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REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 
(April 2008 - Ref: 08/04/P/6) 
 
Subject:  ANNUAL HEALTH CHECK  
 
Summary  
As part of the annual health check 2007/2008 and as in previous years all NHS Trusts are 
mandated to make a declaration of compliance against the Healthcare Commission’s 24 core 
standards.  The final declaration against the Healthcare Commission (HCC) core standards is 
due to be submitted no later than 12 midday on 30th April 2008.   
 
The purpose of this paper is to ask the Board of Directors to support the recommendations of 
the HCC Steering Group and Governance Committee in declaring ‘reasonable assurance’ on all 
core standards with the exception of standards C7e, where ‘not met’ and C18 where ‘lack of 
assurance’ is the recommended status as of 31st March 2008.  
 
Actions requested:  
For the Board of Directors to receive and approve the recommendation from the Governance 
Committee and the Healthcare Commission (HCC) Steering Group for the Trust’s end of year 
position against the HCC Core Standards.  
 
Business Plan Objectives supported: 
Objective 3.4 – Health Care Standards 
 
Public and patient involvement:  
Integral to the process 
 
Communication and reputation implications: 
The recommendation has been considered and approved by the Governance Committee.  Once 
approved by the Board, the end of year declaration will be forwarded to the HCC in line with the 
required timescale and the Trust’s declaration will be made available to the public via the Trust’s 
website in line with the HCC requirements. 
 
Risk Assessment: 
This declaration identifies the Trust’s position regarding quality and safety of Trust services to 
patients, the public and staff in the year 2007/08.  A number of risk assessment processes have 
been utilised. 
 
Equality and diversity implications: 
The HCC core standards pay particular note to issues of equality and diversity, the Trust self 
assessment and final declaration pays particular note of the Trust progress. 
 
Resource implications 
Within existing resources 
 
Author:  Beverley Geary  
 Assistant to Nursing & Medical Directors 
Sponsor:  Juliette Greenwood 
 Director of Nursing 
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Subject:  HCC FINAL DECLARATION AGAINST CORE 

STANDARDS 
 

April 2008 
Board 

08/04/P/6 6 

1. Background 
As part of the annual health check 2007/2008 and as in previous years all NHS Trusts are 
mandated to make a declaration of compliance against the Healthcare Commission’s 24 
core standards. The final declaration against the Healthcare Commission (HCC) core 
standards is due to be submitted no later than 12midday on 30th April 2008.  A systematic 
and on-going self-assessment process and subsequent review of evidence in all areas of 
the Trust has enabled individual directors to take a view on the compliance status of each 
standard. This year however, Trusts are no longer required to identify progress in relation 
to selected developmental standards. 
 
1.1 The Annual health check 

The HCC introduced the Annual Health Check (AHC) in 2005 to assess, on behalf of 
patients, whether the Government’s standards were being met in areas such as 
safety and the quality and experiences of patients. The ratings for all healthcare 
Trusts in England and Wales are published and promoted annually in October. 
 
The principles underpinning the AHC are that the HCC will: 
 
• Assess what is relevant to patients, public and providers 
• Make fair judgments and report clearly 
• Provide a richer picture 
• Reduce the burden of inspection by: 

- Building on an organisation's own responsibilities (through the use of self 
assessment) 

- Using information intelligently – sharing with concordat partners 
- Working with others who inspect, regulate and audit healthcare 
- Focusing inspections where it is most valuable (a risk based system of 

regulation) 
 
There are two key strands contained within the AHC which are served by different 
assessments and information. 
 
Annual performance ratings are reported through two high level elements 
 
• The Use of Resources element 
• The Quality element – consisting of  

- Core standards 
- Existing national targets 
- New national targets 
- Improvement reviews/acute hospital portfolio 

 
The view is that high quality services for patients requires delivery and focus on both 
elements. The HCC will allocate each element with a rating of either excellent – good 
– fair – weak in October 2008. 
 

1.2 Ratings  
The use of resources element 
Assess: 



 

 
• How effectively a Trust manages its financial resources. 
• Recognises that good financial management is fundamental to good quality 

sustainable care 
• Each organisation will have one overall use of resources score 
• Assessments differ between Foundation Trusts and non-Foundation 

Trusts/PCTs 
 
The rating for Foundation Trusts is based upon Monitor's financial risk rating. 
 
The Quality Element 
Each organisation is given one overall quality score that is based upon an integration 
of the components above.  This score aims to reward organisations via the public 
ratings that have: 
 
• Achieved the basic standards and targets as set out by the HCC at the time of 

undertaking their self assessment 
• Demonstrated that they are performing in a way that shows that they are 

improving themselves and delivering good quality services to patients and the 
public. (see appendix 1) 

 
The final declaration against the Healthcare Commission (HCC) core standards is 
due to be submitted no later than 12 midday on 30th April 2008.   

2. Assessment and assurance 
 
2.1  Background                  

The Trust has undertaken a systematic and on-going self-assessment process of 
performance against the core standards across the year. Together with the 
subsequent review of evidence in all areas of the Trust this has enabled individual 
directors to take a view on the compliance status of each standard. This judgement 
was based upon  
• the evidence available, known and presented at the time of assessment  
• detailed consultation with corporate leads  
• the recommendation from the lead director for each standard. 

 
In order to declare compliance the Director led Steering Group considered the 
evidence presented against each of the individual lines of enquiry (the sub 
components of the standards) in line with the three options outlined by the HCC.  
When completing the declaration the Trust must report one of the following for each 
core standard 

 
• Compliant = ‘reasonable assurance’ that the Trust is meeting a standard 

without significant lapses, from 1 April 2007 to 31 March 2008. 
 
• Not met = one or more significant lapses in relation to a standard during the 

year. 
 
• Insufficient assurance = where there is a lack of assurance as to whether there 

has been one or more significant lapses during the year. 
 

The Director in consultation with their corporate lead identified whether the evidence 
presented provided a reasonable assurance that the Trust had complied with each 
standard without any significant lapses across 2007/08.  



 

2.2  Process of internal assessment 
The following processes have been utilised throughout the year to provide assurance 
and to enable the overall end of year assessment and declaration to be identified. 

The Board of Directors is aware that the Trust has a Director led HCC Standards 
Steering Group that consists of the Senior Management Team, Risk Manager and the 
Assistant to Nursing and Medical Directors.  This group leads the self-assessment 
and assurance process and meets on a monthly basis.  Each Director is linked to 
specific standards and as such is the Lead Director in that area.  Appendix 2 identifies 
these responsibilities.                    

All local areas are required to self-assess against the relevant standards and provide 
evidence of compliance using the Dr Foster Management Information Centre; the 
electronic web based tool used by the Trust for the past 3 years, use of which can be 
by any number of individuals across the organisation who are given access 
permissions. The General Manager of each area is required to manage this process 
to ensure that the standards are embedded in all areas of the Trust.  General 
Managers are also required to submit the information from their areas to the monthly 
performance management report indicating the compliance level of each standard.  
Any standards reported as ‘red’ (non compliant) must also be reported to the Director 
Lead and Assistant to Nursing and Medical Directors (overall Trust lead for the 
standards). 
 
Monthly clinical walkabouts have been undertaken as a planned facilitated self check 
against the criteria in the standards with the area risk lead, Risk Manager and 
Assistant to the Nursing and Medical Directors.  Part of these audits was to examine 
the monthly self-assessment of the areas against standards (submitted to PMG) and 
scrutinise the local evidence and action plans. 
 
In order to test this process of assurance the Trust undertook a self-directed interim 
declaration of compliance for the period 1st April – 30th September 2007; this was 
reported to the Board in October 2007, this process will be repeated in October 2008. 
 
The Trust was subject to a HCC Race Equality Review in December.  This was part of 
a programme of selective inspections on 40 Trusts, the standards reviewed by the 
commission were: 
 
• C7e (Equality and Diversity) 
• C8b (Improving Working Lives) 
• C16 (Patient Information) 
• C17 (PPI) 
• C18 (Equality of Access) 
 
The Trust very recently received formal feedback from the HCC, albeit without any 
recommendations, with the full HCC findings of the national review in its entirety due 
to be published later in the year. However, following the inspection and the initial 
organisational learning high level action plans were developed which are managed by 
corporate leads.  Whilst most of these have been signed off or are well progressed; 
the progress of the outstanding action plans (C7e and C18, (appendices 3 and 4) is 
being monitored by the Directors for each of these standards.  
 
A programme of ‘mock inspections’ based upon the HCC selective follow-up 
inspections began in January.  This process has included external scrutiny of experts 



 

from other organisations in order to add rigour to the exercise. Recommendations 
from these inspections were forwarded to the appropriate leads to action prior to year 
end in order to achieve compliance ahead of the final declaration. The standards 
inspected to date are: 
 
• C4a (Infection Control) 
• C5b (Clinical Care Supervision and Leadership) 
• C9 (Management of Records) 
• C13a (Dignity and Respect) 
• C23 (NSFs) 
 
This process has superseded the previous clinical walkabouts in order to provide a 
more robust approach to the examination of evidence. Further mock inspections are 
planned for the coming year within the limitations of the availability of external 
assessors. 
 
The routine annual internal audit review has recently been undertaken into the 
organisations self-assessment and evidence gathering process, in addition this year 
the Director of Nursing requested that the quality of evidence also be reviewed. A 
draft report has recently been received; once finalised recommendations will be taken 
forward by the Steering Group. The emerging issues from this report are the full 
utilisation of the Dr Foster Management Information Centre, quality of evidence and 
role of the corporate lead. 
 
Looking forward and learning from the last year’s activity and processes a full review 
of the self-assessment and assurance process, management and storage of 
evidence, suitability of lead Directors, role of corporate leads and reporting framework 
is planned for the May 2008 Steering Group meeting. 

2.3 Outcome 
In determining whether a standard has suffered a potential significant lapse in 
compliance that requires declaration, the Trust needs to give consideration to other 
comparable reporting requirements. This process was undertaken systematically at a 
recent meeting of the Steering Group the purpose of which was to receive assurance, 
highlight concerns and identify high level actions following the robust review of 
evidence ultimately to determine the state of compliance of each standard. Where 
previously concerns have been highlighted as to the evidence, assurance and 
therefore compliance of a particular standard a risk assessment has been undertaken 
(appendix 6) to establish if any significant lapse has occurred. 
 
The final outcome of the self-assessment processes led the Steering Group to advise 
an extra-ordinary meeting of the Governance Committee to a perceived  ‘lack of 
reasonable assurance’ against two of the core standards effective at 31st March, 
these are detailed below:   



 

 

 
 
Standard 
 

Issue Actions Suggested 
rating 

C7e 
Equality and Diversity 

Following the Race Equality review in December 2007 a 
number of issues have been raised with regard to lack of a 
Human rights policy (although elements of this is captured 
within the equality scheme) and issues policies or 
guidelines to protect a patient from unlawful detention. 
Also, the Trust has not met all of its statutory duties in 
relation to publication of information in relation to race as it 
has not completed race equality impact assessments in 
relation to its service provision or workforce. (See line of 
enquiry 1b, b. Appendix 5.) 

There are existing corporate 
action plans in place however, 
indications are that the Trust 
will fail to achieve compliance 
by year end. Update of the 
corporate action plans will be 
ongoing and managed by the 
Equality and Diversity group 
 

Not met 

C18 
Equality of Access 

The Race equality Scheme does not address issues of 
access into the organisation. Also, Investigations need to 
be undertaken to establish the feasibility of patients to 
make appointments using alternatives to telephones,(SMS 
Email etc).  The Trust is implementing the strategies 
identified in its race equality schemes to enable equitable 
access to services which is identified as an area of good 
practice following the recent HCC review of equality and 
diversity (race relations). 
See lines of enquiry 1b,a 1b,b) 

A detailed corporate action 
plan is ongoing with a planned 
delivery date of the end of 
quarter 1 2008. 
 

Insufficient 
assurance 

 



 

 

2.4  General statement of compliance 
To accompany the final declaration a ‘general statement of compliance’ against the 
core standards together with a statement on measures taken by the Trust to meet 
the Hygiene Code is required by the HCC. These are attached at appendices 7 and 
8 for Board approval. 

3. Impact on Business Plan/Vision 
3.1 The sustained delivery of a rating of at least ‘good’ for quality was a core business 

plan objective in 2007/08. Through the above declaration and in the event that any 
subsequent HCC validation inspection does not change the status of standards 
declared compliant then the Trust is on target to achieve the business plan stated 
rating of good for quality for the Trust. This is in regard to the Core Standards 
component. It should be noted that adverse performance in the existing and new 
performance targets are part of the process leading to the overall award for quality 
and as such the final position will continue to cause some caution in the longterm. 

3.2 The award of a good for quality is a core step with regard to safeguarding and 
strengthening the Trust’s reputation and how the public and GPs view the Trust with 
regard to neighbouring Trusts. This is especially key with the changes to patient 
choice. 

4. Options 
4.1 The Board can choose to accept the recommendations from the Governance 

Committee and Steering Group if it is assured of the appropriateness of the 
processes undertaken that led to the recommendation presented here today.  

4.2 Alternatively if the Board is minded to question the process and/or recommendations 
then it has the option to not accept the recommendations. However the Board is 
required via the Chief Executive to provide the HCC with its annual declaration of 
compliance against the Core Standards by mid-day on 30th April.  Failure to do so 
will lead the HCC to declare the Trust as having not met each of the standards and 
award a rating of Weak. 

5. Risk Assessment 
5.1 Formal risk assessments were undertaken against the following standards by the 

Corporate Lead C5a and C14a. The outcome of which has been to identify these 
standards as compliant with ‘reasonable assurance' 

6. Implications             
6.1 The Board’s approval of the contents of this paper is such that each individual Board 

Member must feel confident of the robustness of process and evidence that leads to 
the Board decision in the event that they are called to assist with a selective 
inspection of 5 standards by the HCC.  Following such an inspection the HCC apply 
a double rating on any standards they identify as non-compliant – and thus there is 
the potential for a quality score to be aligned significantly beyond the remit of ‘good’. 

6.2 Public and patient involvement  
In line with the requirements laid down by the HCC the Trust has formally requested 
feedback from the Primary Care Trust, the Governors, the Patient and Public 
Involvement (PPI) Forum and again out of courtesy has requested such feedback 
from the Strategic Health Authority. Regrettably the PPI forum has identified that 
due to membership issues it has not been in a position to undertake any relevant 
work streams to the Core Standards and thus has a nil return to provide to the HCC. 
This information will be provided verbatim as required to the HCC.    



 

 

6.3 Resources       
There are no resource requirements arising from this end of year declaration.   

6.4 Equality/Diversity   
The HCC Core Standards apply to all members of the public and staff equitably 
regardless of the individuals background, religious beliefs, sexuality etc. Assurance 
of the standards is indicative that issues of equality and diversity have been 
appropriately identified and addressed. There has been a strong focus within the 
Trust following the HCC inspection in December 2007 particularly on the issues of 
equality and diversity and race relations. 

6.5 Reputation/communications   
The final results of the Annual Health Check realised in October will provide our 
patients, the public and our staff with detail and a rating that will allow them to 
compare and contrast Trust performance.  At that time work will be undertaken to 
ensure appropriate communication processes to communicate the message locally 
and address any issues of concern.   

6.6 Legal   
A number of the standards refer back to legislation previously agreed thus the Board 
needs to be aware of any areas of concern that have a legal requirement attached 
to deliver of compliance. In particular C7e links to the Race Relations Act 1976 (as 
amended). 

7. Conclusion 
7.1 Following a robust self assessment process and review of evidence outlined as 

above the Governance Committee and HCC Standards Steering Group believes 
that it is presenting a realistic and appropriate range of recommendations to the 
Board. This is the third such annual declaration the Board has approved and the 
learning year on year from each process serves to provide a more detailed analysis 
and assurance process this year.  

7.2 The Governance Committee and HCC Standards Steering Group recommends that 
the Trust declares ‘reasonable assurance’ against all of the core standards with the 
exception of C7e and C18. 

7.3 Given the data presented for the review of evidence and the assurance frameworks 
in place the current recommendation is that the Trust is compliant in the remaining 
standards.  

8. Recommendations 
The Board of Directors is kindly requested to receive and discuss the above information 
and accept the following recommendations: 
8.1 That the Trust declares ‘reasonable assurance’ on all core standards with the 

exception of standards C7e, where not met and C18 where ‘lack of assurance’ will 
be recommended. 

8.2 Agree the ‘General Statement of Compliance’. 
8.3 Agree the statement of measures against the Hygiene Code. 

9. Appendices 
9.1 Appendix 1 - AHC performance rating scoring rules 
9.2 Appendix 2 - Director leads document 
9.3 Appendix 3 - Action plan C7e 
9.4 Appendix 4 - Action plan C18 



 

 

9.5 Appendix 5 - Lines of enquiry  
9.6 Appendix 6 - BHNFT Guidance for the assessment of a Significant Lapse in 

Compliance 
9.7 Appendix 7 - General Statement of Compliance 2008 
9.8 Appendix 8 - Statement of Measures to meet the Hygiene Code 2008 

 
 



 

 

 
 

2007/2008 Annual Health Check Performance Rating 
 

Scoring Rules 
 
Introduction 
 
This document describes how the Healthcare Commission produce scores for the quality of 
services and use of resources part of the 2007/2008 Annual Health Check Performance 
Rating. 

Part I – Quality of Services  
 
As in 06/07 the quality of services part of the Annual Performance Rating in 07/08 is derived 
from the individual scores for each of the following components of the annual health check 
 

• Core Standards 
• Existing National Targets 
• New National Targets 

 
The quality of service is part of the annual performance rating will score Trust’s on a scale of  
 

• Excellent 
• Good 
• Fair 
• Weak 

 
The individual components of quality of services will be scored on the following scales: 
 
Table 1 
Core Standards existing National 
Targets 

New National Targets  

Fully met  Excellent  
Almost met Good  
Partly met Fair  
Not met Weak  

 
Key Rules  
 
The following key rules will apply to combine the scores for each component of the quality of 
services part of the annual health check performance rating and are identical to those use in 
the 06/07 rating as follow: 
 
1. An organisation that is not met for either core standards or existing national targets will 

receive a score of weak overall 
2. For an organisation to receive an overall score of good it must be at least almost met for 

core standards and existing national targets as well as being at least good for new 
national targets (as demonstrated in table 2). 

3. For an organisation to receive an overall score of excellent it must be fully met for core 
standards and existing national targets as well as being excellent for new national targets.   

 
Table 2  
Core standards 1-4 standards either lack of = almost met  

APPENDIX 1 



 

 

assurance or not met 
Existing national targets 2 targets failed or 6 

underachieved  
= good 

New national targets 1 target failed and 2 under 
achieved or 5 under achieved 

= good 

 
If none of the above 3 rules apply to an organisation it will receive a score of fair overall. 

Part 2 – Use of Resources 
 
The use of resources as part of the Annual Performance Rating in 07/08 is derived from work 
of other regulators 
 
• Monitor (for Foundation Trusts) 
• Audit Commission (for non-Foundation Trust) 
 
Just as for quality of services the use of resources is part of the annual performance rating will 
score Trusts on a scale of  
 
• Excellent 
• Good 
• Fair 
• Weak 
 
Monitor use a 5 point scale for its annual financial risk rating.  As last year the Healthcare 
Commission will apply the following translation in order to derive a use of resources score. 
 
Monitor’s Financial Risk Rating  Use of Resources Score  
5 Excellent 
4 Excellent  
3 Good  
2 Fair  
1 Weak 

 
 



 

 

 

 
 

Lead Directors for Core Standard (version 5 January 2008) 
 
Domains 
 
Safety 
Clinical Cost Effectiveness 
Governance 
Patient Focus 
Accessible & Responsive Care 
Care Environment & Amenities 
Public Health 

Safety 
 

C1a) Incidents  JG 
C1b) Alerts JG 
C2 Child protection JG 
C3 NICE DAH 

C4a) Infection control JG 
C4b) Medical Devices JG 
C4c) Decontamination DWP 
C4d) Medicines DWP 
C4e) Waste JP 

Clinical Cost Effectiveness 
 

C5a) NICE DAH 
C5b) Clinical care supervision/ leadership DAH 
C5c) Clinical care continuous update DAH 
C5d) Clinical Audit DAH 
C6 Duty of Partnership HB 

Governance 
 

C7a) Clinical & Cooperate Governance DAH  
C7b) Economy and efficient use of resources DH 
C7c) Risk assessment DAH 
C7d) Probity and accountability DH 
C7e) Discrimination, equality human rights ST 
C7f) Existing performance targets DH 
C8a) Whistle blowing ST 
C8b) IWL Practice Plus ST 
C9 Management of records DWP 

C10a) CRB Disclosures ST 
C10b) Codes of Professional Practice ST 
C11a) Legislation Employment ST 
C11b) Mandatory training ST 
C11c) CPD/ Lifelong learning ST 

APPENDIX 2 



 

 

C12 Research Governance DAH 
 
Patient Focus 
 

C13a) Dignity & respect JG 
C13b) Consent DAH 
C13c) Caldicott Guardians DAH 
C14a) Complaints access to information JG 
C14b) Complaints discrimination JG 
C14c) Complaints follow up JG 
C15a) Better Hospital Food JP 
C15 b) Meeting dietary requirements JG 
C16) Availability of Information DWP 

Accessible and Responsive Care 
 

C17 Patient Involvement JG 
C18 Health Equality HB 
C19 Emergency Care DP 

Care Environment and Amenities 
 

C20a) Safe Environment JP 
C20b) Patient Privacy JG 
C21 Cleanliness JP  

Public Health 
 

C22a) Improve Health Community DAH 
C22c) LSP & Crime Disorder HB 
C23 NSF’s DWP 
C24 Major Incidents DWP 

 
Note:  
  = Excluded from declaration due to other assessment and reporting mechanisms
 
JG = Juliette Greenwood 
DAH = Dr David Hicks 
DWP= Dave Peverelle 
DH= Dawn Hanwell 
ST = Susan Tyler 
JP = John Petty 
HB = Helen Bourner 



 

 

Core Standard C7e – The Healthcare Organisation challenges discrimination, promotes equality 
and respect for human rights 

Action Plan - HCC Inspection HR Department 
 
Core standard C7e 
Healthcare organisations challenge discrimination, promote equality and respect human rights 
 
 
 
Element 1: The healthcare organisation challenges discrimination and respects human rights, including in 
accordance with the Human Rights Act 1998, the Race Relations Act 1976 (as amended), the Equal Pay Act 1970 
(as amended), the Sex Discrimination Act 1975, the Disability Discrimination Act 1995, the Sex Discrimination 
(Gender Reassignment) Regulations 1999, the Employment Equality (Religion or Belief) Regulations 2003, the 
Employment Equality (Sexual Orientation) Regulations 2003, the Employment Equality (Age) Regulations 2006 
and taking into account the supporting codes of practice produced by the Commission for Racial Equality, the 
Equal Opportunities Commission and the Disability Rights Commission 
 
Lines of enquiry Action Responsible Date for 

Completion 
Evidence 

 
The statutory codes of 
practice in relation to the 
Sex Discrimination Act 1975, 
the Race Relations Act 1976 
(as amended) and the 
Disability Discrimination Act 
1995, all  
recommend that the 
healthcare organisation 
should have monitoring 
systems in place, which 
should include collection, 
storage and analysis of 
data with regards to 
service provision and 

 
 
Review current data collected 
through HR monitoring of new 
staff. 
 
 
Review patient data collection 
with Information team 
 
 
 
 
 
 

 
 
Deputy 
Director of HR 
 
 
 
Information 
Governance 
 
 
 
 
 
 

 
 
April 08 
 
 
 
 
April 08 
 
 
 
 
 
 
 

 
Current Quarterly 
reports to Board 
 
 
 
 
Patient 
monitoring data 
 
 
 
 
 
 

A
PPEN

D
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employment in relation to 
ethnicity, gender and 
disability. Such monitoring 
systems may include, for 
example:  
 • routine collection 
of data with regards to 
services and employment 
in relation to race and 
disability  
 • use of monitoring 
data to inform service 
improvements, or positive 
action around equality in 
employment, training of, 
and IT support for, staff to 
collect monitoring data  
 See point of 
information 1.  
 

 
  

 
 
 
 
Review of data collection in 
respect of learning and 
development. 
 
Consider enhancements to 
learning records of individual 
employees 

 
 
 
 
Kevin Palmer 
 
 
 
KP 

 
 
 
 
May 2008 
 
 
 
May 2008 

 
 
 
 
Learner Records 
& reports 
 
 
Learner reports 

 
It is unlawful for a healthcare 
organisation to act in a way 
which is incompatible with 
the Human Rights Act 1998. 
Healthcare organisations 
should have arrangements 
in place to ensure that they 
comply with the Act. Such 
arrangements may include, 
for example:  
 • a human rights 
policy or framework that puts 
an individual at the heart of 
the service  
 • policies or 

 
Draft a Human Rights policy, 
including a statement of intent, 
underlining the Trusts 
commitment to ensure the 
human rights of patients and 
staff. 
 
 
 
 
 
Consult with PPI Forum/ LINks 
on draft policy. 
 

 
Robert Quick 
 
 
 
 
 
 
 
 
 
 
John Armin 
 
 

 
May 2008 
 
 
 
 
 
 
 
 
 
 
May 2008 
 
 

 
Board of 
Directors (policy) 
Joint Forum 
Governing 
Council 
 
 
 
 
 
 
 
 
 



 

 

guidelines to protect a 
patient from unlawful 
detention (for example 
through regular reviews of 
circumstances requiring the 
detention of individuals with 
mental health problems or 
regular reviews of those 
detained as a means to 
prevent the spread of 
infectious disease)  
 • provision of training 
and development for staff in 
relation to challenging 
discrimination, promoting 
equality and respect for 
human rights;  
 
See point of information 2.  

 
 

 
Appointment of an Equality and 
Diversity Advisor 
 
 
 
 
 
 
 
 
 
Review current take-up of 
equality and diversity e-
learning programme. 
 
Commission Race awareness 
training for all managers and 
staff. 

 
SMT/Director of 
HR 
 
 
 
 
 
 
 
 
 
RQ/KP 
 
 
 
RQ/KP 

 
May 2008 
 
 
 
 
 
 
 
 
 
 
June 2008 
 
 
 
June 2008  

 
Job Description 
agreed. 
 
Minutes of SMT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Element 2: The healthcare organisation promotes equality, including by publishing information specified by 
statute, in accordance with the general and specific duties of the Race Relations Act 1976 (as amended), the 
Code of practice on the duty to promote race equality (Commission for Racial Equality 2002), the Disability 
Discrimination Act 1995, the Disability Discrimination Act 2005, the Code of practice on the duty to promote 
disability equality (Disability Rights Commission, 2005), the Equality Act 2006 and the Gender Equality Duty Code 
of Practice (Equal Opportunities Commission, November 2006). 
 
Lines of enquiry Action Responsible Date for 

Completion 
Evidence 

The healthcare organisation 
should have set out in its race 
equality scheme, its 
arrangements in relation to the 

Review role of ‘Diversity in 
Employment Group’ currently 
facilitated by Director of HR, and 
propose the creation of an 

Director of HR/ 
Director of 
Clinical 
Services/ 

June 2008-03-
20 
 
 

 



 

 

following: 
• to assess and consult on 

the likely impact of its 
proposed policies on the 
promotion of race equality 

• to monitor its policies for 
any adverse impact on the 
promotion of race equality 

• to publish the results of 
such assessments and 
consultations and 
monitoring of any adverse 
impact on the promotion of 
race equality 

• to ensure public access to 
information on services 
which it provides 

• to train staff to carry out 
their duties in relation to 
race equality legislation. 

 
The healthcare organisation’s 
race equality scheme should 
cover the period 2005-2008 
and should have been 
published.  
 
See points of information 1 
and 2. 

‘Equality and Diversity Strategy 
Steering Group’ (EDSSG) 
 
Agree Governance arrangements 
for EDSSG including its 
accountability to Board of 
Directors/ Governing Council, and 
Joint Partnership Forum. 
 
 
To draft a generic Equality 
Scheme to encompass all of the 
Trusts responsibilities under 
current legislation.  

 
 
 
Director of HR 
 
 
 
 
 
 
Equality and 
Diversity Advisor

 
 
 
June 2008-03-
20 
 
 
 
 
 
June 2008 

The healthcare organisation is 
required, under the Race 
Relations Act 1976 (as 
amended) to: 
• monitor by ethnic group, 

the numbers of staff in 
post, and the numbers of 
applicants for employment, 
training and promotion 

 
 
 
Review employee monitoring, and 
check feasibility of monitoring staff 
changes (including promotions 
etc.)  
 

 
 
 
Deputy Director 
of HR 
 
 
 

 
 
 
May 2008 
 
 
 
 

 
 
 
 
Quarterly reports 
to Board of 
Directors 
 



 

 

and if the organisation employs 
over 150 or more full time staff, 
to monitor, by ethnicity, the 
numbers of staff who  
• receive training 
• who benefit or suffer 

detriment as a result of its 
performance assessment 
procedures 

• who are involved in 
grievance procedures; 

• who are the subject of 
disciplinary procedures; 
and 

• the numbers of staff who 
cease employment 

 
The healthcare organisation 
should publish, annually, the 
results of this monitoring. 
See points of information 1 and 
3. 
 

 
Up date HR monitoring of 
grievances, disciplinary cases and 
bullying and harassment cases  + 
add employee performance and 
sickness and absence reviews to 
be included in HR data collections 
 

 
 
HR Information 
team 

 
May 2008 

 
Internal ESR 
Reports 

The healthcare organisation 
should have consulted on and 
published the results of its 
assessments and monitoring of 
policies for any adverse impact 
on the promotion of race 
equality (including by 
publishing the outcomes of 
race equality impact 
assessments).  See points of 
information 1 and 4. 

Establish a E & D Impact 
Assessment panel, comprising of 
Divisional managers, clinical 
managers and others to co-
ordinate EIA programmes in 
consultation with Divisional 
management teams. 
 
 
To commission EIA training for 
managers and supervisors 
 
To ensure that the newly 
appointed E & D Advisor monitors 

 
 
 
Deputy Director 
of Human 
Resources 
 
 
 
Deputy Director 
of HR 
 
 
E & D Advisor 

 
 
 
June 2008 
 
 
 
 
 
June 2008 
 
 
 
June 2008  

 
 
 
Equality & 
Diversity Section 
on intranet 
 
 
Equality & 
Diversity Section 
on Website 
 
 
Quarterly Report 



 

 

EIA’s in each department, and 
draws up a priority programme in 
accordance with the Equality 
Schemes. 
 

 
 
 

to Board on 
Equality and 
Diversity 

 
 
 

Point of information  
 1. The Sex Discrimination Act 1975  

The Sex discrimination Act 1975 (SDA) prohibits sex discrimination in the areas of employment, education, and the provision of 
goods, facilities and services to the members of the public. It also prohibits discrimination against married people.  

 • the Sex Discrimination Act (SDA) applies to women and men of any age  
 • advertisements which indicate unlawful discrimination are illegal  
 • the SDA prohibits direct and indirect discrimination  

  
The SDA also covers gender reassignment as the principle is on the basis of gender rather than sexual orientation.  

  
 2. Human Rights Act 1998  

The Human Rights Act 1998 (the “Act”) came into effect in October 2000. It gives further effect to the rights and freedoms in the 
European Convention on Human Rights (ECHR).  
There are 18 basic rights in the Act, all extracted from the ECHR. These do not only affect matters on life and death but also 
impinge on the rights in every day life, what an individual says and does and the right to a fair trial. These include:  
Article 2: The right to life: The complete justification to have an individual’s life protected by law.  
Article 3: No one shall be subject to torture or inhuman or degrading treatment or punishment.  
Article 5: Everyone has the right to liberty and security of person and should not be unlawfully detained.  
Article 6: The right to a fair trial. An individual has the right to a fair hearing within a reasonable amount of time.  
Article 8: The right to respect for family and private life. Important when limiting the treatment of patients without their consent in 
circumstances where it is required to protect health.  
Article 9: Freedom of thought, conscience and religion. An individual has the right to hold a range of views, beliefs and thoughts 
as well as a religious faith. This is important when considering a patients right to practice religion.  
Article 10: Freedom of expression. An individual has the right to hold opinions and express views.  
Article 11: Freedom of assembly and association. An individual has the right to assemble with other people in a peaceful way and 
also the right to associate with other people, which can include the right to form or join a trade union.  
Article 14: Prohibition of discrimination. In the application of the convention rights, an individual has the right not to be treated 
differently because of race, colour, language, religion, sex, political or other opinion, national or social origin, association with a 
national minority, property, birth or other status.  

 



 

 

 
 
3. The Equal Pay Act 1970 (as amended) The Equal pay act makes it unlawful for employers to discriminate between men and 
women in terms of payment and their contract of employment.  
The Act covers  

 • like work  
 • work rated as equivalent through a job evaluation scheme  
 • work which is of equal value – based on the demands of the job  
 • a comparison with a member of the opposite sex who works for the same or an associated employer  

 
 4. Employment Equality Regulations 2003  

The Government introduced new employment regulations on sexual orientation and religion in December 2003, and proposes to 
do so on age by 2006.  
a. Sexual orientation – These regulations apply to all employment and vocational training and include recruitment, terms and 
conditions, promotions, transfers, dismissals and training. They make it unlawful on the grounds of sexual orientation to:  

 • discriminate directly against anyone  
 • discriminate indirectly against anyone  
 • subject someone to harassment  
 • victimise someone  
 • discriminate against someone (in certain circumstances) after the working relationship has ended  

 The regulations only relate to sexual orientation, that is lesbians and gay men, heterosexual people and bisexual people.  
b. Religion or belief – The regulations apply to vocational training and all facets of employment – including recruitment, terms 
and conditions, promotions, transfers, dismissals and training. They make it unlawful on the grounds of religion or belief to:  

 • discriminate directly against anyone  
 • discriminate indirectly against anyone  
 • subject someone to harassment  
 • victimise someone  
 • discriminate against someone (in certain circumstances) after the working relationship has ended  

 Exceptions may be made in very limited circumstances if there is a genuine occupational requirement for the worker to be of 
a particular religion or belief in order to do the job or to comply with the religious belief ethos of the organisation.  
Religion or belief is defined as being any religion, religious belief or similar philosophical belief.  

 



 

 

CORE STANDARD C18 
 

Action plan – HCC Inspection December 2007 
 
Healthcare organisations enable all members of the population to access services equally and offer choice in access to services 
and treatment equitably 
 

Issues Action Lead Date for 
completion 

Evidence 

Incomplete data Continue staff training re data quality 
with particular reference to ethnicity 
following addition of local codes 

Outpatient 
Manager 

To commence 
March 08 and 
on an ongoing 
basis 

 

Data obtained re attendance by ethnicity 
- collected in line with national codes. 
Need to have a further breakdown of 
“other white background” 

Work with the information dept to 
develop local codes to ensure we 
understand the mix of our eastern 
European population 
 

Corporate 
Lead 

March 08 Local codes 
now on PAS  
(Test screen) 

As above for DNA rates Review DNA rate by ethnicity 
 
 
 
 
 
Review DNA rate by specialty 
 
Undertake Impact assessments 
 
Develop further action plans as    
appropriate  
 
Out Patient information to be reviewed 
 
 
Review “choose&book” processes 

Corporate lead 
/ Health 
Records 
Manager(HRM)
 
 
HRM 
 
Dept Managers
 
Dept Managers
 
 
Call centre 
Manager/HRM 
 
Corporate 

January 08 
 
To be repeated 
March 08 
 
 
March 08 
 
Ongoing 
 
Ongoing 
 
 
April 08 
 
 
Meeting 

Completed 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

A
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Issues Action Lead Date for 
completion 

Evidence 

with PCT C18 lead. 
 
Actions agreed at meeting 18.3.08: 
• BHNFT to identified all DNA patient 

demographics 
• PCT to identify GP practices 
• Develop joint action plan to 

address identified issues 
 

Lead 
 
 
Corporate 
Lead/HRM 
PCT Lead 

arranged 
18.3.08 
 
March 08 
 
April 08 
 
April 08 

Analysis of complaints shows all 
complainants to be white British (collated 
by cross referencing to PAS) 

 
 
 
(High percentage “not recorded” relates 
to issue 1 around data quality) 

PALS Manager to link with local BME 
groups to inform re complaints 
process / general access issues / 
interpreter services 

 
 

Ethnicity data to be collected as part 
of the Trusts complaint process 
 
Actions agreed: 
 
• Raise at next Trust Complaints 

meeting 
• To review documentation used by 

local health community 
• Develop Trust proforma 
• Implement usage 
• Monitor complainant ethnicity 

PALS Manager 
 
 
 
 
 
Complaints 
Manager 
 
 

Meeting 
arranged 1.4.08 
– action plan to 
be agreed with 
BME group 
 
 
March 08 
 
 
 
 
Agreed Feb 08 
Completed 
March 08 
April 08 
April 08 
On going 
through regular 
reports to 
Complaints 
meeting 

 
 
 
 
 
 
 
 
 
 
 
Meeting 
minutes 
 
Example of 
data collection 
form 

 



 

 

C7e Healthcare organisation challenge discrimination, promote equality and 
respect human rights 

 
Line of enquiry: 
1b, b 
It is unlawful for a healthcare organisation to act in a way which is incompatible with 
the Human Rights Act 1998.  Healthcare organisations should have arrangements in 
place to ensure that they comply with the Act.  Such arrangements may include, for 
example: 
 

• a human rights policy or framework that puts an individual at the heart of 
the service 

• policies or guidelines to protect a patient from unlawful detention (for 
example through regular reviews of circumstances requiring the detention 
of individuals with mental health problems or regular reviews of those 
detained as a means to prevent the spread of infectious disease) 

• Establish an ongoing programme of equality impact assessments through 
new divisional structures together with appropriate consultation. 

 
C18  Healthcare organisations enable all members of the population to access 

services equally and offer choice in access to services and treatment 
equitably 

 
Line on enquiry: 
1b, a 
The healthcare organisation should have taken steps to ensure that all members of 
the population it serves are able to access its services equitably.  In particular, issues 
of equity and access should have been considered as part of the healthcare 
organisation’s race equality scheme and disability equality scheme.  The healthcare 
organisation should have taken steps to address any areas identified in these 
schemes with regards to access, for example: 
 

• letting a person with an assistance dog into the premises (or ambulance), 
even through other dogs are excluded; 

• allowing people to make appointments by e-mail or letter if they find 
talking on the telephone difficult  

• providing a British Sign Language interpreter for a deaf person; making 
text phones and typetalk available and ensuring staff know how to use 
them 

• providing trained interpreters for patients whose first language is not 
English 

• making adjustments to the physical environment etc 
 
Line of enquiry: 
1b, b 
The healthcare organisation should be able to identify areas where its service 
population are unable to access its services equitably.  The organisation may identify 
such issues through, for example, monitoring of service uptake by ethnicity, sex, age, 
disabled people, electoral ward, etc., through analysis of complaints, etc.  The 
healthcare organisation should have taken appropriate steps to address any areas it 
has identified. 
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BARNSLEY HOSPITAL NHS FOUNDATION TRUST 
 

Healthcare Commission Standards for Better Health 2007/08 
 

Guidance for the Assessment of a Significant Lapse in Compliance  

Introduction 
 
The Healthcare Commission Standards was introduced to help NHS organisations 
achieve continuous and sustained improvement in their performance through effective 
risk management and internal control. 
  
The annual declaration requires the Trust to identify any significant lapses in 
compliance, which have occurred during that year. A lapse is simply described as “a 
temporary drop in standard” 
 
The Trust has employed the DrFoster tool to cascade the assessment process and 
documentation gathering throughout the hospital.  The performance program will 
assist the Trust in judging whether the required standard has been obtained or to 
recognise departures from the core/developmental standards. 
 
A Strategy Group has been established with key Directors and Corporate leads to co-
ordinate the project.  The main objectives for the group are: 
 

• To provide leadership and direction for the project 
• Undertake corporate level assessments of compliance with assigned 

domains/standards 
• Facilitate clinical teams in providing evidence and assurance at all levels of the 

organisation 
• Identify potential areas of deficiency 
• Consider themes and trends arising across the organisation  
• Review and assess potential significant lapses in compliance 

Identification and Assessment of Lapses in Compliance 
 
The total elimination of risk is impossible to achieve, as residual risk factors are 
always present, therefore it remains possible for a lapse in procedures to occur.  The 
declaration is not intended for reporting isolated, trivial or purely technical lapses in 
respect of core standards. 
 
The Healthcare Standards Steering Group has assigned a lead Director for each 
standard.  It is the responsibility of the Director and the Steering Group to assess any 
compliance issues in the first instance based on a simple traffic light system.  This 
assessment is based upon Clinical Directorates/Director judgement, appraisal of 
evidence recorded via Dr Foster and assessment by the Steering Group. 
 
The Trust has a set down procedure for risk assessment within its Risk Management 
Strategy.  This requires individual managers and management teams to perform risk 
assessments.  In this instance the assessment process has been supported by 
DrFoster and the prompts available in the performance programme. 
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Any risks must be escalated in accordance with the appropriate risk rating with High or 
Significantly rated risks or lapses escalated to Director level. 
 
Risks may continue to be managed at directorate level with an appropriate action plan 
for risk reduction and monitored through directorate risk registers and governance 
monitoring groups. 
 
It is for individual Directors to take responsibility for identifying risks that require to be 
brought to the attention of the Senior Management Team, and subsequently the 
Governance Committee and Trust Board. 
 
For the purpose of the Standards for Better Health the Strategy Group, under the 
direction of the Director of Nursing, will act as a ‘clearing house’ for concerns raised by 
Directors.  A co-ordinated report will then be put forward to the SMT. 
 
Significant Lapse 

In determining whether a potential significant lapse in compliance requires declaration 
consideration needs to be given to other comparable reporting requirements:  

• Reports to Monitor 
• Assurance Framework and Statement of Internal Control 2007/08 
• Internal or External Audit Reports 
• NHSLA/CNST Assessments and Compliance issues 
• Non achievement of Mandatory Targets or other performance issues 
• Other shortfalls in Controls or Assurance 

Position Statement 2007/08 

The Steering Group has identified a number of areas of concern for 2007/08 these 
are: 
 
Quarter 1:  
 

Quarter 2:  
 

Quarter 3:  
 

C5b: Clinical care, 
supervision and 
leadership 

C7c: Risk assessments C7e: Equality and diversity 

C9: Management of 
records 

C9: Management of 
records 

C8b: IWL Practice plus 

C13a: Dignity and 
respect 

C13a: Dignity and respect C16: Availability of 
information 

C17: Patient involvement  C17: Patient involvement 
  C18: Health equality  

(access) 
 
These concerns, and any additional matters being raised by Corporate Leads require 
formal assessment so that further compliance evidence or assurances can be 
provided. The risk assessment process will conform to the standard 5x5 matrix but will 
be supplemented by a time frame to identify the overall impact and effect of the lapse 
during the assessment period. 
   



 

 

The lapse will be graded by a nominated Director and the Strategy Group or SMT will 
review the lapse, to determine whether the lapse is tolerable.  In coming to this 
judgement the assessment should consider: 
 

 The underlying cause of the lapse 
 Recommendations to address the lapse 
 Quality and relevance of current evidence 
 Quality and relevance of the proposed action plan 

 
The final decision on whether an issue constitutes a ‘significant lapse’ will be taken by 
the Board. 
 
 
Julian Harris 
Risk Manager 
 
Beverley Geary 
Assistant to Nursing and Medical Directors 
March 2008 
 
Review: March 2009 
 
Reference: 
Trust Risk Management Strategy 
 
 



 

 

General Statement of Compliance 2008 
 
Using the Healthcare Commission’s guidance, the Board of Directors has been 
through a rigorous and systematic programme of reviewing evidence involving both 
service leads and front line staff.   
 
The Board carefully reviewed the Trust’s compliance with the seven Domains, taking 
into consideration the conditions being applied by the Healthcare Commission in 
assessing whether the standards had been ‘met’. After a review of the evidence, the 
Board has reasonable assurance that the Trust was fully compliant with all core 
standards at the end of the year, with the exception of C7e and C18 where we will be 
reporting not met (C7e) and insufficient assurance (C18). 
 
The Board of Directors has reasonable assurance that there have been no significant 
lapses in meeting the other core standards during the period 1st April 2007 to 31st 
March 2008 other than the exceptions noted above. 
 
The Board has been responsive to the views expressed by our local partners and has 
consulted as widely as possible. Comments from the Overview and Scrutiny 
Committee the Governing Council and the Strategic Health Authority are included in 
the declaration. It is unfortunate that the local PPI Forum is currently not quorate and 
feels unable to comment and despite formal and informal attempts to engage them in 
this issue we have been unsuccessful in obtaining commentary from this group. 
However the Trust takes every opportunity in working with patients and community 
groups. 
 
The Board will continue to keep compliance to the Standards for Better Health under 
active review.   
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Statement of Measures to meet the Hygiene Code 2008 
 
The Trust is fully aware that the Health Act 2006 introduced a statutory duty of NHS 
organisations to observe the provisions of the Code of Practice on Healthcare 
Associated Infections. The Trust has a Director of Infection Prevention and Control 
(DIPC) who leads the Infection Control Committee to observe the requirements of the 
code, compliance with this is reported through the Trusts existing governance 
arrangements. Throughout the year the organisation has carried out a number of 
audits and reviews with external and internal scrutiny; the results of which together 
with a robust review of evidence has informed the decision that the Board has 
reasonable assurance that the Trust has appropriate and fit for purpose systems and 
arrangements in place to ensure that the Code is being observed.  
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