required to complete an EIA, they are suitably skilled and have the right knowledge to do so. Support is available from the subject matter expert. 





4. PROCEDURAL INFORMATION

The author or individual responsible for completing the screening process are encouraged to involve a diverse range of individuals, which may include colleagues, service users, members of the public or partner organisations.



4.1	When to carry out an EIA

All policies, services and strategies will require assessment.

The weight given and time spent assessing a particular policy, service or strategy must be proportionate to its potential impact.



4.2	The general equality duty

As a public sector organisation, the Trust has a general equality duty to have due regard to:

· Eliminate unlawful discrimination, harassment, victimisation or other unlawful conduct.

· Advance the equality of opportunity between different groups.

· Foster good relations between different groups.



4.3	What is meant by ‘impact’

People can be affected directly when one person is treated adversely (i.e. negatively) on the grounds of one of the protected characteristics. 

People can also be affected indirectly when a policy, strategy or service impacts particular group/groups adversely on a disproportionate scale in comparison with other groups. The impact may be unintentional, but could still be unlawful and will need careful consideration.

Some policies, strategies or services may affect different groups or people more than others.



4.4	Completing the Assessment

EIAs are designed to be a challenging process, but they are not intended to be over-complicated or about an absolute correct outcome. A common sense approach can be taken when completing the assessment, along with a real desire to enhance inclusivity and remove or minimise any artificial barriers.

Those leading the process need to be prepared for changes to the service, strategy or project that the EIA identifies as and when necessary. It is highly recommended that those who are responsible for developing strategies, policies or services familiarise themselves with the EIA process in advance.



4.5	EIA process

The EIA process is contained in the EIA toolkit, which is available on the Hub.  The toolkit also contains detailed guidance to support the undertaking of EIAs, and the necessary forms.



4.6	Storage of Completed EIAs

Once an Equality Impact Assessment (EIA) has been conducted in respect of a policy, strategy or service then the completed EIA Tool must be maintained with the development paperwork and should be submitted for consideration members of the Equality, Diversity and Inclusion (EDI) and/or Engagement and Inclusion Teams via rgh-tr.edi@nhs.net.  Relevant team members will consider all EIAs, and will either approve them or make comments or suggestions for improvement.  The decision will be communicated via email to the submitting author within ten working days of submission, and DRG administrative support will be copied into this communication.

In the case of Policy documents the fact that an Equality Assessment has been undertaken must be set out within the document.

The completed Equality Impact Assessment paperwork will be stored by the EDI Team and available from them on request.



5. DEFINITIONS AND ABBREVIATIONS



5.1 Definitions

EIA - The EIA is a process that systematically assesses and records the likely equality impact of a service, policy, or strategy against the nine protected characteristics. This involves anticipating the consequences of policies and projects on these groups and making sure that, as far as possible, any negative consequences are eliminated or minimised and opportunities for promoting equality are maximised. 

Protected characteristics – the nine groups stipulated in the Equality Act that have a legally protected status: age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion and belief, sex and sexual orientation.



5.2 Abbreviations



DRG		Document Ratification Group

EDI		Equality, Diversity and Inclusion

EIA		Equality Impact Assessment

HR		Human Resources

NHS		National Health Service

TRFT	The Rotherham NHS Foundation Trust



6. REFERENCES

Equality Act 2010



7. ASSOCIATED DOCUMENTATION

Equality Impact Assessment Toolkit
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SECTION 2

DOCUMENT DEVELOPMENT, COMMUNICATION, IMPLEMENTATION AND MONITORING








8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS

This document was developed in consultation with:

· EDI Steering Group

· Senior HR Team



9. APPROVAL OF THE DOCUMENT

This document was approved by the Operational Workforce Group.



10. RATIFICATION OF THE DOCUMENT

This document was ratified by the Trust Document Ratification Group.



11. EQUALITY IMPACT ASSESSMENT STATEMENT

An Equality Impact Assessment has been conducted on this policy.  A copy of which is available, on request, from rgh-tr.edi@nhs.net.



12. REVIEW AND REVISION ARRANGEMENTS

This document will be reviewed every three years by the Head of EDI unless such changes occur as to require an earlier review. 



13. DISSEMINATION AND COMMUNICATION PLAN



		To be disseminated to

		Disseminated by

		How

		When

		Comments



		DRG Admin support via “DRG Admin Support”  email

		Author

		Email

		Within 1 week of ratification

		Remove watermark from ratified document and inform DRG Admin Support if a revision and which document it replaces and where it should be located on the intranet. Ensure all documents templates are uploaded as word documents.



		Communication Team

(documents ratified by the Document Ratification Group)

		DRG Admin Support

		Email 

		Within 1 week of ratification

		Communication team to inform all email users of the location of the document. 



		All email users

		Communication Team

		Email

		Within 1 week of ratification

		Communication team will inform all email users of the policy and provide a link to the policy.



		Key individuals



Staff with a role/responsibility within the document



Heads of Departments / Matrons

		Author

		Meeting / Email as appropriate

		When final version completed

		The author must inform staff of their duties in relation to the document.



		All staff within area of management

		Heads of Departments / Matrons

		Meeting / Email as appropriate

		As soon as received from the author

		Ensure evidence of dissemination to staff is maintained. Request removal of paper copies

Instruct them to inform all staff of the policy including those without access to emails







14. IMPLEMENTATION AND TRAINING PLAN


		What 

		How 

		Associated action 

		Lead

		Timeframe



		Use of EIA toolkit

		As detailed above

		None

		Line managers

		At policy release and as part of induction to new roles







15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS OF THE TRUST DOCUMENT



15.1 Process for Monitoring Compliance and Effectiveness


		Audit / Monitoring Criteria

		Process for monitoring e.g. audit, survey

		Audit / Monitoring performed by

		Audit / Monitoring frequency

		Audit / Monitoring reports distributed to

		Action plans approved and monitored by



		Quality of EIA and second ‘sense’ check

		Monitoring as part of document / policy / procedure approval 

		Committee / Group Chairs / Committees / Groups

		As required

		n/a

		n/a







15.2 Standards/Key Performance Indicators (KPIs)

All documents / services within the scope of this policy have an EIA undertaken and documented.
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1. INTRODUCTION



This Policy sets out the framework by which The Rotherham NHS Foundation Trust (TRFT) will deliver its services and provide employment opportunities ensuring compliance with equalities legislation and best practice.  Clear lines of responsibility are established and mechanisms for raising complaints are given.  The Policy also sets out TRFT’s approach to assessing the impact on diversity and inclusion of its policies, services and organisational changes.



2. PURPOSE & SCOPE



2.1 Purpose

TRFT believes in providing equity in its services, in treating people fairly with respect and dignity and in valuing diversity, both as a health services provider and as an employer.



Our diversity and inclusion aims are to: 



· Provide the best possible healthcare services that are accessible and are delivered in a way that respects the different needs of individuals

· Employ staff who are motivated because they feel valued for the contributions they make and the diversity they bring to the Trust, who are well trained and who reflect at all levels the diversity of the population the Trust serves

· Embed equality, diversity and inclusion into our policies, procedures and everyday practice

· Regularly monitor and report on our Diversity and Inclusion Objectives, on patient and workforce information and on Equality Impact Assessments to evaluate how we are doing and set goals and actions in response.

· Ensure that all service providers, staff and volunteers working for or on behalf of the Trust understand and support the Trust’s commitment to promoting diversity and inclusion in everything we do

· TRFT is committed to eliminating all forms of discrimination on the grounds of age, disability, gender reassignment, marriage/civil partnership, pregnancy/maternity, race, religion or belief, sex and sexual orientation in the provision of its services and in recruitment and employment to ensure an environment that is characterised by dignity and respect and free from bullying, harassment and victimisation.



2.2 Scope

This policy applies to all employees of The Rotherham NHS Foundation Trust.  It also applies to job applicants, volunteers, patients and visitors, contractors, lead unit trainees, students and bank and agency staff.



3. ROLES & RESPONSIBILITIES


		Roles

		Responsibilities



		Chief Executive

		Has overall responsibility for ensuring that the Trust complies with Equality and Diversity legislation and the requirements of the NHS standard contract



		Executive Director of Workforce

		Has overall responsibility for this policy and related procedures in relation to staff, bank and agency staff, lead unit trainees and students and their implementation, which includes:

· Ensuring the Board are appropriately trained and regularly updated on diversity and inclusion issues

· Ensuring all managers have access to the policy and related procedures and that they are aware of their responsibilities under the policy

· Ensuring that staff feedback on diversity and inclusion within the Trust is captured in the annual staff survey and reported to the Diversity and Inclusion Steering Group

· Directing the implementation of this Policy and procedures and other related policies to include providing monitoring information to the Diversity and Inclusion Steering Group



		Chief Nurse

		Has overall responsibility for the implementation of this policy in relation to patients, visitors and volunteers



		All managers, supervisors and Human Resources staff

		Directly responsible for the effective implementation of this policy at an operational level.  They should familiarise themselves with the policy and procedures and ensure that their staff are aware of how they can access them.  Managers are responsible for carrying out equality impact assessments on services, organisational change and appropriate policies. 



		All staff

		Responsible for ensuring that they act within the spirit of the policy and procedure



		Diversity and Inclusion Steering Group

		Responsible for monitoring the implementation of this policy











4. PROCEDURAL INFORMATION



4.1	Non-tolerance of discrimination



This policy aims to ensure that no patient, visitor, employee or applicant for employment receives less favourable treatment on the grounds of any of the protected characteristics: 



Age, disability, gender reassignment, marriage/civil partnership, pregnancy/maternity, race, religion or belief, sex and sexual orientation



Discrimination on the grounds listed above will not be tolerated by the Trust, whether committed with intent or negligence. 



Discrimination may also be unlawful under the terms of the Equality Act 2010 and related legislation, which could result in costly action being taken against both the Trust and individual employees.



Any employee who fails to comply with this policy will be liable to action under the Trust’s Disciplinary Policy.  Acts of discrimination may be treated as gross misconduct.



It is unlawful to victimise someone because he or she has alleged unlawful discrimination or supported someone to make a complaint or given evidence in relation to a complaint. 



Any employee who victimises another for raising an Equal Opportunity issue or incites or aids another to discriminate in an unlawful or adverse manner will be liable to disciplinary action under the Trust’s Disciplinary Policy.



Where patients or visitors treat other patients or visitors or members of staff in a discriminatory fashion, this policy will be highlighted to them.  Where they persist in this behaviour, consideration will be given to restricting their access to Trust premises, and to pursuing prosecution if appropriate.



4.2	Positive Action for Equality in Employment



The Trust will avoid unlawful discrimination in all aspects of employment including recruitment, promotion and opportunities for training, redeployment, redundancy, pay and benefits.



Under the terms of the Equality Act 2010 an employer may take POSITIVE ACTION to address under representation within the workforce. This means that an employer may take the following steps to address under representation:

  encouragement

  training 

  different working arrangements

  return to work schemes 



An employer must however select people for employment based on merit and may not positively discriminate at the point of selection. 



The Trust cannot lawfully discriminate in the selection of employees for recruitment or promotion, but the Trust may use appropriate lawful methods, including lawful positive action, to address the under representation of any group which the Trust identifies as being under represented in particular types of job. 



4.3	Key areas for implementation



The following key areas of management activity are vulnerable to unfairly discriminatory practices and are subject to particular scrutiny: 

· Recruitment and Selection: all recruitment and selection activities will be undertaken in accordance with the Recruitment and Selection Policy. Every consideration will be shown to job applicants and employees who are disabled and those who meet the minimum criteria for the post will be invited for interview. 

· Learning and Development: Equality and Diversity training has been identified as mandatory for all staff groups.  Arrangements will be made if reasonable and practicable, to accommodate the needs of staff in order that they may take advantage of learning and development opportunities. Under-represented groups will be encouraged to apply for learning and development opportunities through the Learning and Development department.  Selection decisions for learning and development activity, where this is not part of a programme of positive action, will be made on assessed training needs, merit and potential. 

· Staff with disabilities: The Trust gives particular importance to the needs of staff with disabilities. In addition to ensuring that job applicants with disabilities are treated fairly, managers are required to make reasonable adjustments to maintain the services of an employee who becomes disabled, for example, in training, provision of special equipment, reduced working hours. (N.B. Managers are expected to seek advice on advice and guidance from external agencies and the Human Resources and Occupational Health Departments to assist employees with disabilities to stay in employment.) 

· Valuing Diversity: The Trust acknowledges that employees have different abilities to contribute to organisational goals and performance and that action may be required to give everyone an opportunity to contribute on equal terms.  Every employee is entitled to a working environment that promotes dignity and respect to all. No form of intimidation, bullying or harassment will be tolerated. The Trust is committed to creating an environment in which individual differences and the contributions of all our staff are recognised and valued. To promote equality and diversity in the workplace is good management practice and makes sound business sense.  Employees will be valued by the organisation as individuals, and will be treated with respect and dignity. 

· Policies, procedures and service changes: The Trust will ensure that the equality impacts of all policies, procedures and service changes are appropriately assessed and mitigating action taken where necessary, in line with the Equality Impact Assessment Policy.





5. DEFINITIONS AND ABBREVIATIONS



5.1 Definitions of discrimination

Discrimination can be direct or indirect, intentional or unintentional and can be based on reality, perception or association.



Individuals, groups or whole institutions/organisations can display discriminatory behaviour.  The perception of alleged victims of discrimination is as important as the intention of the alleged perpetrator.  It is essential to take seriously the views of people who feel they face discrimination.



5.2 Abbreviations

None



6. REFERENCES

Equality Act 2010



7. ASSOCIATED DOCUMENTATION

Equality Impact Assessment Policy

Recruitment and Selection Policy

Disciplinary Policy
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8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS

This document was developed in consultation with:



Trust Management Committee



9. APPROVAL OF THE DOCUMENT

This document was approved by:



Diversity and Inclusion Steering Group



10. RATIFICATION OF THE DOCUMENT

This document was ratified by the Trust Document Ratification Group.



11. EQUALITY IMPACT ASSESSMENT STATEMENT

An Equality Impact Assessment has been carried out in relation to this document using the approved initial screening tool; the EIA statement is detailed at Appendix 1 to this section of the document.

The manner in which this policy impacts upon equality and diversity will be monitored throughout the life of the policy and re-assessed as appropriate when the policy is reviewed.


12. REVIEW AND REVISION ARRANGEMENTS

This document will be reviewed every three years unless such changes occur as to require an earlier review. 



The Deputy Director of Human Resources is responsible for the review of this document.



13. DISSEMINATION AND COMMUNICATION PLAN



		To be disseminated to

		Disseminated by

		How

		When

		Comments



		Quality Governance Team via policies email

		Author

		Email

		Within 1 week of ratification

		Remove watermark from ratified document and inform Quality Governance Team if a revision and which document it replaces and where it should be located on the intranet. Ensure all documents templates are uploaded as word documents.



		Communication Team

(documents ratified by the Document Ratification Group)

		Quality Governance Team

		Email 

		Within 1 week of ratification

		Communication team to inform all email users of the location of the document. 



		All email users

		Communication Team

		Email

		Within 1 week of ratification

		Communication team will inform all email users of the policy and provide a link to the policy.





		Key individuals



Staff with a role/responsibility within the document



Heads of Departments /Matrons



		Author

		Meeting/Email as appropriate

		When final version completed

		The author must inform staff of their duties in relation to the document.





		All staff within area of management

		Heads of Departments /Matrons

		Meeting / Email as appropriate

		As soon as received from the author

		Ensure evidence of dissemination to staff is maintained. Request removal of paper copies

Instruct them to inform all staff of the policy including those without access to emails









14. IMPLEMENTATION AND TRAINING PLAN

There is no additional training associated with this policy.



15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS OF THE TRUST DOCUMENT



15.1 Process for Monitoring Compliance and Effectiveness



		Audit/Monitoring Criteria


		Process for monitoring e.g. audit, survey

		Audit / Monitoring performed by

		Audit / Monitoring frequency

		Audit / Monitoring reports distributed to

		Action plans approved and monitored by



		Equality and diversity monitoring data

		Monitoring of workforce and staff survey data

		Workforce Information Team

		Annual

		Diversity and Inclusion Steering Group

		Operational Workforce Group







15.2 Standards/Key Performance Indicators (KPIs)

None
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EQUALITY IMPACT ASSESSMENT (EIA) INITIAL SCREENING TOOL

		Document Name:

		Policy for Diversity and Inclusion

		Date/Period of Document:

		November 2019-November 2022



		Lead Officer:

		Deputy HR Director

		Job title:

		Deputy HR Director



		

		

		

		



		|_|  Function

		|X|  Policy

		|_|  Procedure

		|_|  Strategy

		|_|  Other: _____________________



		Describe the overall purpose / intended outcomes of the above: Outline policy and process for conducting EIA.



		

You must assess each of the 9 areas separately and consider how your policy may affect people of different groups within those areas.



		1.	Assessment of possible adverse (negative)  impact against a protected characteristic



		Does this have a significant negative impact on equality in relation to each area?

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Age

		

		

		



		2

		Disability

		

		

		



		3

		Gender reassignment

		

		

		



		4

		Marriage and civil partnership

		

		

		



		5

		Pregnancy and maternity

		

		

		



		6

		Race

		

		

		



		7

		Religion and belief

		

		

		



		8

		Sex

		

		

		



		9

		Sexual Orientation

		

		

		



		You need to ask yourself:

· Will the policy create any problems or barriers to any community or group? |_| Yes |X| No

· Will any group be excluded because of the policy? |_| Yes |X| No

· Will the policy have a negative impact on community relations? |_| Yes |X| No

If the answer to any of these questions is Yes, you must complete a full Equality Impact Assessment







		2.	Positive impact:



		Could the policy have a significant positive impact on equality by reducing inequalities that already exist?

Explain how will it meet our duty to:

		Response

		If yes, please state why and the evidence used in your assessment 



		

		Yes

		No

		



		1

		Eliminate discrimination, harassment and / or victimisation

		

		

		The policy is specifically intended to foster diversity and inclusion 



		2

		Advance the equality of opportunity of different groups

		

		

		As above



		3

		Foster good relationships between different groups

		

		

		As above







		3.	Summary 

On the basis of the information/evidence/consideration so far, do you believe that the policy will have a positive or negative adverse impact on equality?  



		Positive 

		

		Negative



		HIGH |X| 

		MEDIUM |_|

		LOW |_|

		NEUTRAL |_|

		LOW |_|

		MEDIUM |_|

		HIGH |_|



		Date assessment completed: 12/11/2019

		Is a full equality impact assessment required?

		|_| Yes

		|X|  No
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1. INTRODUCTION

The Rotherham NHS Foundation Trust (TRFT) believes in providing equity in its services, in treating people fairly with respect and dignity and in valuing diversity, both as a health services provider and as an employer.

The Trust strives to design and implement services, policies and measures that meet the diverse needs of our service population and workforce.

This policy aims to support this commitment, by ensuring that Equality Impact Assessments are carried out on all strategies, services and policies in order to ensure that the Trust meets its legal requirements as set out in the Equality Act 2010 and ensures that its services are as accessible as possible.



2. PURPOSE & SCOPE



2.1 Purpose

The Equality Impact Assessment (EIA) process is a way to make sure individuals and teams think carefully about the likely impact of their work on patients, staff and the local community and take action to improve services, policies and strategies, where appropriate.

The EIA focuses on systematically assessing and recording the potential impact of a service, policy or strategy on individuals or groups belonging to different groups. These are based on the nine protected characteristics of age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion and belief, sex and sexual orientation.  In addition, the Trust seeks to ensure that its services, policies and strategies do not negatively impact on people on the basis of socioeconomic or carer status. This involves anticipating the consequences of services, policies and strategies on these groups and making sure that, as far as possible, any negative consequences are eliminated or minimised and opportunities for promoting equality are maximised.



2.2 Scope

The EIA process must be applied to all Trust policies, strategies and services. This must be done as early as possible when new processes are being designed and should form an active part of decision making process. 



3. ROLES & RESPONSIBILITIES



		Roles

		Responsibilities



		Chief Executive

		Ensure the Trust wide implementation and adherence of this policy



		Chief Nurse

		Provide Director leadership on Equality and Diversity matters pertaining to patient and service users



		Executive Director of Workforce 

		Provide Director leadership on Equality and Diversity matters pertaining to workforce



		Director of Operations

		Provide Director leadership on Equality and Diversity matters pertaining to services and functions



		Director of Estates & Facilities

		Provide Director leadership on Equality and Diversity matters pertaining to premises and estates



		Executive Director of Finance

		Provide Director leadership on Equality and Diversity matters pertaining to finance and procurement



		Head of Equality, Diversity and Inclusion

		The Head of Equality, Diversity and Inclusion is the subject matter expert regarding Equality Impact Assessments (EIAs) and is responsible for maintaining this policy and the associated toolkit and for ensuring the quality assurance of EIAs



		Document Ratification Group

		Ensure that all policies submitted for ratification have been subject to equality impact assessment.



		Committee / meeting chairpersons

		Ensure that all papers, proposals, policies and similar materials have evidence of a robust equality impact assessment taking place.

Actively challenge the equality impact of decisions within the Trust.



		Managers

		Managers are responsible for ensuring that staff are aware of and implement this policy.

Ensuring that employees who are required to conduct EIAs as part of their role are equipped with the appropriate skills and knowledge to be able to do so.

Ensure that Equality Impact Assessments are carried out on required documents and changes as required in the policy. 



		Employees

		Being aware of this policy and ensuring that, if required to complete an EIA, they are suitably skilled and have the right knowledge to do so. Support is available from the subject matter expert. 





4. PROCEDURAL INFORMATION

The author or individual responsible for completing the screening process are encouraged to involve a diverse range of individuals, which may include colleagues, service users, members of the public or partner organisations.



4.1	When to carry out an EIA

All policies, services and strategies will require assessment.

The weight given and time spent assessing a particular policy, service or strategy must be proportionate to its potential impact.



4.2	The general equality duty

As a public sector organisation, the Trust has a general equality duty to have due regard to:

· Eliminate unlawful discrimination, harassment, victimisation or other unlawful conduct.

· Advance the equality of opportunity between different groups.

· Foster good relations between different groups.



4.3	What is meant by ‘impact’

People can be affected directly when one person is treated adversely (i.e. negatively) on the grounds of one of the protected characteristics. 

People can also be affected indirectly when a policy, strategy or service impacts particular group/groups adversely on a disproportionate scale in comparison with other groups. The impact may be unintentional, but could still be unlawful and will need careful consideration.

Some policies, strategies or services may affect different groups or people more than others.



4.4	Completing the Assessment

EIAs are designed to be a challenging process, but they are not intended to be over-complicated or about an absolute correct outcome. A common sense approach can be taken when completing the assessment, along with a real desire to enhance inclusivity and remove or minimise any artificial barriers.

Those leading the process need to be prepared for changes to the service, strategy or project that the EIA identifies as and when necessary. It is highly recommended that those who are responsible for developing strategies, policies or services familiarise themselves with the EIA process in advance.



4.5	EIA process

The EIA process is contained in the EIA toolkit, which is available on the Hub.  The toolkit also contains detailed guidance to support the undertaking of EIAs, and the necessary forms.



4.6	Storage of Completed EIAs

Once an Equality Impact Assessment (EIA) has been conducted in respect of a policy, strategy or service then the completed EIA Tool must be maintained with the development paperwork and should be submitted for consideration members of the Equality, Diversity and Inclusion (EDI) and/or Engagement and Inclusion Teams via rgh-tr.edi@nhs.net.  Relevant team members will consider all EIAs, and will either approve them or make comments or suggestions for improvement.  The decision will be communicated via email to the submitting author within ten working days of submission, and DRG administrative support will be copied into this communication.

In the case of Policy documents the fact that an Equality Assessment has been undertaken must be set out within the document.

The completed Equality Impact Assessment paperwork will be stored by the EDI Team and available from them on request.



5. DEFINITIONS AND ABBREVIATIONS



5.1 Definitions

EIA - The EIA is a process that systematically assesses and records the likely equality impact of a service, policy, or strategy against the nine protected characteristics. This involves anticipating the consequences of policies and projects on these groups and making sure that, as far as possible, any negative consequences are eliminated or minimised and opportunities for promoting equality are maximised. 

Protected characteristics – the nine groups stipulated in the Equality Act that have a legally protected status: age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion and belief, sex and sexual orientation.



5.2 Abbreviations



DRG		Document Ratification Group

EDI		Equality, Diversity and Inclusion

EIA		Equality Impact Assessment

HR		Human Resources

NHS		National Health Service

TRFT	The Rotherham NHS Foundation Trust



6. REFERENCES

Equality Act 2010



7. ASSOCIATED DOCUMENTATION

Equality Impact Assessment Toolkit
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SECTION 2

DOCUMENT DEVELOPMENT, COMMUNICATION, IMPLEMENTATION AND MONITORING








8. CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS

This document was developed in consultation with:

· EDI Steering Group

· Senior HR Team



9. APPROVAL OF THE DOCUMENT

This document was approved by the Operational Workforce Group.



10. RATIFICATION OF THE DOCUMENT

This document was ratified by the Trust Document Ratification Group.



11. EQUALITY IMPACT ASSESSMENT STATEMENT

An Equality Impact Assessment has been conducted on this policy.  A copy of which is available, on request, from rgh-tr.edi@nhs.net.



12. REVIEW AND REVISION ARRANGEMENTS

This document will be reviewed every three years by the Head of EDI unless such changes occur as to require an earlier review. 



13. DISSEMINATION AND COMMUNICATION PLAN



		To be disseminated to

		Disseminated by

		How

		When

		Comments



		DRG Admin support via “DRG Admin Support”  email

		Author

		Email

		Within 1 week of ratification

		Remove watermark from ratified document and inform DRG Admin Support if a revision and which document it replaces and where it should be located on the intranet. Ensure all documents templates are uploaded as word documents.



		Communication Team

(documents ratified by the Document Ratification Group)

		DRG Admin Support

		Email 

		Within 1 week of ratification

		Communication team to inform all email users of the location of the document. 



		All email users

		Communication Team

		Email

		Within 1 week of ratification

		Communication team will inform all email users of the policy and provide a link to the policy.



		Key individuals



Staff with a role/responsibility within the document



Heads of Departments / Matrons

		Author

		Meeting / Email as appropriate

		When final version completed

		The author must inform staff of their duties in relation to the document.



		All staff within area of management

		Heads of Departments / Matrons

		Meeting / Email as appropriate

		As soon as received from the author

		Ensure evidence of dissemination to staff is maintained. Request removal of paper copies

Instruct them to inform all staff of the policy including those without access to emails







14. IMPLEMENTATION AND TRAINING PLAN


		What 

		How 

		Associated action 

		Lead

		Timeframe



		Use of EIA toolkit

		As detailed above

		None

		Line managers

		At policy release and as part of induction to new roles







15. PLAN TO MONITOR THE COMPLIANCE WITH, AND EFFECTIVENESS OF THE TRUST DOCUMENT



15.1 Process for Monitoring Compliance and Effectiveness


		Audit / Monitoring Criteria

		Process for monitoring e.g. audit, survey

		Audit / Monitoring performed by

		Audit / Monitoring frequency

		Audit / Monitoring reports distributed to

		Action plans approved and monitored by



		Quality of EIA and second ‘sense’ check

		Monitoring as part of document / policy / procedure approval 

		Committee / Group Chairs / Committees / Groups

		As required

		n/a

		n/a







15.2 Standards/Key Performance Indicators (KPIs)

All documents / services within the scope of this policy have an EIA undertaken and documented.
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