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Trust Objective: 

 
Achievement of the Standards for Better Health Core 
Standards 
 

 
Purpose 

Report on current performance against the Standards for Better Health in 
particular Domains 3 and 4, Governance and Patient Focus. 
 

Risk Implications for the Trust 
(including any clinical and financial 

)

Mitigating Actions (Controls): 
 

Failure to achieve compliance with agreed 
core standards will affect the rating for the 
Trusts Annual Health Check. 

The Trust has a process for monitoring 
compliance with the core standards and 
actioning any areas of non-compliance. 

Level of Assurance that can be given to the Trust Board from the report  
 
See SFBH summary for assurance levels for each core standard. 
 

Links to Key Line of Enquiry (KLOE 1 -  5) 
N/A 
 
Legal Implications: 
N/A 
 
Recommendation to the Trust Board: 
The Trust Board members are asked to: 
 

• Note the detail in the report 
• Note the assurance status of the core standards 
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1.  Purpose 
The purpose of the report is to assure the board of the Trusts position against the 
Standards for Better Health, with particular focus on Domains 3 and 4, Governance 
and Patient Focus. 
 
2.  Background 
As part of last year’s process of providing assurance to the Board, reports were 
presented throughout the year focussing on specific domains and providing details of 
the levels of assurance in respect of compliance.  This process is being repeated this 
year with this report providing an overview of domains 3 and 4. 
 
The Trust has recently been informed that the Care Quality Commission will require 
all Trusts to make a mid – year declaration in November 2009. The following report 
will enable to board to monitor current progress against these standards.  
 
3.  Current Position 
The following table details the current assurance status with the core standards. 
 

DOMAINS NO SUMMARY OF STANDARD ASSURANCE STATUS 
09/10 

C1 Patient Safety incidents are identified & lessons are learnt Reasonable Assurance 
C1b Safety Alerts are actioned Reasonable Assurance 
C2 Child Protection Guidance in place Reasonable Assurance 
C3 NICE Guidelines are followed Reasonable Assurance 

C4a Systems in place to ensure HCAIs are reduced  N/A 
C4b Medical devices management Reasonable Assurance 
C4c Decontamination management N/A 
C4d Medicines Management Reasonable Assurance* 

FIRST 
DOMAIN: 
SAFETY 
 

C4e Waste management Reasonable Assurance* 
C5a Conform to NICE technology appraisals Reasonable Assurance 
C5b Clinical care & treatment are carried out under supervision & 

leadership 
Reasonable Assurance 

C5c Clinicians update clinical skills & techniques Reasonable Assurance 
C5d Clinicians participate in clinical audit & reviews Reasonable Assurance* 

SECOND 
DOMAIN: 
CLINICAL & 
COST 
EFFECTIVE
NESS 
 

C6 Co-operation with other health & social care organisations Reasonable Assurance* 
C7 a & 

c 
Apply sound clinical & corporate governance.  Undertake systematic 
risk assessment & risk management 

Reasonable Assurance 
C7b Promote openness, honesty, probity, accountability & economic 

efficient & effective use of resources 
Reasonable Assurance 

C7e Challenge discrimination, promote equality & respect human rights Reasonable Assurance* 
C8a Raising concerns with regard to patient care or delivery of services  Reasonable Assurance  *
C8b Organisational & personal development programmes (employees) Reasonable Assurance 
C9 Records management Reasonable Assurance 

C10a Employment checks Reasonable Assurance  *
C10b Professionals abide by codes of professional practice Reasonable Assurance 
C11a Staff are appropriately recruited, trained & qualified Reasonable Assurance* 

THIRD 
DOMAIN: 
GOVERNAN
CE 
 

C11b Provision of mandatory training programmes Reasonable Assurance 
 3
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*C11c Participation in further professional & occupational development Reasonable Assurance  
C12 Application of a research governance framework Reasonable Assurance* 

C13a Dignity & respect Reasonable Assurance 

C13b Consent & patient information Reasonable Assurance  *
C13c Confidentiality Reasonable Assurance 
C14a Complaints management (access) Reasonable Assurance* 
C14b Complaints management (discrimination does not take place) Reasonable Assurance* 
C14c Complaints management (ensure improvements in service delivery) Reasonable Assurance* 
C15a Choice of food & prepared safely Reasonable Assurance* 
C15b Patients nutritional needs are met, 24 hours a day Reasonable Assurance* 

FOURTH 
DOMAIN: 
PATIENT 
FOCUS 
 

C16 Adequate information for patients & public Reasonable Assurance 
C17 Views of patients & carers are sought in designing, planning, 

delivering and improving services 
Reasonable Assurance FIFTH 

DOMAIN: 
ACCESSIBL
E & 
RESPONSIV
E CARE 
 

C18 Access services equally & offer choice in access to services & 
treatment equitably 

Reasonable Assurance* 

C20a A safe & secure environment that promotes care & optimises health 
outcomes 

Reasonable Assurance 
C20b Environments that support patient privacy & confidentiality Reasonable Assurance 

SIXTH 
DOMAIN: 
CARE 
ENVIRONME
NT & 
AMENITIES 
 

C21 Environments that are well designed, maintained & clean Reasonable Assurance* 

C22 a 
& c 

Demonstrably improve public health & co-operating in local 
partnership arrangements with regard to public health 

Reasonable Assurance* 
C22b Improving the health of the Community and narrowing health 

inequalities 
Reasonable Assurance 

C23 Systematic & managed health promotion programmes are in place Reasonable Assurance 

SEVENTH 
DOMAIN: 
PUBLIC 
HEALTH 
 

C24 Major Incident Plan Reasonable Assurance 
*these standards still require the full evidence to be uploaded onto the datix system however assurance has been 
provided by the standard leads that the evidence is available and are in the process of ensuring that this is entered 
onto the system. 
 
Core Standards C4a and C4c 
The core standards C4a Infection Control and C4c Decontamination are now 
registered with the Care Quality Commission which is part of the Health and Social 
Care Act 2008 and are no longer part of the Standards For Better Health declaration. 
 
Appendix A sets out the detailed assessment of domains 3 and 4.  It should be noted 
that the Governance team has recently started to undertake detailed performance 
assessments of the evidence available against al of the standards and have 
therefore noted where there are gaps in the evidence base.  These are being 
followed up with the standard leads to ensure that all relevant evidence is being 
uploaded onto the datix system. 
  
4 Recommendation 
 
The Trust Board is asked to note the progress being made with the overall levels of 
evidence gathering for compliance against all the standards and to note specifically 
the evidence presented in appendix A for domains 3 and 4. 
 
 
 
 
 
 
 
Colin Johnston 
Medical Director/Director of Patient Safety 
September 2009 
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Appendix A 

 
 

Review of Assurance for Domains 3 and 4 
 
Standard C7a and c  
Healthcare organisations: 

a) apply the principles of sound clinical and corporate governance 
c)   undertake systematic risk assessment and risk management 
 The Trust has clear accountability and working arrangements through the risk 

management strategy and structure to ensure systems for clinical governance 
and risk are implemented throughout the Trust 

 The Trusts Divisional Integrated Standard Executive (DISE) Meetings ensure 
regular reporting on clinical governance issues and a framework for 
identifying any gaps; all divisional top ten risks are reviewed at the DISE. 

 The Audit Committee reports to the Trust Board with responsibilities for 
ensuring effective internal control. It regularly reviews the Assurance 
Framework and Trust Risk Register. The Audit Committee also regularly 
reviews progress against the delivery of action plans, which result from any 
internal risk-based audit programme. 

 The Trust has a Board Approved Risk Management Strategy 09-10, which 
outlines the processes for risk management and systematic risk assessment. 

 Risks are linked to named individuals and the Trusts strategic objectives. 
 Risk Management Training for Board members needs to be arranged for 09-

10 
 
Standard: C7b 
Healthcare organisations actively support all employees to promote openness, 
honesty, probity, accountability, and the economic, efficient and effective use 
of resources 

 The Trust has an accredited LCFS and counter fraud service via a contract 
with RSM Bentley Jennison 

 Regular training / awareness sessions are undertaken, including a presence 
from the LCFS at each Corporate induction 

 A monthly newsletter on fraud issues is circulated around the Trust 
 The Trust is fully involved in the bi - annual National Fraud Initiative (NFI) 
 Code of conduct - the Board has signed up to this and reference made in 

Trust Contracts of Employment  
 Scheme of Governance is reviewed annually at the February Audit 

Committee and published on the Trusts intranet 
 
Standard: C7e  
Healthcare organisations challenge discrimination, promote equality and 
respect human rights 

 The Trust Equality & Diversity Group is established.   
 The Trust Impact Assessment tool is designed to bring together patient and 

staff equality agendas.  Managers are required to assess equality impact 
when writing a Policy or considering a change to Service Delivery.  Equality 
Impact Assessments are published on the Intranet. 

 Within the scope of the Equal Opportunities Policy the Trust maintains a fair 
working environment for all employees through the implementation and 
development of policies and procedures aimed at promoting equal opportunity 
in employment 

 The Equality Framework is available on the intranet and sets out how the 
Trust is progressing with the Equality and Diversity Agenda. The Action Plan 
for this standard identifies actions to be taken in 2009 to update the 
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Framework and this will be taken forward through the Equality & Diversity 
Group.  

 Diversity Training is provided within the Trust by experienced Trainers 
offering half-day sessions on aspects of Equality & Diversity. 

 The role of Well Being At Work Adviser has been initiated in the Trust to 
support staff who disclose a disability issue.  This links with the 2 Ticks 
symbol commitment that the Trust makes, and in particular to –  ensure there 
is a mechanism in place to discuss at any time, but at least once a year, with 
disabled employees what can be done to make sure they can develop and 
use their abilities. 

 Ethnicity data on Staff in Post and Applicants for posts in WHHT is published 
on the Trust’s website.  Trends are monitored by the Equality & Diversity 
Group and the BME Connect Network in the Trust 

 
Standard: C8a 
Healthcare organisations support their staff through having access to 
processes which permit them to raise, in confidence and without prejudicing 
their position, concerns over any aspect of service delivery, treatment or 
management that they consider to have a detrimental effect on patient care or 
on the delivery of services 

 The Trust has had a “Raising Concerns Policy” since 2001 which includes the 
requirements of “The Public Disclosures Act 1998” and “Whistle Blowing in 
the NHS (HSC) 199/198.   

 The policy is widely available on the intranet and details how staff should 
raise concerns.  This policy includes a confidential e-mail address for 
reporting concerns. 

 The Trust regularly reminds staff about the policy and how to raise any 
concerns; the last being via In Touch, which is delivered to all staff with their 
pay slips 

 
Standard: C8b 
Healthcare organisations support their staff through organisational and 
personal development programmes which recognise the contribution and 
value of staff, and address, where appropriate, under representation or 
minority groups 

 The Trusts Lifelong Learning Policy ratified January 2009, forms the core of 
applying the NHS KSF in practice within the Trust including Personal 
Development Reviews and Personal Development Plans. 

 Summary of Appraisal Returns July 2008 – June 2009 
Medical Division             409 (an increase of 305 on last declaration) 
Clinical Support              303 ( an increase of 32 on last declaration) 
Surgery and Anaesthetics   330 ( an increase of  250 on last  declaration) 
Women’s & Children’s 176 ( an increase of 146 on last declaration) 
Corporate services     354 ( not reported last declaration) 
Estates & Facilities      11 ( not reported last declaration) 
A total of 1,583 appraisals were returned to Training and Development for the 
period under review, an increase of 1,072 from last declaration. 

 An audit of the appraisal process requested by the Director of Workforce was 
undertaken as part of the approved internal audit periodic plan for 2008/09. A 
subsequent action plan was delivered effective October 2008, which finalised 
the new policy and procedures for completing development reviews and plans 
and embedding the KSF process. Provision was made for staff who carried 
out reviews as well as for post holders. In addition, a new reporting and 
compliance process was introduced using a new learning Management 
system as part of the electric staff records. 

 National Staff Survey 2008 - 09 results showed that 50% of staff had received 
an appraisal in the last 12 months (an increase of 3% on previous year). 39% 
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of staff said they had agreed a personal development plan (an increase of 1% 
on previous year) 

 The Trust has set aspirational performance indicators for appraisal 
completion of 70% of staff by March 2010, 80% of staff by March 2011 and 
100% of staff by March 2012 

 The Trusts Equal Opportunity Policy aims to ensure that no employee is 
unfairly discriminated against including the areas of training/staff 
development. 

 
Standard: C9 
Healthcare organisations have a systematic and planned approach to the 
management of records to ensure that, from the moment a record is created 
until its ultimate disposal, the organization maintains information so that it 
serves the purpose it was collected for and disposes of the information 
appropriately when no longer required 

 Health Records works within the guidelines set out in the Health Records 
policy, this includes Retention and Destruction, Information governance, Data 
Protection, information Security Trust Code of Conduct, Information Security 
Policy and Waste Management Policy  

 Health Records Policy is currently been updated and reviewed 
 The Policy also includes the staff roles and responsibilities 
 Health Records regularly audit availability and the correct tracking of case 

notes 
 The Trust has an Information and Implementation Governance Group (IIGG).  

This has both clinical and non-clinical membership the remit is to monitor and 
approve the plans and systems for reducing risk and compliance with IG 
standards. 

 The management of records is covered in the Information Security & 
Confidentiality awareness training and record keeping standards are written 
into staff contracts and junior doctors handbooks.  All Health Records staff 
training is monitored and recorded. 

 Health Records provide a secure area for the storage of notes 
 All appropriate staff have Clinicom Training 

 
Standard: C10a 
Healthcare organisations undertake all appropriate employment checks and 
ensure that all employed or contracted professionally qualified staff are 
registered with the appropriate bodies 
 The Trust’s Recruitment & Selection Policy incorporates all of the 

requirements of “Safer recruitment – A guide for NHS employers” and “CRB 
disclosure in the NHS”.  

 Recruitment staff follows the policy and use a checklist for each new member 
of staff to ensure that all of the appropriate checks are undertaken before an 
unconditional offer letter is issued.   

 This checklist is double-checked by another member of the team and a 
database of all of these pre-employment checks is kept and quarterly audits 
undertaken by the Workforce Team Manager. 

 Temporary agency staff are employed through national framework agencies, 
whose systems for pre employment checks are audited by PASA.   

 In addition the booking documentation includes an ‘Agency Worker 
Placement Checklist’ which contains details of all of the pre employment 
checks 

 
Standard: C10b 
Healthcare organizations require that all employed professionals abide by 
relevant published codes of professional practice 

 The Trust has examples of nursing job descriptions that state the post holder 
must practice in accordance with the NMC Code 
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 The Trust has had a recent SUI maternity incident, which is linked to the NMC 
code of practice, this demonstrates that the Trust can identify when 
healthcare professionals have breached the codes of conduct. 

 The Trust has evidence of investigations into the lapsed NMC registration 
since April 09. 

 The Trust has a Policy for the Trust wide Management of Registration 
Verification for Trust Employed Healthcare Professionals; the policy is 
currently being updated to include a further specific information on GMC 
registration. 

 
Standard C11a 
Healthcare organisations ensure that staff concerned with all aspects of the 
provision of healthcare are appropriately recruited, trained and qualified for the 
work they undertake 

 NHS Employment Check Standards have been implemented.  This is 
evidenced by: 

- Verification of identity checks – These checks have been incorporated 
into the Personnel file checklist.  Results are recorded on the audit 
database for reporting quarterly 

- Right to Work checks – The categories have been included in the 
Personnel file checklist 

- All others checks are made within current Recruitment and Selection 
procedures, as outlined in the Recruitment & Selection policy. 

 At interview the panel is required to complete an interview assessment form.  
This assesses the competencies of candidates in relation to the person and 
job specification 

 The Trust recruits staff in accordance with relevant legislation.  Records are 
kept of the selection process to show why applicants were/not appointed 

 Training for interviewers includes equalities and employment legislation 
updates 

 Monitoring of applicants, those short listed and those appointed is undertaken 
and the Trust’s Equality & Diversity Group monitors progress on published 
applicant statistics 

 Trust Re-configuration workforce planning is integrated with the business 
planning of the organisation 

 The Trust ensures that workforce planning is incorporated in service planning, 
for example in departmental strategies, service plans and other 
implementation plans 

 
Standard: C11b 
Healthcare organisations ensure that staff concerned with all aspects of the 
provision of healthcare participate in mandatory training programmes 

 The Trust has an Induction and Mandatory Training Policy, which details the 
requirements for Corporate and Local inductions for both permanent and 
temporary staff.  

 An internal audit follow – up was carried out by Bentley Jennison (10/07/08) 
which reported that the Trust had made reasonable progress in implementing 
actions agreed in the previous year’s audit and that there were no 
fundamental or significant recommendations that were not already receiving 
adequate management attention 

 Over the last six months, the Training Department have undertaken the major 
task of implementing the Oracle Learning Management (OLM) system. This is 
a competency – based system which enables each member of staff to have 
their own unique mandatory training profile. In turn, an organisational training 
needs analysis identifies the capacity requirements for each element of the 
Induction and mandatory training programmes to ensure adequate resources 
are in place to meet demand. 
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 This has been a transitional period in terms of reporting compliance for the 
period under review. Reports from January 2009 are done by competency 
and division and include:- 

- Total staff who have a requirement for this training 
- Total staff who meet this requirement 
- Total staff who do not meet this requirement 
- Total staff who attended the training with no requirement 
- Total % of staff who meet the requirement for training 

Work is now in progress to ensure all managers accountable for performance 
management are actively engaged in achieving compliance, through the 
setting of realistic objectives as part of the 2009/10. In addition, a 
comprehensive review of each element of mandatory training was started in 
January to confirm: 

- If it was appropriate to define it as mandatory 
- that the outcome is what the Trust needed 
- that the target audience is correct 
- that the modes of delivery are acceptable 

This work has enabled us to consider using e-learning in addition to formal 
class-room delivery and to maximise use of the OLM tool and make full use of 
the national platform. 

 
Standard:  C11c 
Healthcare organisations ensure that staff concerned with all aspects of the 
provision of healthcare participate in further professional and occupational 
development commensurate with their work throughout their working lives 

 The medical education centre ensures that doctors have access to onsite 
training and to study leave that allows them to participate in professional 
development on external courses.  

 The study leave allowance is handled on an equitable basis and clear 
guidelines regarding the funds available are distributed to all grades of doctor. 
In recent months additional funding has been granted to enhance the 
development opportunities of the Specialist and Associate Specialist (SAS) 
career grade doctors.  

 The further professional and occupational development of the Foundation 
Doctors is addressed by the generic Foundation Training programme. In 
addition assessments of these doctors are undertaken using the e-portfolio 
system. These processes are monitored closely by the Medical Education 
Department and are formally reviewed three times a year by the programme 
directors and a lay panel member in line with PMETB and Deanery 
guidelines.  

 There is Junior Doctor representation on the Foundation Programme Training 
Committee and on the Education Board to ensure that rotations and 
experience gained in posts is meeting the required standards.  

 This has enabled the department to identify and explore further opportunities 
for doctors to learn new skills and practice existing ones. Through this 
mechanism we have been able to establish links with the simulation centre at 
Hertfordshire University and in turn this has allowed the trust to send doctors 
of all grades on communication skills and clinical scenario training at the 
facility. 

 The Lifelong learning Policy outlines the process for ensuring staff receive an 
annual development review and that the NHS Knowledge and Skills 
framework is used to inform the production of personal development Plans. 
The policy covers full and part –time staff and specifies the process for 
requesting further knowledge and skills training to enhance and strengthen 
people’s personal development and career aspirations. The Trust has an 
allocated funding and sanctioning process for Continuing Professional 
Development (CPD) and for Bands 1-4. 
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 The Trust’ Leadership Academy has developed a cohort of Leadership 
associates and has provided a senior leaders’ programme for staff at bands 7 
and above. This programme has been nominated for an HSJ management 
and leadership award 2009. 

 
Standard: C12 
Healthcare organisations which either lead or participate in research have 
systems in place to ensure that the principles and requirements of the 
research governance framework are consistently applied 

 All studies are subject to review before R & D approval is given to commence 
 All studies have ethical and R & D approval 
 An ongoing, regularly updated database of studies is maintained 
 All studies have agreements in place assigning responsibilities 
 R & D policies and SOPs are in place covering all aspects of the research 

process 
 R & D Newsletters are produced 3-4 times annually 
 The R & D website, available via the intranet and internet, provides clear 

guidance and information for researchers 
 
Standard C13a 
Healthcare organisations have systems in place to ensure that staff treat 
patients, their relatives and carers with dignity and respect 

 The Trust has a dedicated weekly delivering same sex accommodation ‘Task 
and Finish’ Project Group, which was established to ensure that a work 
programme to eliminate mixed sex accommodation and provide single sex 
washing and toilet facilities adjacent to the sleeping areas in all wards 
areas/Acute Admission Unit (Level 1 and 3) would be completed against the 
30th June 2009 DH deadline.  Phase 1 was successfully completed 30th June 
2009. 

 The Phase Two Project Group is focusing on the areas now deemed non 
compliant against recent Department of Health guidance.  This phase will 
focus strongly on service redesign, innovative ways of working and 
sustainable change.  The aim is for all areas to be deemed compliant by 
December 2009.  It is anticipated that the board can be assured that the DH 
deadline will be met. 

 The Trust monitors compliance through, Monthly Same Sex Accommodation 
Audits, Breach reporting best practice, Privacy and Dignity Self-Assessments, 
through the In-Patient Surveys and the Essence of care Quality Assessment 
Tool 

 The Trust has best practice standards for privacy and dignity 
 The Inpatient Survey results stated that 70% of patients said they always 

were given enough privacy when discussing their condition or treatment. 
 
Standards C13b 
Healthcare organizations have systems in place to ensure that appropriate 
consent is obtained when required, for all contacts with patients and for the 
use of any confidential patient information 

 The Trust has a consent to treatment policy in place which is currently being 
updated to ensure compliance with recently released DoH guidance and the 
Mental Capacity Act 2005. 

 The Trust uses DoH patient information leaflets on Consent. 
 FY1 and FY2 staff receive consent training as part of their induction 

programme. 
 The Trust has an advocacy and translation service supported by a Trust 

policy which supports relevant staff to take all steps which are reasonable in 
the circumstances to facilitate communication with the patient 

 The Trust policy clearly states the process for identifying staff who are 
authorised to obtain consent for particular procedures but who are not 
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capable of performing them and has implemented procedure-specific training 
on consent for staff to whom the consent process is delegated and who are 
not capable of performing the procedure, records are kept of both. 

 The consent policy includes a section on clinical photography but the current 
medical illustration needs to be reviewed and updated, this work is being 
undertaken. Records are kept on a database. 

 The Trust has forms/checklists for consent post mortems and is currently 
consolidating these into a policy 

 The Trust is looking to implement a consent audit as of Sept 09 to monitor 
and review current practices to ensure effective consent processes. 

 
Standard C13c 
Healthcare organizations have systems in place to ensure that treat patient 
information confidentially, except where authorized by legislation to the 
contrary. 
The Trust has in place the following evidence for compliance: 

 Data Protection Policy  
 IG Policy & Strategy  
 Health Records Policy 
 Information Implementation and Governance Group Minutes 
 Incident Reporting of patient confidentiality issues 
 Information Security and Confidentiality Training 
 Information Security Policy  
 Removable Media Policy  
 Safe Haven Policy  
 Trust Code of Conduct  
 Information Sharing Protocol & Agreements 
 Your Information, Your Health Records Booklet 

 
Standard: C14a 
Healthcare organizations have systems in place to ensure that patients, their 
relatives and carers have suitable and accessible information about, and clear 
access to, procedures to register formal complaints and feedback on the 
quality of services 

 Patients/service users, relatives and carers are provided with opportunities to 
give feedback on the quality of services through Comment Cards, which are 
collected in a weekly basis from all three sites. Comments are escalated to 
the Departments, Matrons and Service Managers. Action taken and feedback 
is demonstrated on Listening Boards, which are placed across the three 
Hospital sites. The Trust also uses the Patient Experience Trackers to record 
immediate feedback on services. 

 The Trusts Patient and Public Involvement Group meets regularly and 
includes patient representation 

 The Trust participates in the national inpatient survey and has recently set up 
the 48hr discharge calls. 

 The Trust has provided training to staff on the new complaints procedure 
 The Trust needs to do more on recording and analysing information regarding 

the profile of those accessing the complaints procedure, by ethnicity, gender 
and disability, in order to assess whether the complaints arrangements in 
place are equally accessible to all 

 The national inpatient survey results stated 27% of patients said they saw 
posters or leaflets while they were in hospital about the complaints procedure; 
51% said they did not. One of the actions was that the Trust needs to ensure 
that patients are given information about how to complain about the care they 
receive if they want it. The Trust has re-released the patients bedside folder 
which is accessible in different languages upon request and contains 
information on the PALS and complaints process. 
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 The Trust has recently updated its ‘Making your voice heard leaflet’ which is 
available in the Trust and via the intranet. 

 The Trust has a revised draft complaints policy that has been amended following 
changes to the NHS Complaints Regulations (April 2009) and subsequent changes 
made in the Trust’s procedures following the introduction of the new regulations.  The 
policy includes information for both patients and staff. 

 Both the Complaints Department and PALS are located front of house in the 
PMOK wing, providing easy access for people wishing to obtain information 
on how to make a complaint or to make a complaint in person. 

 
Standard: C14b 
Healthcare organizations have systems in place to ensure that patients, their 
relatives and carers are not discriminated against when complaints are made 

 The ‘making your voice heard leaflet’ states that the Trust can reassure 
patients that the complaint will not affect any future treatment that they may 
need and the Trust will make every effort to put the matter right. 

 The Trust’s Complaints Policy also contains a clear policy statement to this 
effect, further enhanced by the clear expectation that complaints 
correspondence is not filed in medical records. 

 This subject is covered at all staff training sessions on complaints, delivered 
by the Complaints Department in order to re-emphasise this important 
message. 

 
Standard: C14c 
Healthcare organizations have systems in place to ensure that patients, their 
relatives and carers are assured that the organization acts appropriately on 
any concerns and where appropriate, make changes to ensure improvements 
in service delivery 

 The Trust ensures complaints are responded to in a timely and efficient 
manner and when necessary complainants are informed of any delays. 

 The Trust investigates all complaints in the most appropriate manner and 
offers local resolution meetings if required. 

 The healthcare organisation keeps a complete documentary record of the 
handling and consideration of each complaint on the Datix Risk Management 
System. 

 The Trust reviews complaint trends as part of the CLIP report, complaints 
also forms part of the CLIP lessons learnt section 

 The Trust has a revised draft complaints policy that has been amended 
following changes to the NHS Complaints Regulations (April 2009) and 
subsequent changes made in the Trust’s procedures following the 
introduction of the new regulations.  The policy includes information for both 
patients and staff. 

 The Trust produces monthly reports in relation to performance against the 
regulated acknowledgement times and against the Trust’s own internal time 
frames for responses to be provided. 

 
Standard: C15a 
Where food is provided healthcare organizations have systems in place to 
ensure that patients are provided with a choice and that it is prepared safely 
and provides a balanced diet 

 Patients receive an appropriate and extensive menu choice to serve dietary 
and cultural requirements. 

 The menus produced and available to each patient are available in several 
languages. 

 Food is prepared and served by staff undertaking appropriate food handling 
training. 

 Food provision is monitored as part of the Internal PEAT team inspections. 
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 Catering issues are presented and discussed at the monthly Joint Partnership 
Board meetings. 

 
Standard: C15b 
Where food is provided healthcare organizations have systems in place to 
ensure that patients’ individual nutritional, personal and clinical dietary 
requirements are met, including where necessary help with feeding and access 
to food 24 hours a day 

 All patients are screened for nutritional risk within 24 hours of admission and 
appropriate measures put in place according to risk score (range from 
monitoring, weekly weights, instigation of food record chart, referral to 
Dietitian) 

 Availability of snack boxes out of hours for late admissions/ post operative 
patients 

 Protected Mealtimes Initiative in use across the Trust 
 PET Tracker questions include question on quality of food 
 Trust Nutritional Focus Group has standing agenda item on S4BH 
 Development of Multi Professional Nutrition Team in progress in line with 

NICE guidelines (Consultant Gastroenterologist, Consultant Surgeon, 
Dietitian and Pharmacist in place just waiting for funds to appoint Nutrition 
Nurse Specialist)   

 
Standard: C16 
Healthcare organizations make information available to patients and the public 
on their services, provide patients with suitable and accessible information on 
the care and treatment they receive and, where appropriate, inform patients on 
what to expect during treatment, care and after care 

 The Patient & Public Involvement Strategy 2007 – 2010 Ensuring a Voice: 
Offering Choice has set several objectives, one of which is to improve the 
overall quality of the patient experience by improving information to patients 
and members of the public. All patients and carers will receive practical 
generic information for when they visit the hospital. 

 The ‘Pledge’, launched in the Trust in September 2008 describes nine 
Standards on how staff will treat all patients to improve their patient 
experience. The tenth Standard is to challenge and change practice that falls 
below these standards. The Trust is monitoring how well we apply these 
standards in practice. 

 The Trust has developed a pink ‘My Discharge From Hospital’ leaflet that is 
given out to all patients upon discharge. This leaflet is for the patient’s own 
personal information that advises on their medication and other important 
information and provides useful telephone contact numbers. A ’Guide to your 
stay in Hospital’ is also given to patients during their Pre-Operative 
Assessment and within Accident & Emergency that also provides generic 
information on the hospital. 

 The Patient Advice & Liaison Service (PALS) is a drop in service offering ‘on 
the spot’ help and advice for all patients, carer’s and members of the public. 
They can also visit patients, relatives or carer’s on the wards. 

 Comment boxes and cards are placed around the Trust whereby PALS can 
actively collect feedback from patients and visitors on all our services. 

 Listening Boards placed in strategic areas within the three hospital sites 
feedback to the patients and visitors on service improvements that have taken 
place in respect of comments raised. 

 PALS also operates and Interpreting and Translating service for all patients, 
carer’s and visitors as well as offering information either in Braille or audio 
tape. 

 The Trust has produced a Policy for the Production and Provision of Patient 
Information. The Purpose of this policy is to ensure that any Patient 
information Literature or questionnaires produced by the Trust is easily 
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accessible to all and reflects the high standards that West Hertfordshire 
Hospitals NHS Trust are striving to achieve.  

 A ‘Your Bedside Guide’ has been produced for all bedside lockers across the 
three hospital sites. This Guide is useful and informative, as well as 
answering any questions patients may have.  

 The Trust has purchased 15 Patient Experience Trackers (PET) that 
electronically collects feedback from the patients and members of the public 
in respect of our services. Information is fed back on a weekly basis on the 
fifteen wards and departments to the patients and the public on how we have 
improved services on the strength of the data received. 
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