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HUMAN RESOURCES AND WORKFORCE DEVELOPMENT
POLICY HANDBOOK CONTENTS

Equality Statement

Lincolnshire Partnership NHS Foundation Trust (LPFT) to its best ability will develop
and implement business plans, project initiation documents, service change, service
delivery and provision and policies and other corporate documents that meet the needs
of the local community. They will take account of the provisions outlined in the Equality
Act 2010, to eliminate discrimination, harassment and victimisation, promote equality of
opportunity and build on good relations between the diverse communities.

The aim is to ensure no individual receives less favourable treatment on the grounds of
age, disability (learning disabilities), sex (gender), race, gender reassignment, sexual
orientation, religion and belief, marriage and civil partnership and pregnancy and
maternity.

LPFT will have due regard to the different needs of those listed as the ‘protected
characteristics’ and those not listed to ensure dignity and respect, leading to a fair and
equitable service for all.

Introduction

Lincolnshire Partnership NHS Foundation Trust through its staff aims to provide the
highest standards to patients by promoting recovery and quality of life through
effective, innovative and caring mental health, social care and specialist community
services. The Trust supports a patient-centered culture of continuous improvement
delivered by its staff and its Values of RESPECT.

The Trust recognises that all employees have the right to be treated with
consideration, dignity and respect. Likewise the Trust similarly expects its employees
to conduct themselves and their duties in a competent, dignified manner, which
requires staff to attend work on a regular basis, following the reasonable instructions of
their managers and upholding the Mission, Vision and Values through the Trust’s
Policies.

Purpose

The purpose of this Human Resource and Workforce Development (HR&WD) Policy
Handbook is to outline the requirements of all staff and managers when undertaking
their roles and responsibilities within the Trust. The HR&WD Policy Handbook also
provides the framework that the Trust will provide in the various circumstances in
which the policies will apply.

TARGET / STANDARD TO BE REASON FOR TARGET/STANDARD
ACHIEVED

For all stakeholders to follow policy To manage employees consistently
and procedure in line with the and fairly

principles set out in the handbook
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Duties
The Chief Executive is accountable for:

e Ensuring the proper application of the HR&WD Policy Handbook through
appropriate management arrangements.

The Board of Directors is accountable for:

¢ Commitment through endorsement of the HR&WD Policy Handbook;
¢ Identification and allocation of any resources required.

The Human Resources Department is responsible for:

¢ Providing advice, guidance and support to staff and managers in the
implementation of the HR&WD Policy Handbook;
e Ensuring that this HR&WD Policy Handbook is implemented fairly and consistently.

Line Managers are responsible for:

e Ensuring the policies laid down within the HR&WD Policy Handbook are stringently
adhered to;

e Ensuring staff are conversant with the content of the policies;

e Ensuring staff receive appropriate support and intervention where the policies are
applied.

Staff are responsible for:

Upholding the Trust’'s Mission, Vision and Values;
e Ensuring they understand and adhere to the following policies contained herein:

- Bullying and Harassment

- Capability

- Disciplinary

- Grievance

- Managing Attendance

- Recruitment

- Professional Registration

- Stress at Work

- Organisational Change

- Mandatory Training and Induction

- Whistle Blowing

Definitions

Definitions are detailed in their respective sections.

Development of Policies and Procedures

In March 2015 the following policies were reviewed and amended:
- Managing Attendance

- Recruitment
- Professional Registration
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1.7

1.8

1.9
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- Organisational Change

- Mandatory Training / Corporate Induction

The aforementioned policies have been reviewed by benchmarking against other
existing NHS policies and procedures and deleting out of date information and
updating accordingly. Internal staff consultation will be required.

Consultation, Approval and Ratification Process

The policy will be consulted upon, approved and ratified in accordance with the Trust’s
Corporate Documents and Policies Procedure. The relevant Executive Committee is
identified in the appendices to that procedure.

Review and Revision Arrangements including Version Control

This policy will be reviewed state the timeframe e.g. annually by the policy author in
accordance with the Corporate Documents and Policies Procedure. Revision may
occur earlier if relevant new legislation or guidance is issued.

The Executive Committee monitoring the effectiveness of the policy may also call for
an early review on the basis of the reports it receives.

The Trust Secretary’s Office will maintain a version control sheet, as per the Corporate
Documents and Policies Procedure.

Dissemination and Implementation of a Policy

This policy will be disseminated in accordance with the Corporate Documents and
Policies Procedure.

Policy Control including Archiving Arrangements

Corporate and Legal Services will retain a copy of each policy for a minimum of 10
years in line with the recommendations contained within '‘Records Management NHS
Code of Practice' (2006).

Individuals wishing to obtain previous versions of this policy should contact Corporate
& Legal Services.

Monitoring Compliance with and Effectiveness of Policies and Procedures

The responsibilities for the Monitoring/Audit and the Standards/Key Performance
Indicators (KPIs) for each policy are detailed at the end of the Handbook.

References

Agenda for Change Terms and Conditions Service Handbook
Local Terms and Conditions Handbook

ACAS

Employment Law

NHS Trust Policy and Procedures

Staff Well-being Services

Safeguarding

Occupational Health

Equality Analysis



Health and Safety Executive
Information Governance

1.11 Associated Documentation

NHS Employment Check Standards
Equality and Human Rights Corporate Governance Document
LPFT Internal Mediation Service

1.12 Appendices

NHS Employment Check Standards
http://www.nhsemployers.org/your-workforce/recruit/employment-checks/nhs-

employment-check-standards

Equality and Human Rights Corporate Governance Document
http://sharon/Ipft/HumanRights/Shared%20Documents/Policies/Final%20Equality%

20and%20Human%20Rights%20Corporate%20Governance%20Document%20-

%202013.doc

LPFT Internal Mediation Service
http://sharon/lpft/HumanRights/Shared%20Documents/Forms/Allitems.aspx?RootF
older=http%3a%2f%2fsharon%2flpft%2fHumanRights%2fShared%20Documents%
2fMediation&FolderCTID=0x012000AEB163C7E14A814A80175E2D7B5AF166
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BULLYING AND HARASSMENT POLICY
Bullying and Harassment Policy

Harassment is any unwanted physical, verbal or non-verbal conduct which has the
purpose or effect of, affecting a worker's dignity, or creating an intimidating, hostile,
degrading, humiliating or offensive environment. Such conduct is commonly related to
sex, sexual orientation, marital status, gender reassignment, race, religion, colour,
nationality, ethnic or national origin, disability, HIV positive/AIDS status or age.
Harassment generally arises where a worker has made it clear that they find certain
behaviour unwelcome and that behaviour has continued unchanged. Harassment can
also arise as a result of a single incident provided it is sufficiently serious. It is
important to remember that even though the conduct may only be unwanted or
offensive to one individual; it can still amount to harassment. Employees who believe
they are being subjected to harassment should not hesitate to use the procedures set
out below. All staff should consider whether their actions could be offensive to others.

Examples of harassment might include:

¢ unwanted physical contact, ranging from touching or brushing against another
employee's body to assault or coercing sexual relations;

¢ unwelcome sexual advances, propositions or pressure for sexual activity;

e continued suggestions for social activity within or outside the workplace after it
has been made clear that such suggestions are unwelcome;

o offensive or intimidating comments;

e suggestions that sexual favours may further an employee's career or that
refusal of sexual favours may hinder it;

¢ the display of pictures, objects or written materials that may be considered
pornographic or offensive to particular ethnic or religious groups;

e conduct that denigrates or ridicules a worker because of his or her sex, race,
sexual orientation, disability, religion, age, gender reassignment, pregnancy
and maternity, marriage and civil partnership including abuse or insults about
appearance or dress, e.g. behaviour including statements, jokes, non-verbal
actions, insensitive jokes or pranks and;

¢ shunning an employee, for example, by deliberately excluding him or her.

Bullying means offensive, intimidating, malicious or insulting behaviour, an abuse or
misuse of power intended to undermine, humiliate, denigrate or injure a colleague.
Bullying does not include legitimate and constructive criticism of your performance or
behaviour, an occasionally raised voice, or an argument. Bullying can range from
extreme forms such as violence and intimidation to less obvious actions such as
deliberately ignoring someone.

Some further non-exhaustive examples of bullying are:

persistent criticism;

overbearing supervision;

unjustifiably excluding colleagues from meetings/communications;
shouting or swearing at people in public and private;
spontaneous rages, often over trivial matters;

deliberately sabotaging or impeding work performance;

setting individuals up to fail by imposing impossible deadlines;
removing areas of responsibility and imposing menial tasks and;
persistent blocking applications for holiday, promotion or training.
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2.3

This policy covers harassment or bullying which occurs both in the workplace itself and
in settings outside the workplace such as business trips, events or social functions
organised for or on behalf of the Trust and on or off our premises.

Bullying and harassment must not be confused with genuine performance
management:
o where a member of staff is being managed through one of the Trust's HR
policies and procedures;
e where a concern regarding a person’s general conduct or capability needs to
be addressed in supervision or a meeting.

Therefore, in the event of a complaint being shown to be untrue, ill-judged or even
malicious, then the matter may be subject to investigation and result in disciplinary
action against the employee raising the complaint.

Informal Procedure

The Trust approach is that, in most cases, all complaints should be dealt with internally
and informally in the first instance wherever possible in accordance with informal
measures identified in the Trust Grievance Procedure. This will allow for solutions to
be reached quickly, with minimum risk to confidentiality.

If the person does not feel able to raise their concerns with the person directly, they
can write to the person to state they are feeling harassed and how they wish to be
treated. Alternatively they can speak to a mediator, HR, a trade union representative
or their senior manager.

Formal Procedure

If informal attempts to resolve the concerns have not been successful, concerns may
be raised in writing with the line manager or HR Adviser, who will advise on the next
steps, for example, formal investigation. Staff are required however to raise concerns
within 3 months of incidents/issues occurring to ensure a timely resolution to issues.
Any concern outside of this timescale will only be considered in very exceptional
circumstances.

Where an investigation is deemed appropriate, it should be conducted in accordance
with the Trust’s Disciplinary Procedure.

Upon the conclusion of the investigation, a decision will be taken as to whether there is
a case to answer and whether the matter will proceed in accordance with the Trust’s
Disciplinary Procedure to a hearing.

Appeal

If the person submitting the complaint is unhappy with the outcome of the investigation,
they may appeal to the next level of management within 5 working days of receiving
the decision. This will involve submission of a letter to the next level of management
outlining the reasons why the employee wishes to appeal.

An appeal should only be lodged if an individual feels that they have been treated
unfairly in some way whilst the procedure was being followed. The manager will review
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the procedure followed to assess whether in their independent view, they feel that it
has been followed fairly and appropriately.

An appeal is not a re-investigation and therefore, not an opportunity to rehear all the
evidence. The manager will only make a judgment as to whether the outcome was fair
and reasonable after having carefully considered the procedure followed.

The outcome of the Appeal is final.

Follow up

Following resolution of both formal and informal harassment complaints, a record
should be kept of the incident. Where harassment did occur, it is important to check
that the harassment has stopped and that there has been no subsequent victimisation.
Monitoring will be carried out on a regular basis.

Confidentiality

All employees involved with the investigation and any subsequent process are required
to respect the need for confidentiality.

All complaints, associated correspondence and interviews will be treated in strict
confidence. Any breaches of confidentiality will be subject to disciplinary action
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PERFORMANCE AND CAPABILITY POLICY
Introduction

This policy outlines the process to be followed where there are concerns related to an
individual’s performance on the grounds of capability, other than ill health.

Capability refers to an employee’s ability or competence to perform their work to an
acceptable standard. Performance refers to the level at which the employee operates
and the standard of work produced in order to achieve tasks and objectives.

The policy set out to ensure that there is:

1. A means of monitoring performance and establishing performance criteria.

2. A degree of consistency in how staff with widely differing responsibilities and
duties, are given opportunities to attain satisfactory levels of performance.

3. Assistance in identifying the most appropriate form(s) of support and providing
that support.

4. If a member of staff fails to demonstrate satisfactory performance, any
consequent action will be based on:

e Adequate evidence that the member of staff is incapable of performing their
duties satisfactorily.

e A fair procedure.

¢ The fact that the member of staff was given all reasonable assistance to
overcome such failings.

Right to Representation

The Trust encourages all employees to belong to a recognised Trade Union or
Professional Association. Trust employees have a right to be accompanied by an
accredited trade union representative or a work colleague not acting in a professional
capacity.

Informal Review Procedure

It is important to recognise that many issues of capability can, and should be, resolved
without recourse to the formal capability policy. The following is intended as a
framework and may need to be adapted to suit the needs of each situation.

In the first instance any concerns relating to the performance of an employee should
be raised during formal supervision or appraisal, or in less formal day to day
management discussions. Preliminary questions should be asked to allow both parties
to fully understand the situation and record them.

In order to help clarify when it is appropriate to use this procedure, the following are
given as examples of where concerns may arise about an employee’s capability to
undertake their job role. These may include:

Changes in the nature and allocation of work

An inability to cope with reasonable workloads
Personal/family difficulties

Re-organisation of redefinition of role

Poor overall organisation and inability to prioritise work

10



e Lack of aptitude, skill or experience
e Lack of professional insight

There may also be issues that impact on capability that are the responsibility of
management but that only come to light when there is a discussion about an
employee’s capability. These may include:

Physical environment

Lack of supervision

Absence of facilities crucial to the employee’s performance
Inadequate training

Concerns about capability should not be confused with medical incapability or a
disability which will be dealt with in accordance with the Trust's Managing Attendance
Policy.

If the concern is more complex and/or preliminary enquiries and discussions are not
sufficient to resolve the matter, the line manager should inform the employee
accordingly and a full and proper review should be conducted. A meeting should take
place to discuss the capability concerns and the review process with the employee
with a view to agreeing the required improvement.

After the meeting, an agreed performance improvement plan (PIP) (see Appendix 2 for
an example) with up to an 8 week review period (unless exceptional circumstances
mean a longer informal review period is necessary) should be produced to include:

e Further training specifically directed to training needs, which is identified to
facilitate an improvement;

e Monitoring review and variance of workload as required;

e Setting realistic review timescales;

e Monitoring standards of performance in respect of agreed objectives and the
requirements of the job;

e Review and monitor the amount of supervision.

¢ The individual must be aware of the specific areas for improvement along with
a review of improvement plan.

The employee should be informed that failure to meet the PIP may mean formal action
will be taken. If the performance standards are met, the employee should be notified
and encouraged to maintain these standards. With such support and encouragement,
the line manager will be able to confirm that the informal capability procedure can
come to an end.

If the employee’s performance does not improve within the agreed timescales, then the
line manager will initially discuss the issues with their Human Resources Adviser
before commencing the next stage of the procedure.

If there is some improvement in the performance, the line manager may need to
extend the action plan.

As we are now required to monitor and record informal capability we need to ensure
that HR are consulted and informed.

11
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Formal Process — Stage 1 Capability Meeting

An employee will be invited to attend a stage 1 meeting if it is deemed by their
manager that the objectives and expectations set at the informal capability review have
not been met.

A formal meeting will be organised, chaired by the local manager and supported by
HR. The employee has the right to representation at this meeting.

At the meeting the following issues will be discussed:

Ongoing issues/concerns in performance

Overview of support and training provided to-date

Any further support or training that is required

A further action plan to address the ongoing performance with a review date set
within 4-8 weeks (unless exceptional circumstances mean a longer review
period is necessary).

The individual must be aware of the specific areas for improvement along with a review
of improvement plan.

In the absence of any mitigating factors the employee will be issued with a first formal
written warning, taking the form of a letter to the employee stating the reason for the
warning and note that a final warning will be given if there is no improvement in their
performance after a specified time period. The letter should also identify the areas,
measurement, and timescales of improvement required.

A copy of the warning must be kept on the employee’s personal file and should also
identify the areas and measurement and timescale for the improvement required. The
warning will normally be disregarded for capability purposes after 6 months however,
in certain circumstances, as an alternative to a Final Written Warning; a panel may
increase the time period for a first formal Written Warning up to 12 months.

The employee must be advised of the right to appeal against the warning.

Formal Process Stage 2 Capability meeting

If the employee’s capability remains unsatisfactory, or if the initial capability is serious
enough to warrant a final written warning, a stage 2 meeting will be held.

A formal meeting will be organised, chaired by the local manager supported by HR and
the employee will be aware that they have the right to representation. The meeting
format will be in line as the stage 1 meeting process.

If there is some improvement, the manager may consider re-issuing the stage 1.

If the decision is taken to issue a final written warning, the manager should ensure that
the warning clearly states the reason for the final written warning and state that
dismissal may follow should there be a failure to improve. A review period of up to 8
weeks should be set and the manager should meet with the individual regularly to
support and monitor the action plan.

A copy of the warning must be placed on the employee’s file and should also identify
the areas and measurement and timescale for the improvement required. The warning
will normally be disregarded for capability purposes after 12 months however, in

12
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certain circumstances, e.g. as an alternative to dismissal, a panel may increase the
time period for a Final Written Warning up to 24 months.

Formal Process Stage 3 — Final Capability Meeting - Dismissal or other
sanction

Where an employee has continued not to meet the requirements of the role and the
action plan agreed at the stage 2 meeting, or in the cases of gross incompetence
(where the issues of performance are so serious they affect patient safety or bring the
Trust into disrepute), the individual will be invited to a capability hearing, where the
possible outcome is dismissal. This capability hearing must be chaired by a manager
at Band 8a or above.

The manager will produce a report detailing the performance concerns, the
improvement plan set and the support/training provided to the employee.

The employee will receive a copy of the management report prior to the hearing and
the employee must submit any additional documentation they plan to rely on in the
hearing at least 3 working days before the hearing.

The senior manager hearing the case, supported by a member of HR, will consider the
evidence presented and will make a decision on the available facts.

This policy also allows for other penalties to be imposed that fall short of dismissal. In
certain circumstances, some other penalty such as demotion, transfer to an alternative
role, additional training (at the cost of the employee), loss of pay etc. may be
appropriate. Any alternatives to dismissal as outlined above must be agreed by the
employee.

Where the employee does not agree with the alternatives to dismissal, the Trust will
dismiss and the employee afforded the right of appeal.

In all cases of capability dismissal, a payment in lieu of notice to employees will be
paid. Atthe time a decision is taken, managers need to ensure that all Trust property,
e.g. mobile phone, laptop, keys, etc. are returned to the manager.

Capability Appeals Procedure

All employees have the right to appeal against a formal capability sanction. The appeal
must be in writing to the Director of Human Resources within 5 working days of
receiving the sanction.

Appeals against dismissal will be heard by a panel of two senior managers at
Executive, Non-Executive or Deputy Director Level. Appeals for first and final written
warnings may be held by managers at Band 7 and above.

All appeals will be a review of the decision taken and not a re-hearing.

The decision of the manager chairing the appeal is final. The employee will receive

written notification of the appeal decision and the basis for it within 5 working days of
the appeal being heard.

13
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3.8

3.9

Sickness Absence

In the event that the employee is absent from work due to sickness with stress or
related conditions whilst undergoing investigation, the person will be required to attend
the Trust’'s Staff Well Being Service (SWS) for assessment and support.

Where it is deemed by the SWS that there is no underlying cause to the absence other
than the ‘stress’ of the proceedings, the employee will be required to fully co-operate
with the capability process with no further delay and/or return to work, where
suspension is not in place. Where in such circumstances the staff member does not
co-operate and/or return to work, the employee’s occupational sickness pay will be
withheld.

Where employees are absent from work due to sickness for 2 weeks or more following
the issuing of a capability sanction, the time limit related to the warning will be
extended by the length of the person’s absence.

Reasonable Adjustments

In cases where an employee has a disability, as defined under the Equality Act 2010,
they will be entitled to any appropriate reasonable adjustments to assist them
throughout the capability process. In such cases, advice should be requested from
Human Resources.

Redeployment as an alternative to a formal sanction

At any formal stage of the process, the line manager or the employee may wish to
discuss the option for redeployment to the same or a lower banded post that might be
more appropriate to the employee’s skills and abilities.

At the formal stage 2 Capability Meeting and at the Formal Stage 3 final capability
meeting redeployment can only be considered if there is a suitable alternative available
within the same department or service and if the employee wishes to be considered for
that position.

At all stages of this process a post will be classified as suitable under this procedure if
it meets the following requirements;

e ltis at the same or a lower band — no pay protection is provided
o The employee meets the essential criteria for the job

No excess travel will apply if the job is located at a different work place

At the Formal Stage 3 final capability meeting the panel will have the authority to
impose this option as an alternative to dismissal. At this stage the employee will be
supported for 3 months (or in line with their notice period which will run concurrently
with the redeployment period), to find a suitable role.

Redeployment to another role will be subject to a 4 weeks trial period on both sides
(management and the employee).

Where the employee is not redeployed to another post within the redeployment period

or where the trial has been unsuccessful the contract of employment will be terminated
with a payment in lieu of notice on the grounds of capability/poor performance.

14



3.10 Withholding incremental progression

When an individual is being supported under the formal stages of the process or has
been issued with a formal warning their pay increment will be automatically withheld for
the period of the warning. Once the warning has expired and then individual has met
the performance standards the increment will then be awarded with a new annual
incremental date set.

15



Appendix 1

RECOMMENDED STRUCTURE FOR A STAGE 3 CAPABILITY HEARING/CAPABILITY
APPEAL

Purpose and Status of Capability Hearing/Appeal

1. The Management Representative shall state the Management’s case in the presence of
the Employee and their Representative and may call withesses.

2. The Employee and/or their Representative shall have the opportunity to ask questions of
the Management Representative and witnesses.

3.  The Manager/Panel conducting the hearing/appeal shall have the opportunity to ask
guestions of the Management Representative and witnesses.

4. The Management Representative shall have the opportunity to re-examine their
witnesses on any matter referred to in their examination by the Manager/Panel
conducting the capability hearing/appeal, the Employee or their Representative.

5. The Employee and/or their Representative shall state their case in the presence of the
Management Representative and may call witnesses.

6. The Management Representative shall have the opportunity to ask questions of the
employee, their Representative and their witnesses.

7. The Manager/Panel conducting the hearing/appeal shall have the opportunity to ask
guestions of the Employee, their Representative and their witnesses.

8. The Employee and/or their Representative shall have the opportunity to re-examine their
withesses on any matter referred to in their examination by the Manager/Panel
conducting the capability hearing/appeal or the Management Representative.

9. The Management Representative and the Employee and/or their Representative shall
have the opportunity to sum up their cases if they so wish. The Employee and/or their
Representative shall have the right to speak last. In their summing-up neither party
may introduce any new matter.

10. Nothing in the foregoing procedure shall prevent the Manager/Panel conducting the
capability hearing/appeal from inviting either party to elucidate or amplify any statement
they may have made, or from asking them such questions as may be necessary to
ascertain whether or not they propose to call any evidence in respect of any part of their
statement, or alternatively, whether they are in fact claiming that the matters are within
their own knowledge, in which case they will be subject to examination as a witness
under paragraphs 2 or 6 above.

11. The Manager/Panel conducting the capability hearing/appeal may at their discretion
adjourn the interview/appeal in order that further evidence may be produced by either
party that may be relevant to the case or for any other reason.

12. The Management Representative, the Employee and their Representative, and
witnesses shall withdraw.

16



13.

14.

The Manager/Panel conducting the capability hearing/appeal shall consider the cases
submitted only, recalling both parties to clear points of uncertainty on evidence already
given. If recall is necessary both parties shall return even through the point giving rise to
doubt/clarity may only concern one party.

The Management Representative, the Employee and their Representative shall be
recalled to hear the decision of the Manager hearing the appeal. In certain
circumstances, e.g. where a decision won’t be made on the day due to time constraints,
the decision of the Manager may be advised in writing.

17



Example Action Plan — INSERT MEMBERS OF STAFE NAME AND DATE

Appendix 2

NB all areas of improvement should be SMART (Specific, Measurable, Achievable, Realistic and Time bound)

Action

Timescale and Measurement

Support/ Training to be provided

Comments/ Completed

e.g. To keep up to date with
completing and filing patient
records correctly

On a daily basis with a random check
to be completed at the end of the
month

Set calendar reminders and protected
time
Silverlink training

Weekly reviews

e.g. Successfully lead
medication round

To complete at least twice a week in
line with current guidelines

Shadowing of others completing
medication round and self-lead
research into medication practices

Weekly reviews

e.g. Improve time management
skills

To schedule own workload in line with
team responsibilities. Meets targets
and deadlines as agreed with
manager.

Daily reminders in calendar to arrange
work load and create to-do list.
Dedicated time for specific workload.

Weekly reviews

e.g. To review patient
assessments and care plans

To be completed independently and
reviewed by senior team member for
quality.

Supervisor to show what is expected
on completing the assessment

Weekly reviews and a
monthly audit completed.

e.g. Carry out observations as
per observation policy and
patient care plan

To complete and record observations
for a variety of patients in line with

policy

To read the observation policy

Weekly reviews with a
daily check by the nurse in
charge

18




4.

4.1

4.2

42.1

4.3

DISCIPLINARY POLICY
Disciplinary Policy
It is expected that all staff:

¢ follow the Trust’s Mission, Vision and Values;

¢ attend work regularly and punctually;

¢ present themselves in a professional manner;

¢ dress appropriately to perform their duties ;

o follow reasonable instructions from their manager(s);

¢ observe procedures, policies and rules;

¢ behave in a courteous, helpful way and act in the Trust’s interests at all times.

This list is not exhaustive.

Examples of misconduct and gross misconduct which are likely to lead to disciplinary
action, including dismissal, can be found in Appendix 1.

Formal Process
Rights and Representation

The Trust encourages all employees to belong to a recognised Trade Union or Professional
Association.

Trust employees have a right to be accompanied by:

e Afellow employee or;

o An official employed by a trade union;

o A workplace trade union representative, (accredited representative). When a
representative is accredited, the Trust will assume that they have been trained by their
Trade Union or Professional Organisation.

In addition, if an employee is unable to be accompanied by a person in the above list, the
Trust may agree to allow the employee to be accompanied by a family member or friend
who is not acting in a legal capacity. This will need to be agreed in advance with HR and
the Commissioning Manager or Chair of Panel.

If an employee is an accredited representative of a recognised Trade Union or Professional
Association, disciplinary action will not be taken against them until the circumstances have
been discussed with their full-time official. Please note that as an accredited representative
the same disciplinary rules apply as to all employees.

Informal Discussion

The manager should initially deal with minor breaches of rules or minor misconduct with an
informal discussion with the employee. The manager should discuss the issue and explain
that if the employee fails to show improvement or there are subsequent breaches of rules
or minor misconduct, they could be subject to the formal disciplinary process. The manager
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4.4

4.5

should keep a record of the discussions. In most cases, a discussion at this stage can
often lead to an improvement in an employee’s conduct or performance.

Formal Disciplinary Procedure

The Trust can implement the procedure at any stage, depending on the severity of the
offence. All investigations must be conducted by an individual trained in investigations with
the exception of minor misconduct, which can be the employee’s line manager.

All Disciplinary Hearings will be conducted by a manager who has not been involved in the
investigation phase. A nominated Professional Adviser may be present on the Disciplinary
Panel to provide advice in their specialist field if the misconduct relates to professional
conduct.

Employees must be advised 3 days in advance of any meetings they are invited to attend
that form part of the disciplinary procedure.

Investigations

Before a formal investigation is commissioned the local manager will undertake preliminary
investigations including talking to the employee(s) involved to establish if there is a need for
formal investigation.

If it is evident from the preliminary investigations that there is misconduct at a level that
would warrant a formal written warning, a full investigation is unlikely to uncover any further
misconduct or evidence and the employee accepts the findings, it may be in the interests of
the trust and the employee to save the time and distress of a full investigation and offer a
formal written warning outside of hearing at this point. If accepted there will be no right of
appeal. If the employee does not accept this then a full investigation will be commissioned.

For disciplinary action to be fair and reasonable, the investigator will ensure the following:

Explore the circumstances surrounding the alleged offence;

Check all the facts as far as possible reasonable and practical;

Interview witnesses and include relevant statements within an investigation report;

Let the employee know in writing the grounds for the investigation (what they are

alleged to have done) and the process and timetable that will be followed;

o Let the employee know that they have a right to be accompanied to any disciplinary
meetings;

¢ Arrange a formal meeting with the employee;

Allow the employee to provide appropriate information or suggest witnesses that could

assist in the investigation.

Whilst the alleged offence is being investigated, the employee may be suspended on full
pay or moved to another workplace within the Trust pending the outcome of the
investigation and any subsequent disciplinary hearing and the manager should write to the
employee to confirm this. Whilst suspended, the employee must be available to be
contacted during their normal working hours or they may not be paid for the period of
suspension. The staff member should also ensure that they do not engage in any other
form of work paid, unpaid or bank work. Suspension should be used where there is a clear
business need for doing so, or where the continued presence of the individual subject to
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4.6

4.7

4.8

disciplinary procedures would impede any ongoing investigation or present a significant
safeguarding risk.

Where an investigation takes place and the employee accepts its findings, the line manager
may offer the employee a suitable disciplinary sanction up to and including final written
warning, without the need for a disciplinary hearing. Where the sanction is accepted by the
employee, they will have no right of appeal. The manager may consider certain questions
when considering a possible sanction. Examples of these can be found in the Decision
Making Checklist (Appendix 5)

Formal Written Warning

A written warning will be given if the seriousness of the misconduct is such that the matter
cannot be suitably dealt with informally.

If the outcome of the hearing is a formal written warning, it will take the form of a letter to
the employee stating the reason for the warning and note that a final warning will be given if
there is no improvement in conduct and/or performance after a specified time period. The
letter should also identify the areas, measurement and timescales of improvement required.

A copy of the warning must be kept on the employee’s personal file. The warning will
normally be disregarded for disciplinary purposes after 6 months however, in certain
circumstances, as an alternative to a Final Written Warning; a panel may increase the time
period for a Written Warning up to 12 months. Where the warning given is in relation to a
safeguarding concern, it will remain on file indefinitely and may be referred to if future
safeguarding concerns arise or when giving employment references, even when expired.

The employee must be advised of the right to appeal against the warning.

Final Written Warning

If the employee’s conduct remains unsatisfactory, or if the initial misconduct is serious
enough to warrant a final written warning, a disciplinary hearing will be held. If the decision
is a final written warning, the manager should ensure that the warning clearly states the
reason for the final written warning and state that dismissal will follow should there be a
failure to improve or if there is any other incident of misconduct. A copy of the warning must
be placed on the employee’s file and should also identify the areas and measurement and
timescale for the improvement required. The warning will normally be disregarded for
disciplinary purposes after 12 months however in certain circumstances, e.g. as an
alternative to dismissal, a panel may increase the time period for a Final Written Warning
up to 24 months. Where the warning given is in relation to a safeguarding concern, it will
remain on file indefinitely and may be referred to if future safeguarding concerns arise or
when giving employment references, even when expired.

The panel may decide as part of a Final Written Warning it is necessary to redeploy the
employee to another place of work, where there are justifiable reasons for doing so.

Dismissal or other penalty

If there is no satisfactory improvement in the standards of conduct or there is a breach of
the rules after the final written warning, a disciplinary hearing will be held with the employee
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4.9

4.10

411

with a possible outcome of dismissal. This disciplinary hearing must be chaired by a
manager at Band 8a or above.

The Trust policy also allows for other penalties to be imposed that fall short of dismissal. In
certain circumstances, some other penalty such as demotion, transfer to an alternative role,
additional training (at the cost of the employee), loss of pay (including relegation to the
bottom of the pay band) etc. may be appropriate. Any alternatives to dismissal as outlined
above must be agreed by the employee.

Where the employee does not agree with the alternatives to dismissal, the Trust will
dismiss and the employee afforded the right of appeal.

The Trust will in cases of gross misconduct issue a summary dismissal, i.e. no notice pay.
However, in cases of accumulative dismissal a payment in lieu of notice to employees will
be paid. At the time a decision is taken, managers need to ensure that all Trust property
e.g. mobile phone, laptop, keys, etc. are passed to the manager.

Where cases involve a breach of a professional body’s code of conduct and/or
safeguarding issue, the employee will be referred to the professional body and/or the
Independent Safeguarding Authority respectively.

Disciplinary Appeals

All employees have the right to appeal against a formal disciplinary decision at any stage of
the disciplinary process. The appeal must be in writing to the Associate Director of Human
Resources within 5 working days of receiving the sanction.

Appeals for sanctions and action short of dismissal will be heard at the next management
level.

Appeals against dismissal will be heard by a panel of two senior managers at Executive,
Non-Executive, Associate or Deputy Director Level.

All appeals will be a review of the decision taken and not a re-hearing.

The decision of the manager chairing the appeal is final. The employee will receive written
notification of the appeal decision and the basis for it within 5 working days of the appeal
being heard.

Child and Adult Safeguarding

Any issues relating to allegations of safeguarding concerns must be referred to Human
Resources for advice and managers should refer to Appendix 3.

Criminal Offences, Criminal Investigations, Allegations of Fraud/Corruption,
Information Governance and Security

Any issues relating to allegations of a criminal nature, fraud, corruption, security and
information governance must take advice from Human Resources and refer to Appendix 4.
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412 Sickness Absence

4.13

4.14

In the event that the employee is absent from work due to sickness with stress or related
conditions whilst undergoing investigation, invitation to attend a disciplinary hearing or
following a disciplinary hearing, the person will be required to attend the Trust’'s Staff Well
Being Service (SWS) for assessment and support.

Where it is deemed by the SWS that there is no underlying cause to the

absence other than the ‘stress’ of the proceedings, the employee will be required to fully co-
operate with the disciplinary process with no further delay and/or return to work, where
suspension is not in place. Where in such circumstances the staff member does not co-
operate and/or return to work, the employee’s occupational sickness pay will be withheld.

The Trust believes it is important for an employee to be present at work for the duration of
their sanction to ensure they are able to demonstrate the necessary improvements and
receive any support identified. Where employees report absent from work due to sickness
during the investigation or disciplinary process and remain absent for 2 weeks or more
following the issuing of the sanction the time limit related to the warning will be extended by
the length of the person’s absence.

Reasonable Adjustments

In cases where an employee has a disability, as defined under the Equality Act 2010,
he/she will be entitled to any appropriate reasonable adjustments to assist them throughout
the disciplinary process. In such cases, advice should be requested from Human
Resources.

Grievances

No grievance can be raised regarding any disciplinary process or its interpretation.
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Appendix 1

LINCOLNSHIRE PARTNERSHIP NHS FOUNDATION TRUST
DISCIPLINARY RULES

EXAMPLES OF MISCONDUCT AND GROSS MISCONDUCT

Examples of Misconduct

1.

These include frequent lateness, frequent absence, unauthorised absence, sub-standard
performance, and failure to follow required policies and/or procedures, insubordination,
breaches of health and safety rules and/or procedures.

In these cases managers will make a judgment as to the seriousness of the misconduct,
having given careful consideration to the individual circumstances surrounding it.

Examples of Gross Misconduct

1.

The following list provides examples of offences, which are regarded as gross misconduct,
and which will normally lead to dismissal without notice for the first breach, as described in
section 5.8.1 of the procedure.

Actual or attempted theft, including unauthorised borrowing, fraud, including for
example, abuse of official time, equipment, facilities, deliberate falsification of records
(including time sheets).

Making malicious statements and/or allegations against the Trust, services, staff,
patients, carers etc.

Accepting bribery with financial or non-financial gain.

Instigating a financial or non-financial bribe.

Verbal abuse, threatening behaviour, physical violence towards patients, members of
the public or other staff

Negligence, especially which results or could result in injury to persons, loss of, or
material damage to property

Deliberate damage to property

Corruption, including failure to declare a pecuniary interest in contracts or abuse of
position, for personal benefit to the member of staff, their relatives or friends
Incapacity for work through alcohol or the misuse of drugs, substances, solvents,
gasses and the like, or being associated with them in any illegal or improper way, such
as possessing or supplying drugs illicitly.

Making or initiating public statements, including social media/networking sites, likely to
lead to a lowering of public confidence in the Trust or the NHS generally, including
seeking to use the media to raise issues which should properly be handled internally.
Discrimination against, or harassment of a patient, member of public or other member
of staff on the grounds of sex, sexual orientation, marital status, race, nationality, ethnic
or national origins, creed, religion, age or disability

Any proven Bullying and Harassment case

Breaching confidentiality of information gained, whether directly or indirectly in the
course of duty, relating to patients, staff or the Trust’s business including unauthorised
use of computer records
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e Breaching Health, or Safety Policies and Rules and Procedures likely to lead to injury to
persons, loss of, or damage to property

e Committing a criminal offence whilst in employment which in the opinion of
management is employment related and may subsequently make continued
employment either undesirable or impossible

o Failure to declare and/or concealing convictions for criminal offences whilst in the
employment (NB it is a requirement to declare all criminal convictions under the
Rehabilitation of Offenders Act and this requirement is contained in the standard
recruitment application form. Managers take account of this information when
considering applicants for initial employment but a past criminal offence will not
necessarily and automatically debar a candidate from appointment as the conviction will
be considered in relation to the job on offer

o Improper personal or sexual relationships with patients, including activities in
contravention of the Mental Health Act 1983 (as amended)

e Breaches of Professional Codes of Conduct or statutory requirements

e Fraudulently obtaining employment

e Accessing pornographic or unsuitable materials using trust networks/resources or
accessing pornographic or unsuitable materials
during working hours.

e  Any action or behaviour that is likely to bring the Trust into disrepute
e Inappropriate use of e-mail, internet, office communicator etc.

This list is not exhaustive
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Appendix 2

RECOMMENDED STRUCTURE FOR A DISCIPLINARY HEARING/DISCIPLINARY APPEAL

(Please note that the reference to Panel in the following procedure applies only to an appeal).

1.

2.

10.

11.

12.

Introduction.
Purpose and Status of Disciplinary Hearing/Appeal.

The management representative shall state the management’s case in the presence of
the employee and his/her representative and may call witnesses.

The employee and/or his/her representative shall have the opportunity to ask questions of
the management representative and witnesses.

The manager/panel conducting the disciplinary hearing/appeal shall have the opportunity
to ask questions of the management representative and witnesses.

The management representative shall have the opportunity to re-examine his/her
witnesses on any matter referred to in their examination by the manager/panel conducting
the disciplinary hearing/appeal, the employee and his/her representative.

The employee and/or his/her representative shall put his/her case in the presence of the
management representative and may call withesses.

The management representative shall have the opportunity to ask questions of the
employee, his/her representative and his/her witnesses.

The manager/panel conducting the disciplinary interview/appeal shall have the
opportunity to ask questions of the Employee, his/her representative and his/her
witnesses.

The employee and/or his/her representative shall have the opportunity to re-examine
his/her witnesses on any matter referred to in their examination by the manager/panel
conducting the disciplinary hearing/appeal or the management representative.

The management representative and the employee and/or his/her representative shall
have the opportunity to sum up their cases if they so wish. The employee and/or his/her
representative shall have the right to speak last. In their summing-up neither party
may introduce any new matter.

Nothing in the foregoing procedure shall prevent the manager/panel conducting the
disciplinary hearing/appeal from inviting either party to clarify or expand any statement
he/she may have made, or from asking him/her such questions as may be necessary to
ascertain whether or not he/she proposes to call any evidence in respect of any part of
his/her own knowledge, in which case he/she will be subject to examination as a witness
under sections 2 and 6 above.
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13.

14.

15.

16.

17.

The manager/panel conducting the disciplinary hearing/appeal may at his/her discretion
adjourn the interview/appeal in order that further evidence may be produced by either
party that may be relevant to the case or for any other reason.

The management representative, the Employee and his/her representative, and
witnesses shall withdraw.

The manager/panel conducting the disciplinary hearing/appeal shall consider the cases
submitted only, recalling both parties to clear points of uncertainty on evidence already

given. If recall is necessary both parties shall return even though the point giving rise to
doubt/clarity may only concern one party.

The management representative, the employee and his/her representative shall be
recalled to hear the decision of the manager hearing the appeal. In certain
circumstances, e.g. where a decision won’t be made on the day due to time constraints,
the decision of the manager may be advised in writing.

The employee will be notified in writing of the outcome following any hearing within 7
days.
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Appendix 3
CHILD AND ADULT SAFEGUARDING CONCERNS

Where there are allegations made about an LPFT employee which relates to the safeguarding of
vulnerable adults and/or children, the Trust will work with the Local Authority and other relevant
agencies to safeguard the vulnerable adult (and/or children) whilst the allegation is investigated.

In all cases where an allegation is made about an employee advice should be taken from Human
Resources, who will advise on the process for informing the Local Authority (Local Authority
Designated Officer- LADO) and if necessary advise that guidance be sought from the Trust’s
Named Safeguarding Professionals. Any decision to deviate from the advice of the LADO or
Named Professionals must be discussed and authorised by the Executive Director with
responsibility for Safeguarding. This process should be used in respect of all cases in which it is
alleged that a person who works with vulnerable adults and / or children has;

a) behaved in a way that has harmed a vulnerable adult / child, or may have harmed a vulnerable
adult / child;

b) possibly committed a criminal offence against, or related to, a vulnerable adult / child;

c¢) behaved towards a vulnerable adult / child or children in a way that indicates they are unsuitable
to work with vulnerable adults and / or children.

Sanctions related to child or adult safeguarding issues will remain on file indefinitely and can be
used as evidence of previous behaviour in any subsequent cases of a similar nature.

Please see the Flowchart below for further information.
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For any allegation made against LPFT empioyee, student, contractor, or
volunteer that concerns neglect, abuse {also domestic abuse) of another person

Request details of allegation including name, dates and job.

and/or unprofessional behaviour

Complete Datix incident form. Record incident category as 'safeguarding’ with the
sub category of ‘allegations against staff for allegations against an LPFT employee or
‘allegations against non-staff for allegations against a student, contractor or volunteer.

Inform line manager immediately

Manager to Inform the Human Rescurces {HR) team
Contact the team on 01529 222285 to discuss allegation on the same day. It is the manager's
responsibility to take initial action to protect service users and inform appropriate people internally and
externally to Trust as indicated by nature of allegation. This may include police if allegation is a criminal
act. HR will advise on this but in out of hours cases managers must still follow the steps below.

1S5l - inform staff professional lead

Contractors - inform Head of Contracting

Students - inform Lead for Student Professional Group

manager

[legation against a child or about @ staft
member who works with childream

nform the Local Authority Designated Officer (LADO)
f allegation and agree with them investigation type
nd timescale of completion.

Lincs: 01522 554674
E Lincs: 01472 326119
erbyshire: 01629 535718
nd give all details of allegation. LADO procedural
uidance is available via LSCB website for each

ounty.

inancial abuse - consider involving counter fraud.

The local authority, CQC and CCG (where the latter is the
ommissioner) must also be informed of the investigation
utcome once completed.

Volunteers - inform Trust Lead for Occupational Therapy

LPFT employees - HR will log allegation and advise manager on
‘actions to be taken. This may include escalation to a divisional

The incident decision tree should be used to support decision
making process (see SHARON=>Risk>Shared documents)
Consider what immediate action is required to safeguard other
people who may be at risk, if the allegation is later substantiated.

For complex cases HR and manager will agree who will inform
rust Designated Adult Safequarding Manager (DASM) who

Consider the impact on
--- -

will provide advice and guidance liaising with other agencies

as necessary. An internal strategy meeting will be called within
five working days. This should include manager, HR, senior
service manager, senior representative from professional
group and safeguarding representative where appropriate. This
meeting will use the Trust allegations strategy (available from
SHARON?> Safeguarding> Safeguarding adults>Lincs Safeguarding
Adults Policy>Allegations against staff) to assess risk, plan any
investigation and progress allegation as appropriate.

When LPFT is aware of abuse or neglect in their organisation you
have a duty to inform the local authority, CQC and CCG (where the
latter is the commissioner).

llegation against an adulf or a member
who works with adulils

nform Safeguarding Adults of allegation and agree with
em investigation type and timescale of completion.
incs: 01522 782155

NE Lincs: 01472 232244

erbyshire: 08456 058 058

both adults and chlldren

-

nd you will receive a call back from Safeguarding
Team Manager- discuss investigation lead agency
LPFT have employment responsibility so this should
e the first option for employed staff).

‘Financial abuse - consider involving counter fraud.

The local authority, CQC and CCG (where the latter is th
ommissioner) must also be informed of the investigation
‘outcome once completed.

If there is any police or social care involvement in an allegation then as the lead agency they will inform the staff member of the allegation
and investigation details. If the case is closed to this agency then the LPFT manager should write and request details of the allegation/
investigation for consideration by LPFT of any further action as their employer.

This procedure should be used in conjunction with “The Human Resources and Workforce Development Policy Handbook: Section 6
Disciplinary Policy (Section 6.10 Child and Adult Safeguarding)
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Appendix 4

CRIMINAL OFFENCES, CRIMINAL INVESTIGATIONS, ALLEGATIONS OF
FRAUD/CORRUPTION, INFORMATION GOVERNANCE AND SECURITY

Cautions or criminal offences outside employment must always be disclosed but will not
automatically be treated as reasons for dismissal. Where a dismissal might result, a manager may
consider redeployment to an alternative post where this is both practical, feasible and does not
conflict with the Trust’s Vision and Values.

In cases of suspected fraud and/or corruption, contact the Director of Finance or the Local Counter
Fraud Specialist.

The Trust also reserves the right to begin and conclude its own internal investigation before any
criminal investigation has concluded. The Trust has now set a limit of a 2 month waiting time
before proceeding with internal investigations following any policy involvement due to the cost of
delays (as well as the psychological impact on the individual being investigated).

Any allegations relating to potential breaches of Information Governance, e.g. accessing
inappropriate internet sites, sending inappropriate e-mails, etc must be reported to the Trust Lead
for Information Governance to agree on the appropriate course of action. Where decisions are
taken in respect of appropriate action i.e. proceeding to disciplinary hearing, the Trust’s Information
Governance Lead must be included in these discussions

Any allegations relating to breaches of security must be reported to the Trust Lead for Security.
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Decision Making Checklist

Appendix 5

Incident

Individual

Culture/leadership

Do we know most of the facts?

Was it a willful act? (did the
person mean to do it)

Is the policy clear That the
person had breached? (if one
exists)

Has any harm been caused by
the individual (directly or
indirectly)?

Is the individual accepting
fault?

Is there supportive leadership
in the area of work, e.g.,
regular supervision,

Has all evidence been
considered and secured? (E.g.
CCTV, witness statements)

Have we considered the
individual’s employment
record? (Any previous issues?)

Does the individual have a
clear job description and remit?

How many people were
involved? Is there a clear
“perpetrator’?

Any health issues/underlying
conditions that maybe classed
as a disability that could have
impacted on the incident or
need to be considered

Was the area fully staffed at
the time of the incident?

Level of offence; could it
deemed a criminal act?

Occupation of the individual
and consider their code of
conduct and how long the
individual has been qualified (if
professionally registered)

Has the individual been
previously advised of lessons
learnt around similar issues?

Is it a serious incident (SI)?
Impact on the Trust in terms of
operations and reputation

Is the individual in a
management position?

Have there been a number of
similar incidents in that work
area?

Are outside agencies involved?
(E.g. police, safeguarding,
counter fraud)

Training and supervision
record

If based on the questions and responses, the manager feels that the following are factors:
No significant consequences, for example, no harm to another individual etc.
Organisational errors, for example, no policy, cultural issues, poor leadership etc.

Personal responsibility, for example, an acceptance of wrong doing, remorse etc.

e Good employment record, for example, no previous concerns about the person’s conduct
etc.

Then it would be reasonable for the manager and employee to manage the situation as a ‘lesson
learnt’ and discuss good practice in managing the issue or incident should it occur again.
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5.1

5.2

GRIEVANCE POLICY
Grievance Policy

The procedure is to enable individuals to raise issues with management about their work or
about their managers’ or their fellow workers’ actions that affect them. It would be
impossible to provide a comprehensive list of all the issues that might give rise to a
grievance but typically they may be:

Interpretation of terms and conditions of employment;
Health and Safety;

New working practices;

Organisational change;

Work relations;

New working environment.

This procedure should not be used where other suitable policies/procedures are already in
progress or will apply, such as:

¢ Discipline, Capability, Bullying and Harassment, Whistleblowing and Managing
Attendance Policies;

e Agenda for Change Job Evaluation procedures;

¢ Complaints about the substance or content of employment policies approved by the
Board of Directors;

e Complaints about the determination of national or local pay terms and conditions of
employment.

This list is not exhaustive
Timescales

Grievances must be raised within 3 months from the date that the incident/issue occurred
and will only be accepted outside of this timescale in very exceptional circumstances.

Rights of Representation

The Trust encourages all employees to belong to a recognised Trade Union or Professional
Association. Trust employees have a right to be accompanied by:

e Afellow employee or;

o An official employed by a trade union;

o A workplace trade union representative, as long as they have been reasonably certified
in writing by their union as having experience of, or having received training in, acting
as a worker’s companion at disciplinary or grievance hearings.

Managers should advise employees of their right to representation at all stages of this
procedure.
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5.3

53.1

53.2

5.3.3

5.3.4

Procedure Stages
Informal Resolution — Line Management Discussions

Routine complaints and grievances are best resolved informally in discussion with the staff
member’s immediate line manager. Alternatively, where the grievance involves the line
manager, independent advice can be sought from a staff representative. Dealing with
grievances in this way will hopefully lead to a speedy resolution of problems and help to
maintain the authority of the immediate line manager. Both manager and staff member may
find it helpful to keep a note of such an informal resolution.

Where the grievance cannot be resolved informally by the line manager, it is expected that
the staff member(s) bringing the grievance and the respondent will commit to resolution
through independent mediation within a reasonable timescale.

Informal Resolution — Mediation

A neutral third party or mediator can sometimes help resolve grievance issues. Mediation
is a voluntary process where the mediator helps two or more people in dispute to attempt to
reach an agreement. Any agreement comes from those in dispute, not from the mediator.
The mediator is not there to judge or to tell those involved in the mediation process what
they should do. The mediator is in charge of the process of seeking to resolve the problem
but not the outcome.

Formal Resolution

If it has not been possible to resolve a difference by informal means, then employee(s) may
raise the matter formally in writing to their immediate line manager. Where the grievance is
against the line manager, the matter should be raised with a more senior manager.

On receipt of the written grievance, the manager will invite the member(s) of staff to attend
a hearing in order to discuss the matter and will inform him/her of his/her right to be
accompanied. This hearing should take place as soon as is reasonably practicable after
receiving notification of the grievance and the person(s) subject to the grievance should
also attend.

Following the meeting, the employee(s) will be informed in writing of the outcome within 5
office working days and told of any action that the Trust proposes to take as a result of the
grievance.

In the event of a complex grievance, which would not be resolvable by all relevant parties
attending a hearing, the grievance will be independently investigated using the same
criteria for investigation as the Disciplinary Policy.

Upon conclusion of the investigation, the commissioning manager will then confirm the
decision in writing of the outcome of the grievance to the aggrieved person(s).

Appeal

If an employee(s) remains aggrieved, he/she may raise the appeal in writing with the next
level of management outlining the reasons for appeal within 5 working days.
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Any appeal is a review and therefore not an opportunity to re-hear all the evidence. The
manager will only make a judgment as to whether the outcome was fair and reasonable
after having carefully considered the procedure followed.

The outcome of the appeal is final.
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Appendix 1

INDIVIDUAL AND COLLECTIVE GRIEVANCE PROCEDURE

PROCEDURE AT HEARING/APPEAL STAGE

At the hearing of a hearing/appeal before a panel:

1.

2.

The employee or his/her representative shall state the case for the employee/s

The Chair and the person subject to the grievance or management representative shall be
entitled to question the employee.

The person subject to the grievance or management representative shall state their case.

The Chair and the employee or his/her representative shall be entitled to question
management.

The Chair may at his/her discretion adjourn an appeal in order that further evidence may be
produced by either party.

The Chair will make his/her decision and will be responsible for confirming in writing the
decision to both parties. This should normally be done within 5 normal office working days.
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6.1

6.2

6.3

MANAGING ATTENDANCE POLICY

Managing Attendance Policy
Introduction

Work is essential to health, well-being and self-esteem. The Trust recognises the
importance of having a robust policy that encourages and facilitates employees to return to
work following a period of sickness.

This policy provides a framework for managing sickness absence in the Trust and outlines
the procedure that staff must follow to report their sickness absence.

The Episodic Short-Term Sickness Absence Procedure is intended to deal with absences
where intermittent and frequent absences occur. The Long Term Absence, section is
normally triggered where an absence reaches 2 weeks or more or where an individual’s
previous absence is such that the level of attendance is no longer managerially acceptable.

Supporting Employees with Disabilities

Lincolnshire Partnership Foundation NHS Trust (LPFT) is committed to supporting staff with
disabilities and raising awareness amongst all employees of the moral, social and legal
obligations to make reasonable adjustments for disabled employees in accordance with the
Equality Act 2010.

It is expected that Managers will become aware of an employee having a disability (for
example, through pre-employment health screening). As soon as they become aware of a
disability, a review of any adjustments that are required should be conducted and these
should be implemented where operationally viable. Occupational Health and other external
agency advice (such as Disability Employment Advisors) can be utilised to facilitate this.

Employees have a responsibility to:
e Inform LPFT of their disability status, to enable effective monitoring of Trust
procedures and reduce the risk of discrimination occurring.
¢ Make their Manager aware of their disability and any known reasonable adjustments
they require.
e To work with Managers to ensure reasonable adjustments are put in place.

Employees are responsible for giving information and consent around their health issues in
order that reasonable adjustments are able to be made.

Employees must be aware that knowledge of another employees health issues is
categorised under the Data Protection Act 1998 as ‘sensitive personal data’, must be
treated as confidential and cannot be forwarded to a third party without consent.

Supporting Employees with Terminal llinesses

LPFT recognise that employees who receive a diagnosis of a terminal illness require
support and understanding. Terminally ill employees will be supported following their

36



6.4

6.4.1

6.5

diagnosis. LPFT recognises that, safe and reasonable work can help maintain dignity, offer
a valuable distraction and can be therapeutic in itself.

The manager, with support from the HR Advisor, will support employees with the security of
work and help them choose the best course of action for themselves and their families.

Episodic Short Term Sickness

Short term absence within the Trust is regarded as an absence not exceeding 14 days and
can normally be identified as an absence that has no underlying long-term medical
condition and is attributable to minor ailments.

Often the employee will only be absent for a few days in each episode and in some cases a
pattern can be identified. However, absences that are medically certified can still be
regarded as short term absences provided they are unrelated.

Managing Frequent Episodic Sickness Absence

It is recognised that frequent short term absences from the workplace can have a more
disruptive effect on the service and on staff morale than a single period of long term
sickness absence this is due to being typically unexpected, unplanned and difficult to
manage when it does occur. Therefore, it is essential for managers to monitor episodic
sickness absence for all employees and for employees to manage their health and well-
being accordingly.

Where an employee identifies a requirement for additional support this should be raised
with the line manager for consideration and where deemed reasonable will be considered.
See Appendix 1 for employee’s responsibilities in relation to sickness absence.

Where an individual’s sickness absence is as a result of their disability and/or where there
is an underlying condition, consideration should be given to whether the employee has a
disability covered under the Equality Act 2010, please refer to the Disability Readjustment
Guidance. If you require further guidance please contact one of the Senior HR Advisor.

Return to Work Interview

At every episode of absence a return to work discussion should take place between the
immediate line manager and employee. The aim of the discussion is to establish the reason
for absence, update the employee, enquire as to their welfare, address any work related
causes accordingly, identify any support mechanisms that may assist the staff’s return to
work and identify if the employee has reached any of the Trust’s trigger points. This should
take place within 14 days of the employee’s return to work and can be carried out during
the individuals supervision, providing it is clearly recorded within the supervision notes.

During this interview both parties should consider whether or not undertaking any additional
hours (including bank work) should be carried out until the employee is fully recovered for
example, it is not expected that an employee would undertake additional hours or bank
work during any phased return to work or immediately after a period of absence.

This discussion does not necessarily need to take place face to face and can be conducted
via telephone where deemed mutually agreeable. The discussions should be recorded
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using Appendix 2, Return to Work Discussion Form and placed in the employee’s personal
file following completion.

Where it is identified a trigger point has been reached the manager should conduct an
informal sickness review meeting.
Trigger Points

The following trigger points will be used to establish when an employee’s absence levels
require management intervention.

Trigger Points

Episodes Number of Days Other
Employees 4 episodes or more | 9 days or more in Where the number of
working 5 days in every rolling 12 every rolling 12 absences in a short
per week or 3 month period month period period warrants
long day shift immediate attention
pattern e.g. 2 episodes in 3
Employees 3 episodes or more | 6 days or more in months
working less than | in everyrolling 12 | every rolling 12
5 days per week month period month period

Informal Attendance Management Procedure
Informal Sickness Review Meeting

Where an employee’s attendance reaches or exceeds any of the Trust’s trigger points as
confirmed in the return to work interview, the manager will identify the absences causing
the employee to trigger and discuss with the employee. If absences are mainly related to an
employee’s disability, necessary adjustments should be considered and the manager
should seek the support of Human Resources.

The manager will explore whether there is any additional support that can be reasonably
provided and inform the employee that their attendance record is cause for concern and the
requirement for a significant and sustained improvement with immediate effect.

The employee should be advised that failure to improve will result in the Formal Attendance
Management Procedure being followed.

The manager should complete an outcome letter (templates located with HR) to the
employee confirming the conversations taken place and a copy of this letter to be placed on
the employee’s personnel file.

Formal Attendance Management Procedure

General Principles

At each stage of the formal attendance management procedure as part of the deliberations

the manager will consider the whole history of an employee’s sickness absence record in
order to reach a measured judgement about the appropriate action to be taken.
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Where an improvement notice is issued and employees are absent from work due to
sickness for 2 weeks or more the time limit related to the improvement notice will be
extended by the length of the person’s absence.

At each stage the employee should receive an outcome letter confirming a summary of
discussions held including; where an improvement notice is issued, the period of time this
remains extant.

Where an improvement notice is issued and no significant or sustained improvement is
made within the time limit of the notice, the Trust reserves the right to proceed to the next
appropriate stage and does not have to wait until the end of the time limit to invoke the next
stage.

An employee who is dismissed due to unacceptable levels of sickness absence and where
they have been unable to demonstrate a significant or sustained improvement will be on the
grounds of some other substantial reason. The employee will be dismissed with immediate
effect and will receive payment in lieu of notice.

See Appendix 3 for the formal attendance management flowchart.
STAGE 1 - Formal Sickness Review Meeting

Following the informal sickness review meeting, where there is a further sickness absence
and the employee has not demonstrated a significant or sustained improvement in their
attendance record the manager will proceed to Stage 1 — Formal Attendance Management
Procedure.

The manager will write to the employee inviting to Stage 1 — Formal Sickness Review
Meeting, outlining the purpose of the meeting, informing their right to be accompanied by
their Trade Union Representative or work colleague and confirm a member of Human
Resources will also be in attendance.

Where the employee would prefer to accept an improvement notice at Stage 1, outside of a
formal sickness review meeting, the employee will be written to. Where an improvement
notice is accepted outside of hearing by the employee, there will be no right of appeal.

Where the employee declines to accept the improvement notice out of hearing during the
Stage 1 — Formal Sickness Review Meeting there will be two possible outcomes:

1. The issuing of a first improvement notice coupled with a further target for a significant
and sustained improvement in their attendance record.

2. No improvement notice issued but a further target for a significant and sustained
improvement in their attendance record.

The manager should outline the requirement for a significant and sustained improvement in
their attendance record and failure to demonstrate this will result in Stage 2.

The manager should complete an outcome letter (templates located with HR) to the

employee confirming the conversations taken place and a copy of this letter to be placed on
the employee’s personnel file.
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Where an improvement notice is issued at the formal sickness review meeting the
employee will have the right to appeal.

STAGE 2 - Formal Sickness Review Meeting

Following a further period of sickness absence and where the employee has not
demonstrated a significant or sustained improvement in their attendance record following
the formal sickness review meeting the manager will proceed to Stage 2.

The manager will write to the employee inviting them to the Stage 2 meeting and outline the
purpose of the meeting, informing of their right to be accompanied by their Trade Union
Representative or work colleague and confirm a member of Human Resources will also be
in attendance.

At the Stage 2 — Formal Sickness Review Meeting there are two possible outcomes:

1. The issuing of a Final Improvement notice coupled with a further target for a significant
and sustained improvement in their attendance record.

2. Extension or re-issuing of the previous improvement notice coupled with a further target
for a significant and sustained improvement in their attendance record.

The manager should outline the requirement for a significant and sustained improvement in
their attendance record and failure to demonstrate this will result in Stage 3.

The manager should complete an outcome letter (templates located with HR) to the
employee confirming the conversations taken place and a copy of this letter to be placed on
the employee’s personnel file.

Where an improvement notice is issued at the formal sickness review meeting the
employee will have the right to appeal.

Where a final improvement notice is issued the employee must be advised during the
meeting and within the outcome letter where there is a failure to demonstrate a significant
or sustained improvement will result in Stage 3. It should be noted the full range of formal
outcomes including dismissal will be considered at the Stage 3 — Final Sickness Review
Meeting.

STAGE 3 - Final Sickness Review Meeting

Following a further period of sickness absence and where the employee has not
demonstrated a significant or sustained improvement in their attendance record following
Stage 2 the manager must proceed to Stage 3.

The manager (Band 8a or above) will write to the employee inviting them to the Stage 3 —
Final Sickness Review Meeting outlining the purpose of the meeting, informing of their right
to be accompanied by their Trade Union Representative or work colleague and confirm a
member of Human Resources will also be in attendance and to confirm the full range of
outcomes will be considered including dismissal.

At the Stage 3 — Final Sickness Review Meeting there are two possible outcomes:
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1. Dismissal from the Trust
2. Extension or re-issuing of the previous improvement notice coupled with a further target
for a significant and sustained improvement in their attendance record.

The manager should complete an outcome letter (templates located with HR) to the
employee confirming the conversations taken place and a copy of this letter to be placed on
the employee’s personnel file.

Whether dismissed or reissued with an improvement notice the employee has the right to
appeal.

Where Stage 3 results in dismissal, the employee should receive an outcome letter
confirming a summary of discussions held, the full reason for dismissal including the facts
leading to the dismissal as well as previous improvement notices issued and their right to
appeal.

Time Limits

A copy of the improvement notice must be kept on the employee’s personal file.

STAGE OUTCOME TIME LIMITS

1 Improvement Notice 6 Months

However, in certain circumstances this
may be increased to 12 months

2 Improvement Notice 12 Months

However, in certain circumstances this
may be increased to 24 months

3 Improvement Notice 12 Months

However, in certain circumstances e.g. as
an alternative to dismissal, this may be
increased up to 24 months.

Right of Appeal

Where an improvement notice is accepted outside of a formal review meeting by the
employee there will be no right of appeal.

Where employees receive an improvement notice or are dismissed from the Trust for some

other substantial reason will be able to appeal against the decision to the Associate Director
of Human Resources within 5 working days of the date of dismissal clearly stating in writing

their grounds for appeal. Appeals received against dismissal will be heard by a panel of two
Senior Managers at Executive, Non-Executive or Deputy Director Level.

Long Term Sickness Absence
Long-term sickness is an absence from work with an underlying medical condition for 2

weeks (or more) and/or where there is no prospect of a return to work for the employee in
the near future.
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Managing Long Term Sickness Absence

Where staff are absent from work for 2 weeks (or more) and there is no prospect of a return
to work, they must be referred (where appropriate) to one of the following services
depending upon their condition:
¢ Mental health conditions — staff must be referred to the Staff Wellbeing Service
(SWS)
e Physical health conditions — staff must be referred to Occupational Health (OH).

All referrals must be submitted via Human Resources.
Keeping in Touch

When absent from work employees and line managers should mutually agree a keeping in
touch program which sets out the regularity and mode of contact.
Employees should be available for meetings during periods of sickness absence.

Action on Staff Wellbeing Service (SWS) or Occupational Health (OH) Advice

Once advice is received from OH or SWS, the manager, in conjunction with Human

Resources, will decide upon the appropriate course of action:

e In cases of a return to work, 1 phased return will be offered (in any rolling 12 month
period) of no more than 4 weeks and should this need to be extended, employees are
expected to use their annual leave, TOIL or unpaid leave. The phased return will be
paid at the employee’s normal pay.

e In circumstances where an employee has exhausted their entitlement in a rolling year
and a further phased return to work is recommended employees will be expected to
use their annual leave, TOIL or unpaid leave.

e In cases of reasonable adjustments to an employee’s job, these will only be considered
where the person’s condition falls within the meaning of a disability in accordance with
the Equality Act 2010. The final decision on the reasonableness of any
recommendations falls with the line manager and advice from HR.

e Where an employee has been absent as a result of suffering from work related stress
before a member of staff returns to work, the line manager must arrange for an
appropriate risk assessment to be undertaken. Please see the Managing Stress at
Work policy within the HR page on Sharon.

e In cases of prolonged absence(s), consideration will be given to dismissal with notice.
However, any decision will be based on consultation with the employee, the medical
condition, prognosis for a return, the length of absence, the position the employee
holds, the on-going impact on patient care and the employee’s employment history,
including their previous attendance at work.

In cases of permanent ill health, following consultation, the employee will be dismissed with

notice. In cases of dismissal for medical capacity or some other substantial reason the
Trust reserves the right to either serve notice or pay in lieu of notice.
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Redeployment

If the Trust has received advice from either OH or SWS that the employee is unfit to
perform their current role but could possibly undertake an alternative role, the Trust will
endeavor to find redeployment opportunities for him/her.

If however there is ho immediate or imminent vacancy available consultation with the
employee will commence about the termination of employment on the grounds of medical
incapability. At this point the employee will be placed on the “At Risk” register for the
remainder of their consultation and notice period.

Right to Representation

The Trust encourages all employees to belong to a recognised Trade Union or Professional
Association. Whether issues of short or long term sickness, employees have a right to be
accompanied by:
o A fellow employee or;
¢ An official employed by a trade union;
¢ A workplace trade union representative (accredited representative). When a
representative is accredited, the Trust will assume that they have been trained by
their Trade Union or Professional Organisation.

Medical Suspension

In cases where an employee attends work but there are real concerns about their fitness to
work or practice, the manager may suspend the employee from duty on their normal pay
until advice has been received by a suitably qualified practitioner nominated by the Trust.

Failure to Participate in Processes Relating to Attendance

In circumstances where an employee fails to participate in processes relating to managing
attendance (e.g. attending Occupational Health appointments or management meetings)
management may make decisions relating to the individual’'s employment without their
involvement.

Working Whilst on Sickness Absence

Whilst on sickness absence from the Trust, employees should normally refrain from work in
any other capacity including bank or agency work at the Trust or for any other employer.
Any other work undertaken during a period of sickness absence will need to be covered by
a ‘Fit note’ and the employee should advise the line manager they intend to work
elsewhere. If an employee is found to be working in another capacity whilst obtaining
occupational sick pay from the Trust this may be viewed as a fraudulent act. A fraudulent
act is criminal and may be liable for prosecution as well as being considered as a type of
gross misconduct which may result in dismissal.

Time Off for Treatment for Conditions Not Defined as Incapacity
Certain operable conditions such as infertility are not, in themselves, defined as incapacity,
and therefore staff would not be automatically entitled to sick pay as defined by Section 14

of the NHS Terms and Conditions Handbook. However, if employees are, as a
consequence of the operation or treatment, incapacitated for work, Section 14 should apply
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regardless of the original condition. Similarly, staff would also be entitled to sick pay, if they
are incapacitated by some of the causes of infertility, such as ovarian cysts.

Managers should look to support employees during the course of their treatment through
regular discussions around, for example, alternative duties to prevent unnecessary stress
during the course of treatments.

Managers should also support reasonable time off for medical appointments for on-going
conditions (or for medical interventions such as fertility treatment) and consider any
adjustments to the working environment during treatment periods.

Staff Accessing Trust Mental Health Services

Staff, like any member of the public, can access the Trust’s services through their GP or
internal referral via the Staff Well-Being Service. However it is possible that there may be
circumstances where a staff member may be referred to access services outside of the
Trust where ethically it may be inappropriate, e.g. admission to a ward where the individual
works or is known to staff. The Trust has a reciprocal agreement with neighboring Trusts in
such circumstances.
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Appendix 1

Employee Responsibilities - Sickness Absence

Sickness Reporting (Please note: The use of e-mail, texting or leaving messages on general
office voicemail or answer phone is not permitted)

On the first day of sickness an employee should:

Make every effort to speak personally to their line manager (or named contact) as soon as
possible but no later than 30 minutes before their normal starting time. Where workplaces may
not be open before the normal start of business, employees should speak to their manager at
the beginning of normal office hours. If the employee is unable to speak with their line manager
at this time they are expected to be available later that day to receive a phone call to discuss
their absence.

Notify their manager at the earliest opportunity if they are sick during annual leave. If they fall
sick during annual leave they will be eligible to reclaim leave from the date of a Doctor’s
certificate

If they consider the illness arises from an accident at work they must notify their line manager,
so that their manager can complete a DATIX form

It is the responsibility of the employee to keep their manager informed of their absence

If a staff member reports for work/duty as normal and then falls ill during their shift/working day,
then their absence will be counted as a half day.

On the eighth day of iliness they should obtain a Doctor’s Fit Note certificate and submit this to
their line manager immediately. The line manager should keep the original fit note on the
personal file.

If an employee repeatedly fails to report sickness appropriately, they will be subject to the
Trust’s formal sickness management processes as described earlier in this document.

Conduct During Sickness Absence

When absent from work, employees must ensure they:

fully cooperate with any measures provided by the Trust that could aid their recovery;

attend for meetings to discuss their absence;

maintain regular contact with their manager and respond to Trust communication;

do not undertake bank work for LPFT or any other NHS employer prior to returning to work in
your substantive role;

do not work for another employer in any capacity;

do not act in a way that could be detrimental to their recovery;

attend Staff Wellbeing Service and Occupational Health appointments;

return to work if assessed and declared as fit to return by a suitably qualified practitioner
nominated by the Trust.
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Any breaches of the above may result in disciplinary action and/or the non-payment of
Occupational Sick Pay.

Annual Leave

Employees should not use annual leave as an alternative to taking sick leave in order to cover
short term absence.

It is recognised that employees on long term sickness may wish to take their accrued annual leave,
particularly when their occupational sick pay reduces to half or nil pay, or there is already a pre-
existing planned holiday. In such circumstances, the line manager must advise payroll by e-mail of
the dates of annual leave so that the correct payment is made. It is important to note however that
the employee will be still be regarded as unfit for work and therefore Occupational Sickness Pay
will be increased in accordance with the employee’s substantive contracted hours of work per
week. This payment will still be subject to normal deductions, including Statutory Sick Pay or
Incapacity Benefit. Once the annual leave is paid, the employee will revert to their previous
Occupational Sickness Pay level, e.g., half or nil. The Trust encourages all staff on long term
sickness to take their outstanding accrued annual leave within the existing annual leave year.

Whilst staff on long term sickness can carry forward a maximum of 20 working days (in accordance
with the European Union Working Time Directive) into the next annual leave year, is important to
note that where a member of staff has taken some of their leave in the year, the amount of days
already taken (including bank holidays) will be deducted off the 20 days. For example, if an
employee has taken 10 days in the leave year before they go off sick and do not return before the
end of the leave year, they will only be eligible to carry forward 10 days. Therefore in some cases,
employees on long term sickness who have already had 20 days leave (including bank holidays)
will not be eligible to carry forward any leave.
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Appendix 2

RETURN TO WORK DISCUSSION FORM

Department:

Employee’s Name:

Employee’s Job Title:

Date of Absence:

Reason for Absence:

Dates of absences in the last rolling 12 month period:

Any issues which the employee needs to be made aware of whilst they were absent?

If applicable: has the employee been
made aware of future action in
accordance with the Trust Managing
Attendance Policy, if they are absent
again in the near future?

If applicable: has the episode of absence
reached any of the Trust trigger points?
- Proceed to informal sickness
review if so

Consider if this absence is related to a
disability or long term condition for
example: IBS, Cancer, Asthma,
Menopause and have any workplace
adjustments been considered?

How is the employee
managing/supporting their health and
well-being?

Managers Name: Signature:

Date:

Employees Name: Signature:

Date:
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Appendix 3
SICKNESS ABSENCE MANAGEMENT FLOWCHART

The Return to Work interview identifies if an employee is approaching one of more of the Trust’s
trigger points, if so, the manager is to advise the employee to improve their attendance record

v

Employee has a further episode of sickness absence and the return to work interview identifies the
employee has reached one of more of the Trust’s trigger points

\

The manager is to conduct an Informal Sickness Review meeting following the Return to Work
interview and outline the expectation for the employee to improve their attendance significantly and
on a sustained basis

Has the employee met their informal attendance target to demonstrate significant and sustained
improvement in their attendance record?

¥ \’

YES NO
No cause for concern Proceed to Stage 1 :
Employee has demonstrated Formal Sickness Review Meeting Right
significant and sustained convened i of
improvement in attendance Issue First Improvement Notice Appeal
No further action

Has the employee met their formal attendance target to demonstrate a significant and sustained
improvement in their attendance record?

v v

YES NO
No cause for concern Proceed to Stage 2 Right
Employee has demonstrated Formal Sickness Review Meeting gf
significant and sustained convened > A 0 |
improvement in attendance whilst Issue First Improvement Notice bpea
improvement notice in place
No further action

Has the employee met their formal attendance target to demonstrate a significant and sustained
improvement in their attendance record?

V v

YES NO
No cause for concern Proceed to Stage 3 Right
Employee has demonstrated Formal Sickness Review Meeting | >| of
significant and sustained convened Appeal
improvement in attendance whilst Dismissed
improvement notice in place
No further action - to monitor
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7.1.1

7.1.2

RECRUITMENT POLICY
Recruitment Policy

LPFT vision is to be “the best at what we do” and to support this vision it is essential that
the Trust recruits staff with the right values, skills and behaviours to support effective team
working and deliver excellent patient care and experience.

Value Based Recruitment should be embraced by all recruiting managers to ensure the
future and current workforce is selected against the Trust’s values and behaviour
framework, as well as the NHS Constitution. Recruiting managers will be sent the value
based recruitment toolkit (also available on SHARON) by employment services for each
recruitment drive coupled with interview questions.

Recruitment Process

Stage 1 - Reviewing Vacancies

As vacancies arise, the Recruiting Manager must consider whether the position needs to be
filled and if so, review the job description and person specification to ensure it accurately
reflects the requirements of the post.

In reviewing the job description and person specification the Recruiting Manager must
ensure that all areas are up to date and still relevant to the role and reasonably justifiable.

Where substantial changes are made to the job description and person specification which
could impact on the banding of the post, the recruiting manager should refer to the Agenda
for Change Job Matching / Evaluation procedure available on SHARON and/or seek
guidance from their respective Senior HR Advisor.

Recruitment requests will only be actioned where finance approval has been given and
recruiting managers should complete an RF1 form available on SHARON and then submit
to References@Ipft.nhs.uk for processing in line with Appendix 1 — Stage 1 — Appointment
of Staff/Recruitment Flowchart.

Stage 2 - Advertising Vacancies and Shortlisting

As a general rule, all substantive vacancies will be advertised by the Recruitment Team on
the national NHS Jobs website www.jobs.nhs.uk either available to internal or external
applicants.

There will be occasions where not all substantive posts will be advertised on NHS Jobs i.e.
where a vacancy exists and is deemed as a suitable alternative for an at risk member of
staff. Temporary vacancies and secondment opportunities may also be advertised on NHS
Jobs and/or on SHARON. Where the post is likely to become permanent, the post should
be advertised accordingly for equal opportunities purposes.

Prior to advertising, the Recruitment Team will ensure all supporting documentation i.e.

advert, job description and person specification are compliant with relevant employment law
and anti-discrimination legislation.
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7.1.3

7.1.4

In most cases, adverts will only be placed in specialist publications and  newspapers
when not successfully appointed following three recruitment campaigns through NHS Jobs
or earlier where there are extenuating circumstances. Recruiting Managers are required to
seek approval from Finance to advertise externally as any costs incurred will be paid from
the services budget.

Shortlisting

Once a post has been advertised, Employment Services will process the vacancy in line
with Appendix 1 — Appointment of Staff/Recruitment Flowchart.

Recruiting managers can view all job applications as and when they are submitted on NHS
Jobs.

When the vacancy has closed the manager will receive an email from Employment
Services asking the manager to shortlist and guidance notes will be attached to the email. It
is the responsibility of the recruiting manager to review all details of the application,
guestion any gaps during the applicants employment history and shortlist against the role
profile to ascertain whether the applicant has all the essential criteria in order to undertake
the role successfully. The same criteria should be applied to all applicants.

The manager should complete the RF2 document and online shortlisting and return to
Employment Services

All applicants with a disability or restricted accounts (at risk status) who meet the minimum
essential criteria for the post will be shortlisted for interview and any reasonably particular
requirements for interview should be considered by the recruiting manager.

Equality and diversity data will be collected during the application stage but will not be
made available to managers and the Recruitment Team will retain the data for monitoring
and reporting purposes only.

Feedback is not guaranteed to those candidates who are not shortlisted however, rejected
applicants will be sent a status notification and email via NHS Jobs to confirm the outcome
of their application.

It is the recruiting manager’s responsibility to shortlist in a timely manner to ensure a
speedy recruitment process.

Stage 3 — Interviewing

The Recruitment Team will complete all duties of administration including the invitation of
shortlisted candidates, who will be given a deadline in which to confirm or decline
attendance. The Recruitment Team will remove any unused interview slots and will then
email the recruiting manager the interview schedule, application forms and all interviewing
documentation.

Selection interviews will be conducted by the Recruiting Manager and at least one other
manager or appropriate colleagues who have completed the Recruitment and Selection
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Training provided by the Trust. Recruiting Managers should also ensure they use service
users and carers within their selection activities where ever possible when recruiting.

The recruiting manager should consider how best to measure a candidates suitability for a
role i.e. role play, interview questions, etc. Any tests or exercises used in the selection
process must be appropriate and proportionate to the role.

Interview questions must relate to the requirements of the job and must not be directly or
indirectly discriminatory and should reflect the Valued Based Recruitment guidance and
Trusts Behavior Framework (available on SHARON).

Where candidates require ‘reasonable adjustments’ under the Equality Act 2010, these will
be considered and where deemed reasonable will be facilitated and thus should not be a
barrier to appointment.

Where the interview process has been successful and the recruiting manager has identified
the preferred candidate, the Recruitment Team will request references and pre-employment
checks. The recruiting Manager should feedback to unsuccessful candidates.

Stage 4 — Pre Employment Checks and Offers of Employment
Upon the completion of interviews the recruiting manager can make an initial verbal offer of

employment to the preferred candidate but the recruiting manager must stipulate the initial
offer is subject to satisfactory pre-employment checks that include:

o Satisfactory Employment References

e Occupational Health Clearance

¢ |dentity and Right to Work Clearance

e E-DBS Clearance if required

¢ Professional Registration / Qualifications Check

Where the preferred candidate/s discuss handing their notice in to their current employer it
would be appropriate for the Recruiting Manager to remind the individual that all offers are
subject to pre-employment checks and can be withdrawn at any point where the checks are
not satisfied.

Where an employee fails to satisfy the required checks, any offers of employment will be
withdrawn and an appointment will not be made.

Tthe Recruitment Team will invite the successful application to meet with them for a pre-
employment checks appointment to ensure we have all relevant information to complete the
checks. A contract and start date will not be issued until all relevant checks are submitted.
In exceptional circumstances it may be necessary for a candidate to commence
employment with the Trust before all checks are complete. In these cases the decision
should be made be made between a senior manager in the service and a representative
from HR. An appropriate risk assessment should take place and be documented on file and
any necessary safeguards put in place until all checks can take place.

Managers who fail to follow the correct appointment process and allow employees to
commence in post without the necessary checks will be viewed seriously and may be
subject to disciplinary action.
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Employment References

References must cover a three year employment period; one must be from the current or
most recent employer. One reference from current line manager is sufficient for internal
candidates only. Managers can view and review references via NHS Jobs. Recruiting
managers should encourage the preferred candidate to chase their referees to encourage
early submission.

References will be requested for the preferred candidate(s) only following interview, using
the Trust pro-forma.

In line with NHS Standards references should contain a minimum of three years of previous
employment and/or training (for external posts). Where possible, two separate employers
should be asked to provide a reference; one of which should be the current or most recent
employer.

Whenever possible, references should be provided in writing on company

letterhead, with the business authenticated through an email or fax number. The reference
should contain the referee’s name, job title and contact number. As a minimum, the
reference should contain the dates of employment along with the position held and may
also ask for details on the duties the person carried out and the skills and personal qualities
that are deemed relevant to the application.

For more information, please see the relevant section of the NHS Employers website.
http://mww.nhsemployers.org/your-workforce/recruit/employment-checks

Occupational Health Clearance

It is Trust policy that the successful applicant will be asked to complete an online
Occupational Health Questionnaire ensure the individual able to fulfil all requirements of the
post or identify reasonable adjustments to be considered if required. This must be
submitted before the appointment can be confirmed.

For internal candidates a new Occupational Health Clearance will be required where the
nature of work they undertake or the environment is changing e.g. non-clinical to clinical or
where there has been a change in the employees’ health since initial appointment.

Identity Checks and Right to Work Checks

During the Pre-employment Check appointment we must see the original documents which
confirm both their identity and right to work in the UK. The Recruitment Team will provide a
list of suitable documents to the candidate in advance of their appointment.

Tier 2 Certificate of Sponsorship (formerly work permit)

Applications from job seekers who require Tier 2 sponsorship to work in the UK are

welcome and will be considered alongside all other applications. However, non-EEA
candidates may not be appointed to a post if a suitably qualified, experience and skilled
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EU/EEA candidate is available to take up the post as the employing body is unlikely in
these circumstances to satisfy the Resident Labour Market Test.

Appointing Managers will be responsible for confirming all necessary details i.e. Certificate
number, expiry date etc. on the RF3 for the successful applicant which will be saved on
ESR. It also a requirement of the line manager to ensure any leave to remain in the UK
application/documentation remains valid throughout their employment with the Trust.

ESR will hold a central log of all employees who are subject to ongoing right to work checks
and 6 monthly audits will be completed by the Recruitment Team to ensure compliance of
these checks.

For further guidance, please contact the Human Resources department who will refer to
NHS Employers website.

Professional Registration

The Recruitment Team will check professional registration for all employees with the
exception of medical staff where the medical staffing department will undertake this in
accordance with the Professional Registration Policy.

The registration checks must establish that the applicant is registered to carry out the role
they have applied for, whether the registration is subject to any restrictions which might
affect the duties and whether there are any investigations about their fithess to practice that
the regulatory body has a duty to disclose.

For more information, please see the relevant section of the NHS Employers website and
LPFT Professional Registration Policy.

Qualification Checks

In the case of health professionals, the Appointing Manager is responsible for verifying
information about education or professional qualifications that the applicant declares on
their application form. This will normally be completed by way of the seeing original
documentation at interview and checking the authenticity.

Prior to the final offer letter being sent (subject to all other pre-employment checks), the
Recruitment Team will also verify relevant qualifications/professional registration and copies
will be stored of all pre-employment checks on the employees electronic HR Personal file.

Disclosure and Barring Service (DBS)

It will be identified at the RF1 stage whether a DBS check is required and at what level for a
particular post. All clinical posts carrying out regulated activity will require a DBS check as
will specific occupations detailed in the Rehabilitation of Offenders Act 1974 (Exceptions)
Order 1975.

New employees appointed into posts requiring a DBS check, will be invited to produce the
required ID documents and address history and submit their electronic DBS application at
the Pre-employment Checks Appointment. The Contract and start date will not be issued
until the check is submitted. Where a check has been submitted but clearance has not
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been received prior to the start date the new employee may be allowed to start employment
and the new manager will be notified by the Recruitment Team that the check has not yet
been returned. The manager will be notified that the new employee should only work
supervised and not undertake any regulated activity until the check is returned and
evidenced to them by the new employee. Due to the average time of 5 days for returned
checks it is envisaged that this will be exceptional circumstance. A DBS risk assessment
will be conducted by the recruiting manager, with the support of HR, should there be any
cautions or convictions disclosed by the individual when completing the pre-employment
checks (or disclosed on their application form). Please seek advice from the recruitment
supervisor for more information on this procedure. The individual will not be authorised to
begin employment with LPFT until this process is concluded. Please see the DBS risk
assessment procedure on the HR page on SHARON (intranet) for further information.

The Recruitment Team will receive notification of DBS clearance via the Atlantic Data
website and employees are required to submit their certificates to the appointing manager
for verification.

The cost of the DBS check will be met by the Trust for all registered professionals. For all
other posts the cost of the DBS will deducted from the new employees’ salary over the first
six months.

For more information, please see the relevant section on the DBS Website and/or NHS
Employers website.

Temporary Agency Staff

Agency workers will also require DBS clearance dependent on their activity within the Trust.
If the individual already has relevant DBS clearance through the Agency within the last year
and is suitable to the role being undertaken within LPFT and this can be evidenced, there
will be no requirement to undertake an additional DBS (as per current protocol). If the
individual does not have DBS clearance or their current DBS is not suitable, a new DBS
check will be required.

Once an agency worker has been identified as a suitable individual and no current DBS
clearance in place, the procuring manager should liaise directly with the Recruitment Team
to commence the DBS process. On average DBS checks are returned within 5 days.
Where managers need to take on temporary agency staff in order to cover shifts at short
notice, they must ensure that they only use agencies or other suppliers that have been
approved by Procurement.

Monitoring

Regular monitoring and reporting will take place on all stages of the recruitment processes
and will be reviewed against the agreed KPI’s.

Fit and Proper Person Test
Prior to appointment all members of the Board of Directors will be required to have the Fit

and Proper Person Test (FPPT) as prescribed by Health and Social Care Act 2008
(Regulated Activities) Regulations 2014. Thereafter all Board members will be required to
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undergo the FPPT at 3 yearly intervals. The HR Director Director and Trust Secretary are
responsible for undertaking the FPPT for Executive and Non-Executive Directors
respectively.
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Appendix 1

APPOINTMENT OF STAFF / RECRUITMENT FLOWCHART

- STAGE 1 — RF1 Received and Approved

Receive RF1 and Upload
Recruitment advert, send to vacancy/requisition to ESF

Team finance for approval to generate position
number

Identify vacancy Complete Recruitment
and seek appval form 1 (RF1), prepare an
from general advert and select
manager appropriate job
description from library.

Send tgobs@Ipft.nhs.uk

Recruiting
Manager

Recruitment forms All recruitment requests
available on SHARON MUST be advertised vie

http://sharon/Ipft/HR/Em the recrutment team
Extra ployment%20Services/Fo INCLUDING expression
Information ms/Public.aspx of interest
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- STAGE 2 — Advertisement to Shortlisting

Recruitment
Team

Recruiting
Manager

Extra
Information

Vacancy is
transferred from
ESR to NHS J®b

Edit vacancy,
attach advert and
job description
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Recruitment
Team

Recruiting
Manager

STAGE 3 - Shortlisting to Interview

When vacancy
closes, notify
manager via
email, include
shortlisting

guidance

All applications
can be viewed on
NHS jobs as and
when they are
submitted

Complete
shortliging on

NHS Jobs,
following the

guidance.

Send rejected

applicants a status

notification and

email via NHS jobs

Complete RF2
and email to
jobs@Ipft.nhs.uk

Set up interview on
NHS jobs and Invite
shortlisted candidates
to pick the next
available time slot
before specified
deadline date

On deadline date,
email the recruiting
manager the
interview schedule,
application forms and
all interviewing
documentation

Extra
Information

There may be fewer
candidates on the
schedule as some

shortlisted candidates
may not have booked
on to interview
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STAGE 4 — Reference chasing and Offers of Employment

Upon receipt of RF3, Contact candidate Inform Learning & Once PECs are
request references for 3 to arrange PEC Development Centre approved, email
. years of employment appointment, to of new starter details candidate the offer
Recruitment history. Must have complete all checks ~and proposed Ietltgcr),Fclontr:ct,t_EFl,
Team current/most recent and take copies of induction/start date : o WEHALOL
employer’ s ID and |nformat|0n and
qualifications supporting paperwork.

Upon completion ! Review references Manager will receive a
of interviews, Email cgmpleted on NHS Jobs and copy of the Contract.
make initial verbal RF3} _Cp'?s of ID, inform Recruitment Complete a registration

Recruiting offer of qualifications and Team when satisfied checklist including
Manager employment to scoresheets for all with references. access to IT, smartcard
preferred candidates to

. Offer of and Datix systems.
candidate, subject lobs@Ipft.nhs.uk Employment will not

to preeemployment be sent witlout this

*Satisfactory references, Start date must be Employees can
occupational health and mutually agreed by only accrue annual
DBS clearance. manager and leave for full

Extra Recruiting manager must candidate. This calendar months
Information advise candidate not to must coincide with completed
hand in resignation until Trust Induction
pre-employment checks dates.

have been satisfied
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8.1

8.2

PROFESSIONAL REGISTRATION POLICY
Professional Registration Policy
Applicability

Staff groups required to register are as follow:

o Pharmacists General Pharmaceutical Council

e Psychiatrists General Medical Council

e Qualified Nurses Nursing and Midwifery Council

¢ Qualified Occupational Therapists Health and Care Professionals Council
e Qualified Social Workers Health and Care Professionals Council
¢ Qualified Physiotherapists Health and Care Professionals Council
o Qualified Art Therapists Health and Care Professionals Council
e Clinical Psychologists Health and Care Professionals Council
¢ Counselling Psychologists Health and Care Professionals Council
e Forensic Psychologists Health and Care Professionals Council

Each staff group will be subject to re-registration in accordance with the requirements of
their own professional body and individuals should familiarise themselves with those
requirements. It is also a requirement of an employee’s induction that they should be made
aware of their responsibilities regarding professional registration, specifically this policy.

It is also recognised that on occasions, certain professions who would not ordinarily work
within Mental Health services, but who state registration is a requirement, will be employed
or seconded to work within the Trust. Such staff will also be required to register with their
relevant professional body, keep their registration updated and abide by the terms of this

policy.

All Medical Doctors are now required to hold a License to practice in addition to their
General Medical Council (GMC) registration. The current default position of the GMC is that
all Doctors will be licensed to practice unless they decline to do so. Until further information
is available from the GMC, all existing Doctors’ Licenses will be checked on an annual
basis in accordance with the expiry of their registration. New Doctors’ Licenses will be
checked on upon appointment.

Responsibilities of Individual Staff Members

It is the responsibility of individual registrants to ensure that they maintain their professional
registration. Registrants will be advised by their managers that their registration is due as
well as being advised by their own professional body. Employees registered with NMC and
GMC will also receive a reminder notification via ESR Self Service, however employees
should not rely upon reminders.

Registrants must renew their registration before registration lapses and must evidence this
renewal to their manager.

In the event that a member of staff who is required to be professionally registered allows
their registration to lapse and can give no reasonable explanation as to why they have
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allowed this to happen, the member of staff may be subject to disciplinary action and the
matter referred to the appropriate professional body.

Where clinical staff are not re-registered, or have failed to maintain their specialist
registration contractually required, immediate action must be taken to protect the interests
of the public and patients. This will involve ensuring that the employee immediately ceases
to practise and works as an unqualified practitioner where this can be facilitated by the
service area.

The manager should complete an EF2 down-grading the employee accordingly to an
unqualified practitioner until such time that the registration has been renewed. The Trust
cannot employ an employee in a post for which he or she does not hold the requisite
registration.

The employee should renew their professional registration immediately without delay and
advise their line manager once this has been renewed. Once evidenced on the respective
professional registration website, the employee can then practice in their qualified position
and the manager should complete a further EF2 to restore the employee to their
appropriate remuneration.

It is the responsibility of individuals to pay their own professional registration fees except
where there are specific contractual provisions for the Trust to pay them. The Trust will not
reimburse the cost of re-registration except in those specific circumstances.

Responsibilities of Workforce Department

Workforce is responsible for advising managers of any staff (permanent, temporary or
casual) within their department who are due to renew their professional registration within
the forthcoming two months. They will also advise managers by e-mail of any relevant staff
members who have allowed their registration to lapse within the last month.

ESR will automatically update once the employee has renewed if registered with
NMC/GMC and for all other professional registrations, Workforce will update ESR once
advised that a member of staff has renewed their professional registration and this will be
checked via the relevant website.

Workforce will also carry out audits of the database to identify any lapsed registrations in
accordance with their own procedures (see Appendix 2).

Responsibilities of Managers

Managers will be advised by Workforce of upcoming renewal dates for staff in their
departments. Managers are to remind the relevant member of staff of the forthcoming re-
registration requirement and to ask the member of staff for confirmation of their re-
registration. The manager will verify the evidence of re-registration by contacting
Workforce who will then check the relevant website or ESR and confirm whether the person
is registered.

If the member of staff does not advise the manager that they have re-registered before the

date of renewal, the manager should remind the member of staff of their responsibility and
advise them that they will not be able to practice as a registered professional after the
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renewal date. This will also mean that they will not be remunerated at the pay scale
appropriate to a registered professional and that their pension contributions will also be
lower, potentially impacting on their pension if they are due to retire within three years.

In the event that the member of staff fails to re-register with their appropriate professional
body by the last date of renewal, the manager should immediately investigate the
circumstances of the non-renewal. Then the manager must advise the member of staff
that they can no longer practice as a qualified professional. The manager should ensure
that the member of staff is then given work appropriate to that of a non-professionally
qualified member of staff. The manager should advise Workforce immediately by EF2 of
the change of status of the individual. The manager must also advise the member of staff
that the failure to re-register may result in disciplinary action.

If the member of staff subsequently re-registers, the manager should advise Workforce
once more, again by EF2, of the change of status. This will then be checked on the
relevant website.

Responsibilities of Human Resources (HR)

Human Resources will check the registration of successful applicants after interview and
before their appointment to the Trust, either prior to interview or in the case of medical staff,
after interview, in accordance with the procedure at Appendix 1.

HR will be advised by Workforce of any forthcoming and lapsed registrations. HR will
advise the General Managers or Heads of Service where it becomes aware that no action
has been taken regarding a particular individual.

Requirements of Registration

Each of the professional registration bodies has its own requirements regarding lapsed
registration, career breaks, maternity leave, etc. It is important that registrants and
managers make themselves aware of the requirements of their own professional body and
abide by those requirements. However, it is the expectation of the Trust that during
sickness absence they continue to be professionally registered, unless there are
exceptional circumstances. Where an existing employee successfully completes the
training to become professionally qualified, they will have to apply to the appropriate
professional body for initial registration. Each of the bodies will have their own procedure
and requirements for initial registration and it is the responsibility of the employee to ensure
that they follow the appropriate processes. They should also advise Workforce Services of
that initial registration.

External Agencies

The Trust will only use agencies on the GPS Framework, which states, “As a minimum all
agency workers that come through agencies on any framework will meet the NHS
Employment Check Standards, as well as meet additional standards such as health
clearance and immunised against MMR and Hep B.”

Whilst the Trust can be confident that workers from agencies on the GPS Framework
satisfy the NHS Employment Check Standards, the Trust lead will also double check the
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relevant professional website to check the workers up to date professional registration:

www.nmc-uk.org
www.gmc-uk.org
www.hpc-uk.org
www.pharmacyregulation.org
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Appendix 1
POLICIES AND PROCEDURES FOR VERIFICATION OF PROFESSIONAL REGISTRATION
HUMAN RESOURCES PROCEDURES
Registration: Verification and Monitoring

The appropriate professional registration verification of all professionally qualified employees
(substantive, temporary or casual), as per paragraph 7.1 of the Policies and Procedures for
Verification of Professional Registration, must be verified before the commencement of
employment in Lincolnshire Partnership NHS Foundation Trust (LPFT).

The Recruitment department will undertake the verification procedure for any nhon-medical
employees that must hold a professional registration before they commence with the Trust.
Human Resources Medical HR will undertake this process for medical staff.

The process below is used for verifying the registration for employees who may hold either a
permanent, temporary or bank contract.

Verifying Registration Process before Commencement

1. When an applicant is selected for interview, interview letters are sent requesting each
candidate to bring any relevant original certificates/documents for qualifications in order to
assist with the selection for the post.

2. At the interview, appointing managers will check and verify the applicants’ qualifications.
After interview and before appointment Human Resources will check the applicant’s
registration.

3. When the successful applicant commences employment an appointment form will be
completed with the relevant registration details.

Verification Process for Internal Locum Doctors
Medical HR undertakes the verification of internal locum doctors. The monitoring of the internal
locum doctors registration is undertaken on every occasion in which they are requested to provide

locum cover.

1. When locums are recruited to the bank, the individuals are asked to provide the HR
department with proof of professional registration with the GMC.

2. When the GMC arrives, the HR department then checks the GMC website and ensures that
the information given is identical with the paper copy.

3. The HR department then has to ensure that when a locum is requested to fill a post, that

the GMC website is checked again, to ensure that the registration has not lapsed and that
no restrictions have been placed on the doctor.
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Staff Provided by Agencies

The final responsibility for assuring safe working practices lies with the employing organisation
including those supplied by agencies / contractors. Therefore for medical staff, the medical staffing
department will check professional registrations and for all other professional registrations the
responsibility sits with the most senior person in charge within the service utilising the agency
member of staff.

As a Trust the department managers arrange their own agency cover. Therefore the Nurse in
Charge must ensure that the Nursing and Midwifery Council (NMC) pin number is valid for the
individual nurses that commence work within the Trust. The agency do provide this information at
the time of requesting an agency nurse, however, it is also important that this information is
checked on the NMC confirmations website by the Nurse in Charge.
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Appendix 2
POLICIES AND PROCEDURES FOR VERIFICATION OF PROFESSIONAL REGISTRATION
WORKFORCE PROCEDURES
Responsibilities
The Trust is responsible for providing Workforce Services with a list that clearly states which staff
groups are required to be registered and the individual’s professional registration details. The
Trust is also responsible to ensure managers are aware of the actions they should take in

monitoring and dealing with lapse of professional registration.

Workforce Services is responsible for recording professional registration for staff groups listed by
the Trust and providing monthly reports. This includes all substantive, temporary or casual staff.

It is the responsibility of the employee to renew their registration in accordance with the
professional registration body. It is also the responsibility of the manager on behalf of the
employer, to monitor registration assisted by the monthly report provided by Workforce.

Procedures

1. A Professional Registration expiry date report is run on a monthly basis from ESR This report
identifies staff whose professional registration has expired and those expiring within the next
2 month period. (Parameters for report are start date 01/01.1900 and end date is the current
month end date plus calendar months).

2. Each individual identified on the report is checked against the details held on the appropriate
professional registration web site to establish if their registration is current.

4.  The Professional Registration expiry date report is then rerun using the same parameters.
5.  This report is then sent to the relevant individuals within the Trust as identified on the
distribution instructions Appendix A, including Human Resources (HR) Advisors, line

managers and risk managers for the Trust.

6. If membership is due to expire HR Advisers/Line Managers should ask the members of staff
on the list for copies of their renewal registration.

If membership has expired, further action will be required by the Trust.
7.  If the individual provided copies of their professional registration a copy should then be sent
to Workforce Services. Workforce Information log onto the appropriate website and check

that the information screen is printed, the personal record is updated on the ESR database

8.  Any updates that are not received will show on future reports until updates are notified to
Workforce Services.
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Audit Checks
Audit Checks undertaken regarding monitoring of registrations

¢ Run report to identify individuals without appropriate registration details and liaise with
managers to verify status

¢ Run report 6 monthly to check back to start of database to identify any lapsed registrations

that have not been addressed through monthly reports. If anything identified, liaison with
managers needed.
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9.1

STRESS AT WORK POLICY

Stress at Work Policy

The Health and Safety Executive (HSE) defines stress as ‘the adverse reaction people
have to excessive pressure or other types of demand placed on them’. This makes an
important distinction between pressure, which can be a positive state when managed
correctly, and stress which can be detrimental to health.

The HSE identifies the following potential causes of occupational stress (stressors):

Demands — such as workload and exposure to physical hazards;

Control — how much say the person has in the way they do their work;

Support — from peers and line management;

Relationships — with colleagues and issues such as bullying and harassment;

Role — whether the individual understands their role in the organisation and if they have
conflicting roles;

e Change — how organisational change is managed and communicated in the
organisation.

Actions to Eliminate or Reduce Workplace Stress

The Trust will annually identify all workplace stressors using the NHS Staff Survey
incorporating the HSE audit tool. This information will be shared with managers and an
action plan implemented.

Managers will also identify and monitor the stress of their staff through supervision and
appraisal and the Trust’'s Managing Attendance Policy.

Managers will also conduct risk assessments to eliminate stress or control the risks from
stress. Risk assessments will be regularly reviewed by managers and issues discussed
with Human Resources. Please see ‘Factors to consider when conducting a stress risk
assessment’ in Appendix 2 and the Stress Risk Assessment Form in Appendix 3.

The Trust will consult with Trade Union Safety Representatives on all proposed action
relating to the prevention of workplace stress.

The Trust will provide training for all managers and supervisory staff in good management
practices.

The Trust will provide confidential counselling for staff affected by stress caused by either
work or external factors.

The Trust will provide adequate resources to enable managers to implement the Trust’s
agreed stress management strategy.
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Management Responsibilities
Conduct and implement recommendations of risk assessments within their jurisdiction.

Ensure good communication between management and staff, particularly where there are
organisational and procedural changes.

Ensure staff are fully trained and discharge their duties.
Ensure staff are provided with meaningful developmental opportunities.
Monitor workloads to ensure that staff are not overloaded.

Monitor working hours and overtime to ensure that staff are not overworking and monitor
holidays to ensure that staff are taking their full entitlement.

Attend training, as requested in good management practice and health and safety.
Ensure that bullying and harassment is not tolerated.

Be vigilant and offer additional support to members of staff who are experiencing stress
outside work, such as bereavement or separation. If the cause of the stress is related to
work, refer them to the Trust’s Staff Wellbeing Service.

Staff Wellbeing Services/Occupational Health Responsibilities

Provide specialist advice on stress.

Support managers in implementing stress risk assessments.

Support individuals who have been off sick with stress and advise them and their
management on a planned return to work.

Refer to workplace counsellors or specialist agencies as required.
Monitor and review the effectiveness of measures to reduce stress.
Human Resources Responsibilities

Give guidance to managers and staff on the Stress Policy. Please see Appendix 1, a copy
of an HSE document giving advice to all those experiencing stress.

Assist in monitoring the effectiveness of measures to address stress by collating sickness
absence statistics.

Advise managers and individuals on training requirements.

Providing continuing support to managers and individuals in a changing environment and
encourage referral to Occupational Health or Staff Wellbeing where appropriate.
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Employees Responsibilities

Raise issues of concern with your safety representative, line manager or Occupational
Health.

Access the Staff Wellbeing Service (SWS) for support.

Where appropriate, take necessary steps to reduce factors that may contribute to stress,
e.g. smoking or drinking excessively, missing breaks, taking work home, etc.

Contact Human Resources when unsure what to do.
Function of Safety Representatives

Safety representatives must be meaningfully consulted on any changes to work practices or
work design that could precipitate stress.

Safety representatives must be able to consult with members on the issue of stress
including conducting any workplace surveys.

Safety representatives must be meaningfully involved in the risk assessment process.

Safety representatives should be allowed access to collective and anonymous data from
HR.

Safety representatives should be provided with appropriate paid time away from normal
duties to attend any trade union training relating to workplace stress.

Safety representatives should conduct joint inspections of the workplace at least every
three months to ensure that environmental stressors are properly controlled.

Role of Health and Safety Committee

The Health and Safety Committee will oversee monitoring of the policy and other measures
to reduce stress and promote workplace health and safety.

The Health and Safety Committee will inform managers of any changes and developments
in the field of stress at work.

Monitoring

The Trust’s Health and Safety Committee will have the overall responsibility for monitoring
this policy.

An annual report will be sent to the Health and Safety Committee following the NHS Staff
Survey, which will identify whether there is an improvement on staff experiencing stress
from the previous year. The report will also identify the appropriate action(s) required.

Managers will monitor the stress of their staff through supervision and appraisal.

Appropriate action will be taken by managers e.g. immediate referral to Occupational
Health and/or the Staff Wellbeing Service.
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Human Resources will monitor absences from work on a monthly basis, including stress,
and liaise with managers on appropriate action.
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Appendix 1

Information from the Health and Safety Executive for Those Experiencing Stress and For
Their Managers

Introduction

If you are currently experiencing or are managing someone who feels they are experiencing ill
health as a result of excess pressure at work, the following information may be helpful. This page
is designed to help you find suitable sources of support and/or help to enable you to deal with your
or your member of staff's personal circumstances.

Please note:

e HSE is not able to offer medical advice to individuals. If they feel that excess pressure or
stress at work is affecting your health, it is recommended that you seek the advice of your GP.

o HSE is only able to provide information on occupational health matters at an organisational
level. However, while HSE focus is on preventing stress at work, HSE recognises that no
matter how effective or rigorous your organisation’s stress policy is, some people may still be
exposed to levels of pressure they experience as excessive, which may lead to discomfort or
even ill-health.

e For more information on an organisational approach to tackling stress at work and risk
assessment, please go the HSE Stress Web Pages.

Who should be consulted when someone is experiencing stress and stress-related illness?

Depending on the circumstances you will need to consider who else it would be appropriate to
involve. For example, if the issue is pressure at work, it may be enough to involve just the
individual and their line manager (or their manager if the problem is with the immediate manager),
or additionally a TU/employee representative if desired by either party.

However if excessive pressure has lead to ill health or absence from work, you should follow the
guidance in Policies and Procedures for Managing Attendance. You must involve Human
Resources, and usually Occupational Health or workplace counselors.

All relevant parties should work together to:

Understand the situation, including causes and possible solutions;

e Provide support to the individual;

o Develop a plan to tackle the stressor/pressures (the causes of stress) that is acceptable to all,
particularly to the individual and their line manager; and

e Assess whether anyone else is experiencing problems and if a broader organisational
intervention is required.

What can managers or employee representatives do to help staff suffering from stress?
Your first course of action should be to check that there are adequate organisational arrangements
in place and that a risk assessment has been conducted recently. If one has not been done

recently, this should be a priority. For further information on this, please see HSE Stress Web
Pages.

72



You should arrange to speak with your member of staff/the employee to find out how you can help
them both in the immediate future and longer term. This should be done in consultation with
Human Resources.

If you would like to improve your skills in managing/supporting people with stress-related problems,
focus on introductory courses in communication skills, and develop an understanding of mental
health problems, symptoms and the link between these symptoms and possible ill health.

What can | do if | think | am suffering from stress?

Pressure at work can be good for you, but if the experience of pressure gets too much, you may
begin to feel stressed.

Irrespective of the source of your stress, you should speak to your manager or someone else you
feel comfortable talking to in your organisation. If it is work-related, your employer has a duty to
take reasonable steps to try to resolve the problem. If it is not work-related they may be able to
support you in some way or help to take some pressure off you at work while you resolve the
stress in your personal life.

It is important to take action at a personal level and to review your lifestyle to see if you can identify
any contributing factors. A simple checklist might include:

Eating on the run, or in a disorganised manner
Smoking or drinking excessively

Rushing, hurrying, being available to everyone
Doing several jobs at once

Missing breaks, taking work home with you
Having no time for exercise and relaxation

In some cases, prolonged stress can lead to physical and/or mental ill health. If you think you are
currently experiencing stress-related ill health you may benefit from a discussion with your GP.

If you require further information, please refer to the Health and Safety Executive website:
www.hse.gov.uk/stress/index.htm
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Appendix 2

FACTORS TO CONSIDER WHEN CONDUCTING A STRESS RISK ASSESSMENT ON AN
INDIVIDUAL’S WORK

An ‘individual stress risk assessment’ should be undertaken by the individual’s line manager (or
other ‘management level representative if this is not appropriate), together with the individual
and/or their representative.

When undertaking an ‘individual stress risk assessment’, the personal, environmental and
organisational factors listed below should be considered alongside the six risk factors identified by
the Health and Safety Executive as potential work related stressors, namely:

The demands of your job

Your control over your work

The support you receive from managers and colleagues
Your relationships at work

Your role in the organisation

Change and how its managed

Perception of the job and associated pressures — individual's perception of the pressures and
demands in areas such as control, support, understanding of the role, targets, priorities,
forthcoming changes, value etc.

Skills and abilities — is the individual competent and able to undertake an assigned task/role?
Training needs analysis and performance measures need to be agreed.

Career development — career stagnation or uncertainty, under promotion or over promotion, poor
pay, job insecurity, low social value at work.

Interpersonal relationships at work — social or physical isolation, poor relationships with
colleagues/subordinates/superiors, lack of social support.

Harassment — discrimination or bullying in the workplace which undermines self-confidence and
causes distress and which should not be tolerated.

Personality — mood, emotions, self judgements, commitment etc. Personality characteristics
influence to some degree the individuals response to pressures and hence their vulnerability. Type
A personalities are characterised by a high need for achievement, competitiveness, aggression,
impatience, and restlessness, whereas the Type B personality tends to be calm and relaxed and to
place a higher value on enjoying activities than on demonstrating achievement. Type A
personalities have been shown to be more prone to stress related ill-health.

Work/home interface — conflicting demands of work and home, low support at home, dual career
problems.

Physical surrounding — lighting levels, noise, ventilation, temperature, workspace, hygiene,
workplace design and layout all can affect the overall mental state, whether or not we find them
consciously objectionable. These should have been identified as part of the general risk
assessment and measures taken to ensure that their effect is removed or reduced.
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Specific workplace hazards — here we are talking about issues such as exposure to violence and
aggression, working alone, travel etc., all of which bring their own inherent pressures.

Use of technology — introduction of new technology and the adaptation to new equipment,
systems and ways of working, keeping up with technology, different levels of knowledge and
understanding of technology within the group, breakdown and failures of the systems and the
problems that this can bring with it.

Work schedule — shift working, inflexible working schedules, unpredictable hours, unusual hours,
long or unsocial hours.

Job demands — work overload or under load, work too difficult, lack of control over pacing,
problems regarding priorities, time pressures.

Job content — lack of variety within the work or short work cycles, fragmented or meaningless
work, under use of skills, high uncertainty.

Control — low participation in decision-making, lack of control over work and low levels of support
from colleagues/managers.

Responsibility — responsibility for people involving high degrees of people interaction with
employees, clients or both, or alternatively/in addition to responsibility for budgets, equipment and
buildings.

Role as manager — conflicts of interest between employee welfare and service provision, style of
leadership, ability to delegate, relationships and contact with employees.

Role conflict — exists when torn by conflicting job demands or by doing things they do not want to
do or which they do not believe are part of the job.

Role ambiguity — unclear about work objectives, co-worker’s expectations of them, or scope and
responsibilities of the job.

Organisational culture — poor communication, low levels of support for problem solving and
personal development, lack of definition of organisational objectives, culture involving risk or
blame.

Communication — need for particular information, access to information, telephones/technology.
Administration systems — appropriate and effective?

Rewards /Motivation — are people recognised, are they valued, what is rewarded?

Job changel/insecurity — constant changes in the job content, location, support etc.
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Appendix 3

INDIVIDUAL STRESS RISK ASSESSMENT FORM

Employee Name ..o POSE(S) held ..ooeee
Ward/UNIt/DEPL. ... e e WOTKPIACE .ueiiii e
Date of Assessment ........cccceevveeevvveeenennnnn. Assessment undertaken by ..........cccccciiiiiiiii e, (manager/management rep)
.......................................... (employee/employee rep)
Identified/Perceived Stress How Stress Risk will be Person Target Date
Risk Removed/Reduced/Managed Responsible [Timescale |Action
(state action to be taken/process to be for Action for Action [Completed
implemented)
Continue on another sheet if required.
Manager/Rep SIgNature ..........ooooiiiiiiiiiiniee e Employee/Rep SIgnature ............ooovviiiiieeiiiiiie e
Review Date/Timescale..........cooovvvveiiiiiiiiieeeeeee e,
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ORGANISATIONAL CHANGE POLICY
10. Organisational Change Policy

10.1 General

Management and Staff Side colleagues will try and work together to achieve the best
outcome for staff during periods of organisational change (See Appendix 2).

Once the decision has been taken to introduce or change a service, the service and team
managers will meet their Human Resources Adviser and then their staff to advise them of
the proposed changes. It may be possible at this point to resolve small changes at a local
level with staff agreement without the need for formal consultation.

At the same time, the service manager/s will advise the staff side and trade union
representatives of the proposed changes to service delivery. They will provide a list of the
staff likely to be affected by the changes.

The managers will agree a process with the appropriate staff side representatives and
managers will also at this time write to staff advising them of the proposed organisational
changes.

Once managers have determined the structure of the new service, including numbers and
grades of staff required to populate the structure, consultation will begin with staff regarding
their individual positions. Staff may be placed ‘at risk’ of redundancy if there are reduction in
posts or significant changes to the proposed structure.

Staff will be ring-fenced for posts at their level and selected via interview or slotted into
posts where there are the same numbers of posts or more at their level.

Where staff suffer a reduction in their pay band as a result of redeployment, they will be
eligible to have their pay protected. Where employees have been redeployed and their
work base is at a greater distance, they may also be eligible for either Relocation Expenses
or Excess Travel Allowance.

All staff who are redeployed will be eligible to a statutory 4 week trial period or longer if
agreed locally.

Once all the posts in the structure have been populated, there may be staff that have not
been redeployed. These employees will be eligible for slotting into posts at their level,
where they meet the minimum criteria (or would do so with minimal training).

If an employee accepts a suitable alternative post at a lower band and salary then during
their pay protection period, the Trust reserves the right to offer staff a post at their ‘old’
banding, should a post become available.

10.2 Employee Advice and Support

In addition to consultation with recognised staff organisations, affected employees will be
seen individually at an appropriate stage to ensure that proper consideration can be given
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10.3

10.4

to their needs and to enable the most satisfactory course of action under the
circumstances.

Advice and support will be provided by a member of the Human Resources Department
and employees will be advised of their right to be accompanied by Staff Representatives at
any time during the above process.

The Trust recognises that during a time of significant change, employees may require the
support of the Staff Wellbeing Service (SWS).

Equality Analysis

Managers will not discriminate in the application of this policy in respect of age, disability,
race, ethnic or national origin, gender, religion, beliefs, sexual orientation,
marital/partnership status, social and employment status, gender identification, language or
trade union membership or mental health status.

Equality Analysis may be required for each organisational change where there is a
possibility of impacting on the above protected characteristics.

For further guidance refer to http://sharon/Ipft/HumanRights/Pages/EqualityAnalysis.aspx

Pay Protection

Where another post is available which would be regarded as suitable except for the rate of
pay, the employee will be eligible to pay protection.

Pay protection arrangements apply to any employee who, as a consequence of
organisational structural or managerial change, is required to move to a new post and
suffers a reduction in gross earnings, excluding any overtime payments. A specified period
of protection of earnings is applicable, where down pay banding is involved, (Long Term
Protection) and where down pay banding is not involved. e.g. loss of enhancements, hours,
etc. (Short Term Protection).

i) Long Term Protection — will apply to all staff who have taken a post at a lower pay
band and will be paid as follows:

Less than 2 years’ continuous NHS service — 9 months

2 years’ to 3 years’ continuous NHS service — 12 months
3 years’ to 5 years’ continuous NHS service — 18 months
5 years’ and above continuous NHS service — 24 months.

This protection shall be on a ‘mark-time’ basis i.e. without the benefit of any increments or
improvements to the rates of pay or conditions of service until or unless the substantive pay
band maximum exceeds the protected salary.

i) Short Term Protection — will apply to all staff who suffer a loss in remuneration as

a result of shift changes, hours reduction, etc but whose pay band remains the
same. However, short-term protection will not be paid where it is the expectation of
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10.5

10.6

10.7

10.8

the employee’s contract that they work differing shifts and a request has been made
by the manager to move to a different shift pattern, e.g. nights to days.

It will be paid as follows:

Less than 2 years’ continuous NHS service — 2 months

2 years’ to 3 years’ continuous NHS service — 3 months
3 years’ to 4 years’ continuous NHS service — 4 months
4 years’ to 5 years’ continuous NHS service — 5 months
5 years’ and above continuous NHS service — 6 months.

Protectable Earnings

Protectable earnings for the purposes of short term protection will be calculated as the
average earnings for the 16-week period immediately prior to the commencement of
employment in the new post. Protectable earnings will exclude any casual or overtime
payments or travel but will include any out of hours enhancements or regular on-call
payments. Protectable earnings for long term protection will be based on basic pay only.

Removal of Protectable Earnings
Protection of earnings will cease:

i) where earnings in the new post subsequently exceed the earnings in the old post;
1)) where the employee voluntarily leaves their post.

Reimbursement of Excess Travel Costs

Excess travel costs will be paid where employees are required to move to another work
base which involves additional mileage. All payments are made in accordance with Agenda
for Change, Part 3 Paragraph 17.17 which states that reimbursement will be based on the
“‘Reservist Rate”

The maximum period for the reimbursement will be subject to the local agreement of 2.5
years, as follows:

e Less than 5 years’ continuous NHS service — 18 months
e More than 5 years’ continuous NHS service — 2.5 years

For further guidance and application refer to the Local Terms and Conditions Handbook -
Excess Travel Payments Procedure Appendix 2.

Redundancy

Where the Trust proposes to make any of its employees redundant, the Trust will consult at
the earliest opportunity with staff organisations representing the employees concerned and
the staff themselves in accordance with Appendix 3=2. In the first instance, the Trust will
seek to identify staff who may wish to accept voluntary redundancy. Requests for voluntary
redundancy will be considered according to financial costs and service needs.
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The legal minimum requirements for consultation about redundancy will be adhered to and
longer periods of consultation will be given when practicable and similarly at least the
minimum statutory periods of notice will be given.

The Joint Consultative and Negotiating Committee will be informed at the earliest
opportunity of management proposals for declaration of redundancies.

In any case of compulsory redundancy, relevant legal and contractual provisions shall be
applied, including formal notice of termination or payment in lieu.

Individuals who have been given formal notice of redundancy and who wish to take up
employment outside the NHS may seek permission for early release. Where this is agreed,
the date of termination will become the revised redundancy date upon which the calculation
of redundancy pay will be made.

The Trust will:

¢ allow an employee ‘at risk’ of redundancy and/or served with a redundancy notice
reasonable leave with pay to look for other employment and/or to seek retraining;

e undertake to agree to the early release of staff made redundant who obtain employment
outside the Trust during their period of notice;

e on request, consider the deferment of the redundancy date of an accredited staff
representative whilst their continued employment would significantly assist the
satisfactory conclusion of the redundancy arrangements.

The full definition of ‘redundancy’ for redundancy payment purposes is that ‘an employee is
dismissed by reason of redundancy if the dismissal is wholly or mainly attributable to:

e the fact that his or her employer has ceased, or intends to cease, to carry on the
business for the purposes of which the employee was employed by him, or has ceased,
or intends to cease, to carry on that business in the place where the employee was so
employed;

¢ the fact that the requirements of that business for employees to carry out work of a
particular kind in the place where the employee was employed have ceased or
diminished or are expected to cease or diminish.’

(Section 139 (1) (a) and (b) of the Employment Rights Act 1996)

‘Suitable Alternative Employment’ - is when the situation arises when a job has been
identified as redundant and the employee is informed of the situation. The employer has a
duty to support the member of staff to try and find ‘suitable alternative employment’ to avoid
redundancy. This is employment that is deemed reasonable for that employee to
undertake, given the nature of their existing job as well as their qualification, skills,
experience, training and known disabilities.

Redundancy pay will be calculated in accordance with section 16 of the Agenda for Change
Terms and Conditions Handbook.
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10.9

10.10

With respect to redundancy selection, the Trust will always follow good practice in
accordance with the guidelines set out within ACAS. Further information is available at:
http://www.acas.org.uk

Appeals Against Dismissal

Employees made redundant from the Trust will be able to appeal against this decision to
the Associate Director of Human Resources within 5 working days of the date of official
notification of redundancy.

Staff on Maternity Leave affected by organisational change
In line with Regulation 10 (2) Maternity and Parental Leave Regulations 1999, in a
redundancy situation, women on maternity leave are ‘entitled to be offered’ a suitable

vacancy where one exists. In short, women on maternity leave have a statutory priority
over alternative employment in a redundancy situation.
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Appendix 1

DECLARATION RELATING TO REDUNDANCY PAY AND/OR
PREMATURE RETIREMENT BENEFITS ON THE GROUNDS OF REDUNDANCY

I hereby claim payment due as a result of being declared redundant from the employment of
Lincolnshire Partnership NHS Foundation Trust and understand the following terms.

Employees shall not be entitled to redundancy payments or early retirement on grounds of
redundancy if:

e they are dismissed for reasons of misconduct, with or without notice; or

e at the date of the termination of the contract have obtained without a break, or with a break not
exceeding four weeks, suitable alternative employment with the same or another NHS
employer; or

e unreasonably refuse to accept or apply for suitable alternative employment with the same or
another NHS employer; or

¢ |eave their employment before expiry of notice, except if they are being released early (see
Paragraphs 20 to 21 under Agenda for Change Terms and Conditions Handbook); or

o they offered a renewal of contract (with the substitution of the new employer for the previous
NHS one); or

¢ where their employment is transferred to another public service employer who is not an NHS
employer.

I understand that the redundancy payment and/or retirement benefits are only paid on the
condition that none of the above are met. (Paragraph 16.17 NHS Terms and Conditions of Service
Handbook).

Signed: ..o Date: .o

NaME: . (Block capitals)

Office use only

As the governing condition(s) have been established, payment of the above claim is authorised.

SIgNed: ..o Date:

Associate Director of Human Resources

82



Appendix 2

Organisational Change Checklist

\/

Pre - Formal Consultation

Manager(s) prepares proposals and meets with HR Adviser to discuss the changes to the
service and impact on staff

Manager liaises in confidence with Staff Side Chair regarding proposed changes and likely
consultation period/dates and which representatives to approach for availability

Manager prepares consultation letter or document and timetable (including any input from HR
and Finance re staffing/financial implications)

Manager advises staff informally of the proposed changes and likely time frame and consider a
period of pre-consultation engagement (where appropriate)

Manager/HR liaises with Staff Side Representatives regarding proposed changes, a list of the
affected staff and their dates/availability

Manager and Staff Side agree dates and venues for consultation

Formal Consultation

Minimum 14 calendar days consultation for changes that could result in redundancy of less
than 10 staff

or

Minimum 30 calendar days consultation for changes that could result in redundancy of 10 or
more staff

or

Minimum 45 calendar days consultation for changes that could result in redundancy of 100 or
more staff

At the commencement of consultation the manager formally consults with staff in writing on the
proposed changes

During consultation the manager offers and holds collective and individual meetings with staff
affected, their representatives (should they wish) and placed ‘at risk’ of redundancy (where
applicable)

Post - Formal Consultation:

Consideration of responses during consultation, e.g., requests for voluntary redundancy,
changes to posts, suitability of posts on offer etc.

Implementation of selection process, ring fencing (where applicable) and staff appointed into
posts.

Discussion with remaining ‘at risk’ staff, their representative and the choices available, e.g.,
time frames, suitable alternative employment, compulsory redundancy etc.

Paper prepared by HR for the approval of the redundancies and shared with the relevant
Executive Directors prior to Board Committee submission

Upon Board Committee approval formal meeting with remaining ‘at risk’ staff, their
representative to formally serve notice of the termination of their employment
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MANDATORY TRAINING/CORPORTATE INDUCTION POLICY

11. Mandatory training / Corporate Induction Policy

This policy is based on the principle that all staff employed by the Trust will undertake
relevant statutory and mandatory training and is founded on the principles that training is to:

¢ Maintain and improve standards of performance by staff

o Raise the standards of care provided to service users

e Minimise or eliminate risks to service user safety and well-being
e Enhance clinical and non-clinical skills

e Promote good employment practice

¢ Value the contribution staff make towards organisational success
e Recognise the need for continuous learning and development.

All staff will be expected to undertake statutory and mandatory training at the frequencies
described without exception.

All staff are expected to take responsibility for their own learning an development.

Many staff will be required to maintain accurate records of their training and development
for revalidation and CPD purposes.

Records of statutory and mandatory training will be held by the Learning and Development
Team.

Non statutory and mandatory training unless informed to the Learning and Development
Team, will not be included on individual training records on OLM (Oracle Learning
Management) system.

Colleagues are requested to inform the Learning and Development Team of any training
activity, internal or external, multidisciplinary/team/individual, which will then be recorded on
OLM.

All new employees must complete corporate induction and all new starter mandatory
training within the first 12 weeks of employment with the Trust. Local induction must also
be completed within this 12 week period.

Mandatory training includes all the statutory training the Trust must provide in order to
comply with legislation. Examples of what this may include are Fire, Health & Safety,
Manual Handling, Display Screen Equipment (DSE) and Food Hygiene. Guidance is taken
from the Core Skill Training Framework provided by Skills for Health.

There may be other mandatory training deemed appropriate by the Trust for staff to
complete in order to ensure good practice of staff development. This training may be a
requirement of certain advisory, consultative or accreditation organisations.
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11.2

11.3

Relevant mandatory training should be made available to all employees of the Trust and
managers need to assure themselves and the Trust that all employees they are responsible
to attend/undertake all required mandatory training and refresher programmes and they will
be supported to do so.

Mandatory Training Procedure

Each member of staff will be made aware of the mandatory training they will need to
undertake through induction and thereafter, during periods of management supervision.
Staff will also have access to their own person mandatory training matrix via the ESR/OLM
system, accessed using their smartcard and are responsible to regularly checking and
ensuring full compliance.

Through supervision arrangements, staff must:

e Have an understanding of the Mandatory Training Policy ;

¢ Acknowledge what mandatory training they are required to complete;

¢ Maintain a record of all their required training and refresher programmes completed to
provide evidence they are able to practice safely.

Mandatory Training for Bank Staff
The Trust relies heavily on bank staff to support its substantive establishment.

The Trust recognises that bank-only staff require to be trained to an equal level of their
peers in order to operate safely within their roles and to offer an excellent and
compassionate service to our patients and service users.

Bank only staff will be invited to attend Trust Induction in the same way as substantive
colleagues and will be given the opportunity to undertake routine mandatory training
applicable to their role.

Bank staff will be offered group and individual supervision and training if appropriate to
ensure safe working.

It is the responsibility of the bank staff members to request this training.
Mandatory Training for Agency Staff

The Trust has an agreed national contract with agencies. This is the NHS Framework
Agreement for supply of temporary staff e.g. CPP/CPD, administrative services including
supplies and procurement staff, allied health professionals and associated staff and health
science service staff. An example of this preparation is offered to demonstrate the
requirements for agency nursing staff:

a) Fire Safety
b) Health & Safety (the requirements of the 1974 and 1999 Acts)
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11.4

11.5

¢) Moving and Handling

d) COSHH/RIDDOR

e) Infection prevention and control

f) Basic life support which is compliant with the Resuscitation Council

g) In addition to the above, all agency workers undertaking assignments within Mental
Health and Learning Disabilities sectors shall receive annual training de-escalation,
physical risks of restraints, legal issues surrounding restraint and physical intervention
skills, mental health/capacity, PREVENT, ILS and safeguarding training

h) In addition to the above, all agency workers undertaking assignments involving handling
of food shall receive annual training in food hygiene.

The Content of Training for Professional Disciplines

The following tables (tables currently under review and will be redefined December 2016)
outline the training considered for each post and the medium that it will be undertaken.
Unless otherwise stated, all training will be updated by staff bi-annually.

This is under constant review and will be adapted to ensure compliance with internal and
external demands and expectations.

The Trust offers a far greater range of bespoke and specialist training to meet the needs of
the organisation and its’ staff members. As priorities change, new programmes will be
developed in association with subject specialists and delivered by internal or external
providers.

New training requests will be considered and approached within the Organisational
Development Committee.

Record Keeping

Training records are maintained by the Learning and Development Centre staff and line
managers through ESR/OLM system.

Training and support to this system is offered by L&D staff and through self-help guides
held on the SHARON webpage.

Monthly reports are generated and shared with line managers, senior managers and are
incorporated into Board Papers.

Line managers are able to produce their own reports via OLM.BI. Managers are
encouraged to receive training on this system.

Diversity data is maintained through the ESR system and reports for equality monitoring
purposes will be run on an annual basis and incorporated into the Annual Report.
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Welcome to Lincolnshire Partnership Foundation Trust
Your Induction Programme

All induction will be held dtearning and Development Centre, Unit 3, The Reservation, East Road, Sleaford, Lincolnshire, NG34 7BY

Only Moving and Handling will be held at Carholme Court, Long Leys Road, Lincoln, LN1 1FS

All Staff

08:45¢ 16:30

Day 1:Trust Induction (Welcome, introductions, values/behaviours, basic life support, breakaway)

Corporate / Senior / Admin
Staff / Admin Bank

Bank Staff Clinical

Inpatient Clinical Staff
Registered Practitioners

Day 209:00-16:30
E-Learning all statutory and
mandatory training at the
Learnirg & Development
Centre in Sleaford

Your personalised
induction programme will
be confirmed with you
prior to your start

Day 209:00-16:30
Moving and Handlingr
e-learning at the Learning &
Development Centre in
Sleaford

If attending Moving &
Handling on Day 2, please
contact Jade Coles if you

wish to complete d_earning
on Day 3

Week?2 09:00-16:30
Full Restrictive Intervention
(TBC)

Day 209:00-16:30
Moving and handling at
Carholme Court, Lincoln

Day 309:00-17:00
Medidnes Management
Safeguarding

(TBG-bi-monthly)

Day 409:00-17:00
Immediate Life Support (ILS
(TBC)

Day 509:00-17:00
Clinical Systems Training
(TBC)

Week 209:00-17:00
Full Restrictive Intervention

Community Based Inpatient Nursing
Clinical Staff Assistant / Support Staff
Day 209:00-16:30 Day 209:00-16:30
ELearning Moving and Handling
Day 309:00-17:00 Day309:00-17:00
Medicines Medicines Management
Management or or Safeguarding
Safeguarding
(TBG-bi-monthly) If attending Moving &
Handling on Day 2, pleas

(TBC)

The Learning &
Development Centre
have iPads for
e-learning, which can be
booked out by prior
arrangement

contact Jade Coles if yol
wish to complete e
Learning on another dayi

Week 209:00-16:30
Full Restrictive
Intervention
(TBC)




WHISTLEBLOWING POLICY
12. Whistleblowing Policy
The link below leads to the Trust’'s Whistleblowing Procedure:

http://www.Ipft.nhs.uk/assets/files/Accessing%20o0ur%20information/Policies%20and%
20Procedures/5d-whistleblowing-procedure-vl1-final-approved-at-bod-27-july-17.pdf
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CLINICAL & MANAGERIAL SUPERVISION POLICY
13. Introduction

This policy relates to the provision of management and clinical supervision for staff employed
by Lincolnshire Partnership NHS Foundation Trust (the Trust). The Trust recognises the
important role that clinical supervision plays both in contributing to high quality practice and
outcomes for people using our services; and also in maintaining the well-being of our
workforce. Supervision is therefore integral to enabling staff to effectively perform in their
roles, to support achievement of the Trust’s strategic and quality priorities; and to maintaining
high quality effective services for patients and their carers. From the Trust Board to ward /
team level there is an absolute commitment to ensuring every staff member receives
managerial supervision; and in addition every clinical staff member receives clinical supervision
aligned to the requirements outlined within this policy.

13.1 Definitions
13.1.1 Management Supervision

Management supervision describes an arrangement whereby a member of staff meets
regularly with their line manager. This is in order to give feedback on their performance,
discuss their development within the organisation and how they may be best supported to fulfill
their role and personal development. It is therefore expected that the line manager will conduct
appraisals, with the appropriate discipline lead if necessary.

It will also consider if someone has any patient safety or general issues of concern with respect
to their workplace, to enable the manager and staff member to act accordingly to mitigate any
risk or raise with their senior manager(s). It is also expected that staff wellbeing will be
monitored.

13.1.2 Clinical Supervision
Clinical supervision describes a planned or unplanned interaction in which clinicians discuss
and reflect on their work. They consider any actions that might need to be taken, and receive
where necessary feedback, advice, guidance information and support.

13.1.3 Professional or Specialist Supervision
Professional or specialist supervision is a form of clinical supervision. However, there is a
requirement that the supervision is provided by a more senior or experienced practitioner of the
same profession or specialism. It seeks to ensure that the supervisee's practice meets the
standards expected by that profession, specialism or accrediting body.
All types of supervision should provide a framework for discussion of issues around
safeguarding.

13.2 Management Supervision

13.2.1 Purpose

The purpose of management supervision is to:
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e Ensure that work is being carried out according to job descriptions and Trust policies
and procedures. (There is an understanding that the roles will develop and change).

o Give feedback to staff on their performance and to discuss and issues that are relevant
to their role.

e Develop and review action plans that describe the staff member’s targets and the
necessary actions to help achieve them.

e Ensure that development and training opportunities are being secured to meet the
objectives agreed in the staff member’s personal development plan.
Consider particular pieces of work and their work programme.

e Promotion of a healthy life/work balance will also be encouraged in line with the staff
member’s wellbeing.

e Inform workforce planning.

13.2.2 Management Supervision Responsibilities

All staff will have access to line management supervision.

Supervision should be provided by the line manager. On occasions this may be
delegated to an appropriate deputy. The line manager will agree levels of authority for this
delegated role and will organise a clear system of communication to maintain accountability.
The management supervisor would normally be senior in grade to the supervisee.

Where management supervision is provided by a line manager from a different discipline to the
supervisee advice on any specific professional issues can, if necessary, be sought from senior
professionals of the discipline concerned.

The supervisor should ask the supervisee to raise any safeguarding issues, and record this
(under the heading Safeguarding), including whether or not any issues where discussed and
decisions made. The supervisee has a duty to discuss any safeguarding issues at supervision,
but should not wait for supervision to safeguard vulnerable groups when the situation occurs.

Management supervision should occur at least every six weeks. The frequency of supervision
will be determined by a line manager with reference to the needs and performance of the
member of staff concerned. Newly appointed staff members might require more frequent
management supervision initially. Part time staff may require less frequent supervision
sessions; however, these should occur, no less than 12 weekly.

Staff who work only for the Trust's Bank Staffing Unit (BSU) are also required to receive
Managerial Supervision. It is the responsibility of the BSU Lead to ensure staff who work only
for the BSU have access to managerial supervision and the responsibility of staff who work
only for the BSU to attend. Time set aside for management supervision will depend on
particular circumstances but as a guide; a one-hour session would generally be considered
appropriate.

Management supervision sessions should take place in an environment that ensures
uninterrupted time, safety, privacy and comfort.

It is the responsibility of the line manager to ensure these meetings take place and the
individual member of staff to attend.
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13.2.3 Management Supervision Contracts

A Management supervision contract should be formally agreed by the supervisor and
supervisee. This will include:

e Frequency of sessions

e Length of sessions

e Planned venue for sessions

e Any confidentiality issues

The contract should be documented in accordance with the example shown in Appendix 1.

A copy of the contact should be kept by both the supervisor and supervisee. The contract
remains Trust property and should be securely stored.

13.3 Process for Management Supervision Sessions
13.3.1 Setting an Agenda

An agenda for management supervision should be agreed prior to, or at the start of the
supervision session. This agenda should include:
Elements that are managerial, educational and supportive
Feedback on performance
Discussion of any issues relevant to job description
Safeguarding issues (concerns and all cases subject to safeguarding interventions)
Review of any previous action plans
Discussion and agreement on any actions that need to be taken by the supervisee,
manager or the organisation in order to enable the supervisee to perform their role or to
support their personal development.
e Appraisal updates/ review
How the staff member is contributing to the CQC Key Lines of Enquiry:
Safe
Effective
Caring
Responsive
Well Led

O O O0OO0Oo

13.3.2 Standards for the Session

Discussion during the supervision session should be:

e Supportive - including areas of strength and weaknesses.

e Respectful - of the individuality of each party.

¢ Obijective - feedback on performance must be supported by factual evidence

13.3.3 Documenting Management Supervision

Process for recording management supervision:

e Management supervision will be documented to maintain continuity and ensure a factual
record is available to inform Appraisal and Personal Development Plans.
An example of the documentation type is shown in Appendix 2.

o Documentation can be completed during the session and signed by both the supervisor
and supervisee. Alternatively either party can be tasked with word processing the
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document and sending to the other party for agreement. This should be completed within
one week of the session.

e Copies of the documentation from managerial supervision sessions will be kept by the line
manager and the supervisee. These records remain the property of the Trust and should
be securely stored.

13.3.4 Standards for recording management supervision

Any targets or action plans that are agreed should be:
e Specific - Focused and clear

Measurable - Clear outcomes

Achievable - Within capacity and resources
Realistic- Within capacity and resources

Time based - Needs a completion date

Managerial supervision sessions must be recorded on Healthroster.
13.4 Clinical Supervision
13.4.1 Purpose

The purpose of clinical supervision is to:

e Enable individual practitioners to develop clinical knowledge and skills required for the
delivery of high quality, evidence-based and ethically-based health and social care.

e To provide a supportive and facilitative environment in which clinicians are able to reflect
upon their clinical practices and to effectively address personal and emotional issues that
pertain to their clinical work.

e To enhance the morale and motivation of practitioners when dealing with challenging
clinical situations.

To promote the development of professionally accountable practitioners.

e Clinical supervision should not be used for discussing personal, team or organisational

problems that are unrelated to clinical work.

13.4.2 Responsibilities

All staff who are engaged in direct clinical work with service users and/or carers are required to
participate in clinical supervision each calendar month, (therefore a minimum of 12 times per
year). In the case of part-time staff this time can be reduced on a pro-rata basis. There is no
time requirement for the length of a clinical supervision session.

All clinical staff should have an identified clinical supervisor. Clinical supervision should be
facilitated by another clinician who may or may not be from the same professional group as the
supervisee. However, where this is the case the supervisor needs to demonstrate evidence of
knowledge of the professional code of conduct for the supervisee.

Clinical staff should be able to choose their supervisor except in circumstances where it has
been identified through management supervision in relation to specific performance elements;
in which case the line manager may identify the supervisor. Clinical staff should make their
manager aware of their arrangements for clinical supervision and ensure that they have
management approval. Line managers should support staff to access clinical supervision as
per this policy.
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13.5

Clinical supervision can be multidisciplinary. However some clinicians might be required to
choose a supervisor from the same discipline as part of their professional regulations or
guidance.

Time for clinical supervision should be included in staff rotas and workforce planning. All staff
members who are required to participate in clinical supervision are entitled to receive the
requisite amount of time for this. The supervisee is responsible for negotiating time for clinical
supervision with their line manager. There is no specified length of time required for each
clinical supervision session.

Clinical supervision sessions must be recorded and there must be evidence of reflection on
practice. This can be either within the staff member’s Clinical Supervision Passport* (where
this is the tool mandated by the service or chosen by the clinician) or within the clinical
supervision proforma agreed by the clinical service. Clinical supervision must be recorded on
Healthroster.

(*All clinical staff registered and non-registered will be provided with, or able to access, a copy
of the Trust’s Clinical Supervision Passport. This is a tool that enables clinical staff to log
clinical supervision and evidence reflection on their clinical practice. Where the Clinical
Supervision Passport is not used, clinical staff must be able to evidence a reflective record of
their clinical supervision on the proforma agreed for use within their service.

Types of clinical supervision

13.5.1 Clinical supervision can be conducted in a number of ways and can be planned or
unplanned:

13.6

¢ One to One Hierarchical Supervision — A dialogue between a nominated supervisor and
supervisee.

e One to One Peer Supervision — with a person of similar grade and similar clinical
competence and expertise. This would typically involve both parties in mutually providing
each other with clinical supervision.

¢ Facilitated Group Supervision — facilitated by an external supervisor to the group itself.
Peer Group Supervision — a group of clinicians of similar status and who are engaged in a
similar line of work. Typically the role of facilitator would be rotated through the group
members.

e Tele-supervision- Supervision can be conducted using communication technology such as
telephone or video conferencing facilities.

e Unplanned* clinical supervision can be conducted in any of the ways described above. It
can also be through a clinical development opportunity such as attendance at a complex
multi-disciplinary case meeting, during which the supervisee reflects on and develops their
clinical practice. In all cases, a reflective supervision record must be completed either
during or following a clinical supervision session.

*Note: It is recommended that at least 1 in 3 clinical supervision sessions is planned,
except in the case of clinical staff who work for the BSU only for whom all clinical
supervision sessions can be unplanned.

Clinical Supervisors
Every registered health and social care practitioner has a responsibility, aligned to their

professional Code, to support the development of other clinicians including through being
willing and able to provide clinical supervision. Where a registered health or social care
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practitioner requires clinical supervision training to undertake the role of clinical supervisor, this
can be provided via the Trust's Learning and Development team.

13.7 Clinical Supervision Agreements

For planned clinical supervision, the supervisor and supervisee(s) should agree and document
a clinical supervision contract in accordance with the example in Appendix 3. This should
include:

e The frequency, length and location of clinical supervision sessions.
The medium for delivering clinical supervision.

¢ How confidentiality will be maintained and when it may need to be breached. This should
include the supervisor’s or supervisee’s duty to report concerns around unsafe or unethical
practice.

o Any expectations of the supervisor and supervisee (for example for the supervisee to
prepare material for supervision).

e Any issues pertaining to the recording and sharing of information that is discussed in
clinical supervision.

¢ In the case of group supervision any specific arrangements pertaining to the group- for
example group rules, how discussion will proceed and whether group is “closed” or “open.”

The supervisor and supervisee should both keep a copy of the supervision agreement. A copy
of this should also be provided by the supervisee to their line manager in order to support
monitoring and work force planning. Line managers are responsible for approving clinical
supervision arrangements for the staff they manage and should also sign the supervision
agreement to indicate this.

Meeting the requirements of monthly clinical supervision sessions may be achieved through a
combination of planned and unplanned clinical supervision sessions.

In some cases there is agreement that a managerial supervisor also provides a staff member
with separate clinical supervision, agreed by both parties. In such cases, staff must ensure
their clinical supervision is recorded either within their Clinical Supervision Passport or on the
clinical supervision proforma agreed for use within their service; and that it is recorded on
Healthroster.

13.8 Conducting Clinical Supervision

Clinical supervision should be conducted during normal working time unless they are
extenuating circumstances and these have been discussed and agreed with the line manager
(for example a staff member needs to travel out of area to receive supervision).

Clinical supervision should be conducted on Trust or other suitable premises. These might be
other NHS or statutory premises, a higher educational or training institute.

The environment should be free from unnecessary interruption and one in which discussion
cannot be overheard outside of the session.

The confidentiality of service users, carers and colleagues should be respected. There is
generally no need to specifically identify individuals by name.

Where supervision is conducted using Information Technology (for example video
conferencing or telephone) it should use secure links.
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13.9 Documenting Clinical Supervision

A record should be kept of the clinical supervision session within the Clinical Supervision
Passport* or the agreed clinical supervision proforma in use within a service. The clinical
supervision reflective record should not contain patient identifiable information. Note; Clinical
staff working only for the BSU must use the Clinical Supervision Passport.

The Clinical Supervision Passport requires a Log and a Reflective Supervision Record to be
completed and signed by both the supervisor* and supervisee. (*Where the clinical supervision
is by telephone, it is acceptable for the supervisee to record the supervisor’'s details on the
Clinical Supervision Passport Log without their signature. However, if any actions were agreed
and these are recorded in the Reflective Supervision Record, the supervisor should be
provided with a copy of the agreed actions if they request this. Where the clinical supervision
takes place in a group or as peers, the Clinical Supervision Passport Log should be signed by
the supervisor / peer but it is acceptable for the Reflective Supervision Record to be signed
only by the supervisee). A record of attendance at supervision sessions should also be kept by
the supervisor.

Where the Clinical Supervision Passport is used, it is kept by the staff member (supervisee).
However, the log must be made available to the line manager* on request verify the clinical
supervision has taken place (*the line manager may delegate this responsibility). Where any
copies are made of the Clinical Supervision Passport Log or any reflective clinical supervision
record/s, these must be stored securely and treated as confidential material. They should not
name service users, colleagues or any third parties. Any reflective supervision records would
only be required by a line manager / senior manager in extenuating circumstances; for
example where there is a legal requirement or an investigation into professional misconduct.

In some cases (such as identifying a high risk or a safeguarding issue) a member of staff might
want to access the clinical records of a patient to support discussion in clinical supervision. In
these circumstances, and providing the supervisor is an NHS employee, the notes may be
accessed or for the supervision session. A dated entry such as ‘Discussed in Clinical
Supervision’ with any agreed actions should be placed in the clinical notes. In these
circumstances it is the responsibility of the supervisee to make this entry into the appropriate
clinical notes and for the supervisor to countersign the entry. This should be filed within “items
not for disclosure.”

13.10 Confidentiality

The clinical supervision process is confidential in nature between the supervisor and
supervisee(s).Therefore it is not the role of the supervisor to divulge any aspects of the
supervision process in other arenas. However, should an issue of a serious nature be exposed
in supervision, it is the supervisor’s prerogative to report the incident outside of the supervision
arena.

Circumstances where confidentiality should be breached include
e Unsafe practice including failure to take the necessary steps to ensure the safeguarding of
unborn babies, children, young people and adults.

A breach of professional practice in line with code of conduct
e Criminal activity
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If the supervisor intends to take action to report any concerns outside of clinical supervision
they should inform the supervisee of this.

13.11 Professional, Specialist & Safeguarding Supervision

Some staff who are undertaking, or who have completed specific clinical training that is part of
their clinical role might also be required to access professional or specialist supervision.
Examples of this include Clinical Psychologists, Forensic Psychologists, Psychotherapists,
Counsellors and Approved Mental Health Professionals. If this is a requirement, the individual
should follow the specific guidelines of the training, accrediting or organising body.

In these circumstances the specialist supervision would normally supplant clinical supervision
unless the specialist work represented only part of the individual’s role. In such cases the
individual would be required to access clinical supervision on a pro rata basis for their
remaining clinical activity.

Wherever possible, staff members should seek to find a suitable supervisor who meets these
requirements from within the Trust. However the Trust acknowledges that there may
occasionally be circumstances in which this is difficult or inappropriate.

If staff members are required to make special arrangement for supervision outside of the Trust,
they should always discuss this with their line manager and gain the necessary approval. This
should include discussion about information sharing, the recording of sessions and any travel
or financial implications.

If specialist supervision occurs outside the Trust staff members must ensure that the
confidentiality of service users and colleagues is protected. Clinical records and any data that
can identify service users, carers or colleagues should not be shared with supervisors who are
not trust employees. Where, necessary, appropriate advice should be obtained from the
Trust’s Caldicott Guardian and Legal Advisor.

The clinical supervisor must have up to date safeguarding knowledge to ensure that they can
identify where safeguarding issues are raised and where appropriate action needs to be taken,
and by whom.

Professional or specialist supervision should never be conducted on private premises unless
these are also the practice area of the supervisor (for example a private psychotherapy
practice).

Staff may also require access to specialist safeguarding supervision to deal with specific
situations concerning the safety of unborn babies, children, young people and adults. This
requirement may be identified by staff themselves or via management or clinical supervision.
The Trust's Safeguarding and Mental Capacity Champions attend specialist supervision
sessions each year, provided by the Trust’'s Safeguarding and Mental Capacity Team.

Arrangements should be made to access safeguarding supervision via the Trust's named
safeguarding professionals.

13.12 Monitoring Compliance with and Effectiveness of Policies and Procedures

Duties
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Director of Nursing, AHPs and Quality is the Executive Director lead for supervision; and is
responsible for working closely with the Medical Director and the Director of Operations in
ensuring all staff are accessing supervision in accordance with the standards set out within this

policy.

Deputy Director of Nursing, AHPs and Quality is the Policy Lead for supervision and has
responsibility to work closely with the Associate Director of Operations, the Divisional
Managers and others to ensure all staff are accessing supervision in accordance with the
standards set out within this policy.

Divisional Managers are responsible for ensuring all their staff know and access supervision
in accordance with the standards set out within this policy. This includes a responsibility for
ensuring robust systems are in place for their areas of responsibility to monitor compliance of
staff receiving managerial and clinical (where appropriate) supervision that adheres to the
requirements of this policy. This includes a responsibility to promptly escalate to the Director of
Operations where they experience difficulties in meeting these requirements.

Service Managers and Ward Managers / Team Coordinators are responsible for ensuring
staff within their teams and services receive managerial and clinical (where appropriate)
supervision that adheres to the requirements of this policy. This includes ensuring system are
in place for their areas of responsibility to monitor compliance. This includes a responsibility to
escalate to their line manager where they experience difficulties in meeting these
requirements.

All staff are responsible for ensuring they access managerial and clinical (where appropriate)
supervision that adheres to the requirements of this policy. This includes a responsibility to
escalate to their line manager where they experience difficulties in meeting these.

13.13 References

¢ Professional Codes of Conduct (for registered and non-registered clinical staff).
e Professional Registration bodies (for registered clinical staff).
CQC (2013) Effective Clinical Supervision Guidelines

Note: As part of the Trust’s continuous quality improvement work, a Task and Finish (T&F)
Group, with strong clinical representation and engagement, has focussed on clinical
supervision and reviewed many related documents as part of this work. The T&F Group has
recommended the most recent amendments to the Trust’s supervision policy.
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Appendix 1
LINCOLNSHIRE PARTNERSHIP NHS FOUNDATION TRUST
MANAGEMENT SUPERVISION CONTRACT (Example template)
CONTRACT BETWEEN:
Supervisor:

Supervisee:

FREQUENCY OF SUPERVISION:
LENGTH OF TIME FOR SESSIONS:

VENUE:

ISSUES FOR DISCUSSION:

o Feedback on performance

o Discussion of any issues relevant to role

e Safeguarding issues in relation to unborn babies, children, young people and adults
¢ Review of any previous action plans

e Discussion and agreement on any actions that need to be taken by the supervisee,
manager or the organisation in order to enable the supervisee to perform their role or to
support their personal development.

CONFIDENTIALITY ISSUES:

Confidentiality will be maintained in accordance with the Trust Management Supervision Policy and
appropriate professional Codes of Practice

SIGNED: ... DATE: ...

SIGNED: . eiiiiiii i riie s rrinneesrerannnesrraannnenns DATE: ...
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Appendix 2
LINCOLNSHIRE PARTNERSHIP NHS FOUNDATION TRUST
MANAGEMENT SUPERVISION (Example template)

The management supervision agenda items will be confirmed and agreed at the beginning of
each session

Agenda Iltems Agreed Action Completion
Dates

Managerial including safeguarding

Educational

Supportive

Signature ... Print Name..............coooiii, Date: .......cccenenene.
Signature ... Print  Name............cocoiiin, Date: ...............
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Appendix 3
CLINICAL SUPERVISION AGREEMENT (Example template)

Name of Supervisor: Lawrence Boythorn

Name of Supervisee(s):

William Guppy
Harold Skimpole
Esther Summerson
Judy Smallweed

Frequency of supervision

Every 4 weeks

Length of time for supervision sessions

One and a half hours

Venue for supervision

Bleak House CMHT base

Confidentiality

All issues discussed in the supervision arena will remain confidential unless they involve:-Unsafe
practice including failure to take the necessary steps to ensure the safeguarding of unborn babies,
children, young people and adults, a breach of professional practice in line with code of conduct or
criminal activity

If this should occur the member of staff being supervised will be encourage to take appropriate action
with the supervisor and inform the necessary sources. If this does not happen, this will be undertaken
by the supervisor. The supervisor will inform respective line managers of supervisee’s attendance at
supervision if this is requested.

Medium for supervision

Facilitated group

Responsibilities

Supervisees are expected to bring a clinical scenario or case or supervisory question that they wish to
discuss.

Wherever possible the supervisor will facilitate feedback and discussion amongst the group rather
than giving advice to each individual himself.

How Information will be recorded and stored

The supervisor will write a record of session, a copy of this will be kept by him and a copy given to
each member who is present. All copies should be securely stored and not identify any service user,
care, colleague or other third party
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Any other ground rules

1. Each member will have up to 20 minutes to present, discuss and receive feedback on the situation
they have brought.

2. Only one person talking at a time
3. Feedback should be respectful, supportive and honest

4. If unable to attend members should send apologies

Signed.......cooiiiiiiii Date.......covvviviiiiiiiiene (Supervisee)
Signed.......ooiiiiiii Date.......covvviiiiiiiiiiiieae (Supervisor)
Signed.......ooiiiiiii Date.......covvviiiiiiiiiiiene (Line manager)
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Appendix 4

CLINICAL SUPERVISION REFLECTIVE RECORD (included within the Trust’s Clinical Supervision Passport) (Example
reflective record template)

REFLECTIVE SUPERVISION RECORD DATE: .,

SUPERVISEE NAME (PRINT) & SIGNATURE:
SUPERVISOR NAME (PRINT) & SIGNATURE:

KEY ISSUES DISCUSSED: (Including any Safeqguarding Adult / Children concerns / risks)

WHAT DID YOU LEARN / ANY OUTCOMES AGREED FROM THE CLINICAL SUPERVISION SESSION?

HOW DID YOU CHANGE OR IMPROVE YOUR PRACTICE AS A RESULT?

HOW IS THIS RELEVANT TO IMPROVING OUTCOMES FOR PATIENTS? (For Nurses consider the 4Ps in
The Code for Nurses)

(Prioritise people — Practise effectively — Preserve safely — Promote professionalism and trust)




14.

14.1

14.2

Revalidation Policy for Nurses
Introduction

Revalidation applies to all NMC registrants who are due for renewal from 1st April 2016
onwards. Nurses and midwives will need to familiarise themselves with the revalidation
requirements and will be required to fulfil all these requirements at the point of the renewal
of their registration in order to remain on the NMC register.

Purpose

The purpose of this policy is to outline the requirements and arrangements for conducting
Revalidation of NMC registrants in the Trust, following direction by the Nurse Midwifery
Council and other relevant bodies. This policy is not exhaustive and is not intended to
contain information on all aspects Revalidation.

The policy applies to all NMC registrants who wish to continue their registration irrespective
of whether registration is a key requirement for their role or whether a temporary or
permanent contract is held with the Trust. The policy defines the responsibilities of key staff
involved in revalidation including NMC registrants, Confirmers and Reflective Discussion
Partner.

The aim of the policy is to ensure that, through an effective appraisal mechanism,
revalidation will be facilitated as normal working business assuring the Trust, Professional
Bodies and Regulators that all NMC registered staff are fit to practise and provide the
highest standards of safe care to patients.

The policy statement is intended to be read in conjunction with the NMC How to revalidate
with the NMC publication available at http://revalidation.nmc.org.uk/download-
resources/guidance-and-information

Revalidation is not undertaken at a fixed point in time, but is a continual process throughout
a three yearly cycle whereby the Nurse Registrant is required to confirm they have met all
the requirements at the time of their renewal and if requested to be able to support this with
documentary evidence (See appendix 1)

Objectives

Revalidation supports professionalism through a closer alignment with the Code.

The revalidation model aligns to the four themes of the Code:

» Prioritise people by actively seeking and reflecting on any direct feedback received
from patients, service users and others to ensure that NMC registrants are able to fulfil
their needs.

* Practise effectively by reflecting on personal professional development with

colleagues, identifying areas for improvement in personal practice and undertaking
professional development activities.
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14.3

14.4

14.5

14.6

* Preserve safety by practising within personal competency for the minimum number of
practice hours, reflecting on feedback, and addressing any gaps in your practice
through continuing professional development (CPD).

* Promote professionalism and trust by providing feedback and helping other NMC
colleagues reflect on their professional development, and being accountable to others
for their professional development and revalidation.

The Code (paragraph 22) requires NMC registrants to fulfil all registration requirements,
to achieve this, they must:

* Meet any reasonable requests so the NMC can oversee the registration process

» Keep to the prescribed hours of practice and carry out continuing professional
development activities, and

+ Keep personal knowledge and skills up to date, taking part in appropriate and regular
learning and professional development activities that aim to maintain and develop
personal competence and improve personal performance

Scope

The purpose of revalidation is to improve public protection by making sure that NMC
registrants continue to remain fit to practise throughout their career.

Revalidation is built on existing arrangements and adds requirements which encourage
NMC registrants to seek feedback from patients and colleagues, reflect upon the Code by
having a professional discussion with another registrant and, importantly, seek confirmation
that they have met those requirements from a third party.

Revalidation reinforces the duty on NMC registrants to maintain their fithess to practise
within the scope of their practice and incorporate the Code in their day to day practice and
personal development. Revalidation will encourage engagement in professional networks
and discussions, and reduce professional isolation.

Revalidation will enhance employer engagement by increasing their awareness of the NMC
regulatory standards, encouraging early discussions about practice concerns before they
escalate or require referral to the NMC, and increasing access and participation in
appraisals and professional development.

Appraisal Requirements
Appraisals for Nurses

The LPFT Appraisal process includes a statement of progress towards meeting revalidation
requirements for NMC registrants. By following the appraisal process will mean that
progress will be monitored at least annually. As the annual appraisal is undertaken by the
line manager, this will also in most cases be the revalidation confirmer. Consideration
should also be given to aligning the appraisal cycle with revalidation so that the final
appraisal before revalidation date falls three months prior to the revalidation deadline.

Practice Related Feedback
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The requirement is that NMC Registrants must obtain at least five pieces of practice-related
feedback over the three years prior to the renewal of their registration.

NMC registrants will have to obtain feedback from a variety of sources. For example:
Patients and Service Users
Carers and Families
Colleagues

Reviewing Complaints
Team performance Reports
Serious Event Reviews
Annual Appraisal

Family and Friends Test

15 Steps Report

Ward Accreditation

Feedback can specifically be provided on individual performance or alternatively, feedback
can be on the team, unit, ward or organisation’s performance. However, NMC registrants
will need to be clear about the specific impact that the feedback has had on your own
practice.

NMC Registrants can obtain feedback in a formal or informal way. It can be written or
verbal.

Feedback is already collected by the Organisation in a variety of ways such as Family and
Friends Test, 15 Steps so the NMC Registrant doesn’t always need to seek individual
feedback for Revalidation evidence but if this approach is adopted they need to write a
reflective account about that the impact of that information on their practice.

Feedback from the wider multi-disciplinary team is permissible and these can include
colleagues in management, administration, or support roles.

If NMC Registrants work directly with patients or service users (including family members
and carers) their feedback about the registrant’s practice can be sought as one way to
evidence this criteria. However, sensitivity regarding the timing and circumstances need to
be considered when feedback is requested. Assurance should always be given that their
feedback will not adversely affect the care provided to them. Patient Feedback can always
be collected using a third party as appropriate.

For some roles who work with a range of stakeholders, the NMC Registrant should consider
feedback more broadly.

Irrespective of the source of feedback assurance regarding how the information will be used
and whether it will remain confidential should be provided.

NMC Registrants do not need to include the actual instances of feedback in their portfolio.
However, a record should be kept of the content of the feedback and how it has been used
it to improve practice. This may assist in preparing reflective accounts.

No patient identifiable information should be in the portfolio.
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14.7

14.8

Practice Hours

For each registration an NMC Registrant holds they must be able to demonstrate a
minimum of 450hours of practice over the three years preceding the date of their
application for renewal of their registration (In the case of a person holding more than one
registration they will need to undertake 450hrs per registration i.e. 900hrs for dual
registration RMN/RGN)

If the NMC registrant has practised for less than the required number of hours in the three
years preceding the date of their application for renewal of their registration, then they must
successfully complete an appropriate return to practice programme approved by the NMC
before the date of their application for renewal of registration.

How to meet the Practice Hours Requirements.

NMC registrants are most likely to meet the practice hour’s requirement during their paid
role with LPFT

If NMC registrants have had a career break, long term sickness or maternity leave they
should still be able to meet the practice hours requirement if they have completed the
required hours of practice as a registered nurse or midwife at some point earlier in their
three-year registration period.

Further guidance on meeting practice hours and recording practice hours is available in the
How to revalidate with the NMC publication http://revalidation.nmc.org.uk/download-
resources/guidance-and-information

When NMC Registrants apply for revalidation, they will be asked to declare that they have
met the practice hours requirement.

NMC Registrants will also be asked whether they are currently practising, and if so, where
they undertake that practice.

If a person is not currently in practice (e.g. retired), taking a career break and wish to
maintain registration, they will need to continue to revalidate and will be asked to provide
details about their most recent practice.

The NMC have indicated that they may select individual NMC registrants to provide further
information to verify the declaration they have made in their application. This additional
information may include:

Dates of practice

The number of hours undertaken

Name, address and postcode of the organisations

Scope of practice

Work setting

Description of the work undertaken

Evidence of those practice hours, such as timesheets, job specifications and role
profiles.
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14.9

14.10

14.11

14.12

NMC Registrants will be asked to provide this information starting from their most recent
practice, and continuing until they meet the practice hours requirement.

Reflection and Practice Discussion (PDD)

NMC Registrants must record a minimum of five written reflections on the Code, their CPD,
and practice-related feedback over the three years prior to the renewal of their registration.

NMC Registrants must have a reflective discussion on the minimum of five written
reflections with another NMC registrant, covering their reflections on the Code, personal
CPD, and practice-related feedback. These must be recorded on the Reflective Discussion
Form available on the NMC website

Keeping a portfolio

NMC Registrants are required to keep evidence that they have met their revalidation
requirements in a portfolio and must have this information available in case the NMC
request to see it to verify the declarations NMC Registrants have made to revalidate

All Registered Nurses in LPFT have access to the Nursing Times Revalidation Passport
where they can store their revalidation documentation electronically. If requested this
documentation can then be submitted to the NMS as an electronic portfolio of evidence.

Continuing Practice Development (CPD)

The requirement for CPD is that all NMC registrants must undertake 35 hours of continuing
professional development relevant to their scope of practice as a nurse, midwife or both,
over the three years prior to the renewal of their registration.

Of those 35 hours of CPD, 20 must include participatory learning.

NMC registrants must maintain accurate records of their completed CPD and these records
should include:

The CPD method, i.e. mode of delivery

A description of the topic and how it related to their practice;

The dates on which the activity was undertaken;

The number of hours (including the number of participatory hours);
The identification of the part of the Code most relevant to the activity;
Evidence that the CPD activity was undertaken

How to meet the requirements

As a professional, NMC Registrants have a duty to keep their professional knowledge and
skills up to date through a continuous process of learning and reflection.

Whist the NMC does not prescribe any particular type of CPD it felt that the NMC Registrant
will be better placed to judge what learning activity is most suitable and beneficial to their
individual scope of practice.
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Any learning activity NMC Registrants participate in should be relevant to their scope of
practice as a nurse or a midwife.

Therefore, NMC Registrants should not include mandatory training that is not directly
related to their practice (for example, fire training or health and safety training) as part of
their 35 hours of CPD.

However, if NMC Registrants undertake any mandatory training that is necessary to their
scope of practice and professional development (for example, mandatory training on
equality legislation if they are in a policy role), they could include that in their portfolio.

Participatory learning includes any learning activity in which NMC Registrants personally
interacted with other people. It is an activity undertaken with one or more professionals or in
a larger group setting.

14.13 Statement of Health and Character
The requirements for NMC registrants are:

¢ Provide a health and character declaration
e Declare if you have been convicted of any criminal offence or issued with a formal
caution over the three years prior to the renewal of your registration.

This declaration needs to be completed as part of the revalidation application.

Further information is available on the NMC website about both elements of this declaration
however essentially good character is important and is central to the Code as nurses and
midwives must be honest and trustworthy.

Good character is based on conduct, behaviour and attitude and should be in line with the
NHS Constitution and the Trust’s Values

It is expected that if a NMC registrant receives any cautions or convictions over the three
years prior to the renewal of their registration that they inform their employer and NMC
immediately as indicated in the NMC Code.

14.14 Confirmation
When revalidating on-line, the NMC will request that the NMC registrant has demonstrated
to the confirmer ( this will be the line manager in most circumstances) that they have

complied with the revalidation requirements.

The purpose of the confirmer is to verify the declarations the NMC registrant has made as
part of their renewal to revalidate.

The following information will be requested regarding the confirmer: name, NMC Pin or

other professional identification number (where relevant), email, professional address and
postcode.
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For NMC registered nurses employed by LPFT, the confirmer will be their line manager
irrespective of whether they themselves are a NMC registrant. If the confirmer is another
healthcare professional, then their professional number and professional body should be
documented. This form should be kept in the NMC registrant’s portfolio on the Nursing
Times Revalidation Passport site. Additionally, the NMC may contact the confirmer direct to
verify that they did undertake the confirmation process.

For NMC registrants who are confirmers, where they have effective registration they must
not be subject to any kind of suspension, removal or striking-off order at the time of making
the confirmation.

The revalidation confirmation discussion should be undertaken at the same time as the
NMC registrant’s appraisal with the two interim appraisals ensuring that progress and
compliance is being made for with the next revalidation date. This discussion should take
place face to face in an appropriate environment.

The confirmation discussion should ensure that all requirements for revalidation as outlined
above are included and they have been met, or are on track to be met.

The final revalidation confirmation discussion should occur within the twelve months
preceding the NMC registrant’s renewal date allowing the NMC registrant 60 days prior to
their expiry date to submit on-line and the NMC to process their revalidation to prevent
lapsed registrations. The registrant will be expected to submit confirmation of revalidation
30 days prior to registration to ensure they are able to practice.

Revalidation date should be checked as part of the employment checks for all new
employees. If the NMC registrant’s revalidation is due in the first 2 months of commencing
with the organisation, the NMC registrant should be advised to complete the process prior
to leaving their current organisation.

14.15 Professional Indemnity

The requirement is that NMC registrants must declare that they have, or will have when
practising, appropriate cover under an indemnity arrangement. By law, NMC registrants
must have in place an appropriate indemnity arrangement in order to practise and provide
care.

NMC Registrants will need to complete this declaration as part of their revalidation
application.

For NMC Registrants that work exclusively for the NHS then an appropriate indemnity
arrangement is already in place.

14.16 Records & Confidentiality

The detail of reflective discussions for revalidation are generally considered to be
confidential to the NMC Registrant and Confirmer/ Peer Reviewer.

However, any concerns to whether NMC registrant will meet the revalidation criteria will be

escalated to the Director of Nursing & Quality or Associate Director of Nursing & Quality so
that a suitable plan can be formulated.
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14.17

14.18

The accountable Executive Director for NMC revalidation is the Director of Nursing &
Quality.

Revalidation and NMC fithess to practise processes

Revalidation does not create a new way to raise fitness to practise concerns. Any concerns
regarding NMC registrant’s practice should continue to be raised through the existing
fitness to practise process and the Trust’'s Capability Policy and Procedures and/or
Disciplinary Policy and Procedures

If an NMC Registrant is subject to an NMC investigation, condition(s) of practice order or a
caution, they will be able to apply to renew their registration as long as they fulfil all the
requirements for renewal. However, they will remain subject to NMC fitness to practise
processes and the outcome of those processes.

NMC registrants that have been struck-off or suspended from the register will not be able to
renew their registration because they are no longer on the register.

If a NMC registrant’s renewal is due whilst they are subject to suspension from the register,
then only when their suspension is lifted can they apply for renewal. They will have three
months to apply for and obtain renewal. If they fail to do this then they have to apply for re-
admission.

Roles and Responsibilities

Roles and Responsibilities of Confirmers

e To be familiar and understand the requirements of revalidation.

¢ Have a face-to-face discussion with the NMC registrant about the evidence in their
portfolio, where the registrant can explain to the confirmer how they have met the
requirements. This will form part of the registrant’s annual appraisal.

e To have a reflective discussion on the 5 pieces of reflection practice. If the confirmer is
not a registrant this form will have been completed by an NMC Registrant at a prior
reflection discussion meeting.

o Review the registrant’s portfolio to make sure that they have met the revalidation
requirements. The NMC registrant should submit their portfolio to their confirmer one
month prior to their annual appraisal and revalidation discussion.

e Question the registrant where there is a lack of clarity regarding the NMC registrant
meeting the requirements.

e Confirm that the registrant has met the revalidation requirements.

Confirmation is not any of the following:

e Decide whether a nurse or midwife will be revalidated or will remain on the register.
This is the NMC'’s role as the regulator.

o Make a judgment on whether the registrant is fit to practise. Revalidation is not a new
way to raise fitness to practise concerns.

o Verify information in the registrant’s portfolio. For example, the confirmer does not need
to contact CPD providers to check whether the registrant attended or completed a
particular item of CPD. All of the information you require to make your judgement
should be contained in the registrant’s portfolio.
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14.19

14.20

14.21

14.22

It is important to understand the confirmer is being asked to confirm based on the
evidence that they have seen. If confirmers provide confirmation honestly, they will
not be held responsible for future or past actions if they were unaware of them
when giving the confirmation.

Selection of Confirmers

At LPFT, the confirmer will be the NMC'’s line manager irrespective of whether they
themselves hold a NMC registration. Where a confirmer is not a NMC registrant a reflective
discussion partner will be required to hold a reflective discussion meeting.

Reflective Partners

Where the confirmer is not a NMC Registrant then a reflective discussion partner is
required to sign off the five pieces of reflective writing. In these circumstance the NMC
registrant will be allocated another registrant that can be approached to act as their
reflective discussion partner.

The NMC registrant must retain a copy of the reflective discussion form in their portfolio and
will be used as evidence for the confirmation of revalidation.

Staff who have more than one line manager, or more than one employer
(includes staff who work at LPFT but employed by another organisation)

Some NMC registrants employed by LPFT will have more than one line manager for
instance those who have dual contracts between providers, part-time workers who have
more than one job or have more than one role within the Trust. NMC registrants need to
obtain evidence that covers all roles but only one confirmation is required and that
confirmation process needs to include all elements of practice undertaken.

It is recommended that the confirmer is the one where the NMC registrant undertakes most
of their practice; however, if the confirmer is not employed by LPFT, the NMC registrant
should provide their line manager at LPFT the name of their confirmer, contact details,
professional registration details.

Additionally NMC registrants should provide their LPFT line manager an annual progress
report of their compliance with revalidation and submit their confirmation paperwork every 3
years as evidence of compliance with the regulations. This provides the organisation with
assurance that all staff are compliant with the Revalidation criteria.

Temporary NMC Registered Staff
For staff that are employed by the LPFT’s Bank as their only contract will have a NMC
registered confirmer allocated to them. In most instances this will be the Clinical Lead for

Bank Staffing Unit.

For staff who work substantively at LPFT and also work bank shifts, confirmation will occur
through their substantive line manager.

For staff that work at LPFT through an Agency, proof of registration status will be requested
by the Bank Staffing Unit Office prior to working at the Trust.
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14.23 Quality Assurance for Revalidation

Revalidation progress will be monitored through the Appraisal process. All Registered
Nurses are required to complete Appendix A of the Appraisal Documentation.

LPFT Have invested in the Nursing Times online Passport. Staff are required to use this
system to record progress towards meeting revalidation requirements, and to upload
documents. Managers are able to produce reports from the Nursing Times System to show
how individuals in their team are progressing towards meeting the requirements.

Workforce Team will continue to issue alerts regarding NMC expiry dates to line managers.
14.24 References

NMC Guidance:
¢ NMC Code http://www.nmc.org.uk/standards/code/
e How to revalidate with the NMC http://revalidation.nmc.org.uk/download-
resources/quidance-and-information

Appendix 1

Version 6 May 2018


http://www.nmc.org.uk/standards/code/
http://revalidation.nmc.org.uk/download-resources/guidance-and-information
http://revalidation.nmc.org.uk/download-resources/guidance-and-information
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Discussion ‘NMC Registrant Form

Discussion with
an appropriate
confirmer

You will be contacted by the NMC 60 days
prior to renewal
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2. Bullying and Harassment Policy

Monitoring Compliance with and Effectiveness of Policies and Procedures

Systems Monitoring and/or Audit
Criteria Measurable Lead Officer Frequency Reporting to | Action
Plan/Monitoring
B&H Number of HR Director Annually EXECUTIVE | As appropriate
complaints cases TEAM
Contacts with | Number of HR Director Annually EXECUTIVE | As appropriate
mediators contacts TEAM
made

B&H Number of Deputy Weekly Director of As appropriate
complaints cases Director Nursing and

of HR Quality

Standards/Key Performance Indicators

TARGET/STANDARDS KEY PERFORMANCE INDICATOR

All managers consistently apply and Where deficiencies are identified an action plan will be
follow the procedures within the policy drawn up to address same

3. Performance and Capability Policy

Monitoring Compliance with and Effectiveness of Policies and Procedures

Systems Monitoring and/or Audit

Criteria Measurable | Lead Officer | Frequency | Reporting | Action

to Plan/Monitoring
No. of No on HR Director | Weekly Director of | HR Director
capability register Nursing
issues and

Quality
No. of No on HR Director | Annual Executive | As appropriate
capability register Team
issues

Standards/Key Performance Indicators

TARGET/STANDARDS

KEY PERFORMANCE INDICATOR

Managers will adhere to the procedures Where deficiencies are identified an action plan will be

within this policy

drawn up to address same
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4, Disciplinary Policy

Monitoring Compliance with and Effectiveness of Policies and Procedures

Systems Monitoring and/or Audit
Criteria Measurable Lead Frequency | Reporting Action
Officer to Plan/Monitoring
All Entered on HR Director | Weekly Director of HR Director
disciplinary register Nursing and
processes are Quality
recorded
All Entered on HR Director | Annual Executive As appropriate
disciplinary register Team
processes are
recorded

Standards/Key Performance Indicators

TARGET/STANDARDS KEY PERFORMANCE INDICATOR

All managers follow guidelines and Where deficiencies are identified an action plan will be
procedures within this policy drawn up to address same

5. Grievance Policy

Monitoring Compliance with and Effectiveness of Policies and Procedures

Systems Monitoring and/or Audit

Criteria Measurable | Lead Officer | Frequency | Reporting to Action
Plan/Monitoring

Grievance All HR Weekly Director of HR Director

Register grievances | Department Nursing and

maintained recorded Quality

Grievance All HR Director | Annual Executive Team | As appropriate

Register grievances

maintained recorded

Standards/Key Performance Indicators

TARGET/STANDARDS KEY PERFORMANCE INDICATOR

Register is up to date Where deficiencies are identified an action plan will be

drawn up to address same

Recommendations from grievances are Where deficiencies are identified an action plan will
followed up, drawn up to address same
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6. Managing Attendance Policy

Monitoring Compliance with and Effectiveness of Policies and Procedures

Systems Monitoring and/or Audit

Criteria Measurable Lead Frequency [ Reporting to | Action
Officer/Group Plan/Monitoring

Systems in place to | Levels of Workforce Monthly Divisional Divisional Teams

monitor the process | ST/LT Report Teams and HR Advisors

for: sickness (action)
Managers As No Divisional Teams

Maintaining contact | Records kept appropriate | reporting and HR Advisors

with employees locally (action)

Planning and Manager, Manager and | As HR Divisional Teams

facilitating returnto | HR, OH. HR appropriate and HR Advisors

work plans, SWS (action)

workplace controls

& adjustments

Systems in place to | No of staff HR Monthly EXECUTIV | Divisional Team

monitor the process | absent due to E TEAM (action)

for analysing sickness by

sickness absence division

data

Standards/Key Performance Indicators

TARGET/STANDARDS

KEY PERFORMANCE INDICATOR

All managers consistently apply the
managing attendance procedures and

follow all procedures

same

Where deficiencies are identified an
action plan will be drawn up to address

7. Recruitment Policy

Monitoring Compliance with and Effectiveness of Policies and Procedures

Systems

Monitoring and/or Audit

Criteria

Measurable

| Lead

| Frequency | Reporting to | Action
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Officer Plan/Monitoring
Types of check An annual self HR Annually HR Director | HR Director
required audit will check Manager
that the policy is in
line with NHS
Standards
Checking procedures | An annual self HR Annually HR Director | HR Director
audit will review Manager
that checking
procedures are
working and in line
with NHS
standards
Process for following An annual self HR Annually HR Director | HR Director
up those who fail to audit will review Manager
satisfy the checking that the follow up
arrangements procedure is
taking place
Process for An annual self HR Annually HR Director | HR Director
monitoring/receiving audit will review Manager
assurance that checks | that checks are
are being carried out being carried out
by all external by external
agencies (e.g. NHS agencies by cross
Professionals, referencing the
recruitment agencies, | PASA annual
etc.) used by the report.
organisation in respect
of all temporary staff

Standards/Key Performance Indicators

TARGET/STANDARDS

KEY PERFORMANCE INDICATOR

All managers consistently apply and
follow the procedures within the policy

Where deficiencies are identified an action plan will be

drawn up to address same

8. Professional Registration Policy

Monitoring Compliance with and Effectiveness of Policies and Procedures

Systems Monitoring and/or Audit
Criteria Measurable Lead Officer Frequency | Reporting | Action

to Plan/Monitoring
Systems in place to | No. of Employment Monthly Director of | Human
monitor the registrations Services at the Nursing Resources
professional checked on all | point of and (monitoring)
registration of all initial recruitment. Quality
clinical staff appointments | Workforce and
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(permanent and
temporary) on initial
appointment and at
appropriate re-
registration intervals

and verified
with
professional
body

No of re-
registration
checks
completed and
verified with
professional
body

during

Workforce

management
responsibility

employment

Monthly

Standards/Key Performance Indicators

TARGET/STANDARDS

KEY PERFORMANCE INDICATOR

Meet the national benchmark of staff

turnover figures

Where deficiencies are identified an action plan will be
drawn up to address same

9. Stress at Work Policy

Monitoring Compliance with and Effectiveness of Policies and Procedures

Systems Monitoring and/or Audit
Criteria Measurable Lead Officer | Frequency | Reporting to Action
Plan/Monitoring
Systems in place to | No. of staff Human NHS Staff Health and Human
monitor the number | reporting Resources | Survey Safety Resources
of staff experiencing | stress Annual Committee (action plan)
stress Report
Managers Health and
Monthly Wellbeing Health and
Sickness Committee Safety
Absence Committee
Data (monitoring)
Supervision
Systems in place to | Percentage Human NHS Staff Health and Human
monitor workplace of staff Resources | Survey Safety Resources
stressors reporting Annual Committee (action plan)
stress as part Report
of annual Health and Health and
staff survey Wellbeing Safety
Committee Committee
No. of staff Monthly (monitoring)
absent from Sickness
work due to Absence
stress (i.e. Data
sickness)
Systems in place to | Corporate Training Annual Human Human
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make staff aware of | Induction Department Resources Resources
stress management (action plan)
SWS SWS
Health and
Safety
Committee
(monitoring)
SWS
Systems in place to | No. of staff SWS Annual SWS Human
monitor making use Resources
interventions for of SWS (action plan)
people with stress
Stress risk Manageme | As and HR Health and
assessments | nt when stress Safety
completed is reported Committee
(monitoring)

Standards/Key Performance Indicators

TARGET/STANDARDS

KEY PERFORMANCE INDICATOR

All managers follow guidelines within this | A Reduction in absence and stress amongst staff

Policy

within the Trust

10. Organisational Change Policy

Monitoring Compliance with and Effectiveness of Policies and Procedures

Systems Monitoring and/or Audit
Criteria Measurable | Lead Frequency | Reporting Action
Officer to Plan/Monitoring

Monitor numbers | Weekly HR Director | As and Director of | HR Director
of redundancies | registers when Nursing

required and Quality
Monitor number | Weekly HR Director | As and Director of | HR Director
of redeployments | registers when Nursing
as a result of at required and Quality

risk status

Standards/Key Performance Indicators

TARGET/STANDARDS

KEY PERFORMANCE INDICATOR

Procedures are adhered to

Where deficiencies are identified an action plan will be
drawn up to address same

11. Mandatory Training and Induction Policy

Policy Review, Audit and Monitoring

Version 6 May 2018




This policy will be reviewed at regular intervals as detailed in the document version control table
(front cover) or sooner if necessary.

The overall responsibility for ensuring arrangements are in place to review, audit and monitor
mandatory training rests with the Head of Workforce and HR Director.

The Learning and Development department produces monthly activity reports for services to assist
with the performance management of mandatory training within each service. Such reports form
the basis of action planning by service managers to ensure compliance to this policy.

The Learning & Development Department produces bi-monthly reports for Health & Safety
Committee on compliance by service with mandatory training requirements.

The effectiveness of the mandatory training programme is monitored by a written evaluation from
each member of staff attending. The evaluations are collated, analysed and learning points
considered with the specialist deliverer if required. Overall trends and comments are collated
annually and form recommendations made to the Workforce and Operational Committee.

Systems Monitoring and/ or Audit
Criteria Measurable | Lead Frequency Reporting to | Action planning and
monitoring
Systems in Attendance | Learning and | Quarterly reports | General General managers
place to of staff Development Managers and workforce and
monitor Department Six monthly operational
compliance No. of reports development
of mandatory | courses Executive committee
training delivered Annual audit and | Team
report
Uptake of Director of
courses Nursing and
Quality

The effectiveness of the induction programme is monitored at every induction by a written
evaluation from each member of staff attending. The evaluations are collated, analysed and
learning points considered with the specialist deliverer if required. Overall trends and comments
are collated annually and form recommendations made to the Executive Committee regarding the
minimum content of future corporate induction programmes.

Systems Monitoring and/or Audit
Criteria Measurable Lead Officer Frequency | Reporting To Action
/Group and

Monitorin
g

Systems in No and names of Learningand | Three EXECUTIVE General

place to new staff Development | monthly TEAM Managers

monitor and (permanent) Department reports (action)

check commencing General

attendance at | employment with the Managers EXECUTI
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corporate Trust VE TEAM
induction (monitorin
(permanent No and names of g and
staff) staff (permanent) approval)

attending Trust

Formal Induction

No and location of

reminder letters sent

out to non-attenders

No of returned

evaluations

No of contacts made

to general managers

regarding non

attendance
Systems in Review of Learning and | Six monthly | EXECUTIVE EXECUTI
place to programme Development | Review TEAM VE TEAM
monitor the evaluations Department Committee (action,
corporate monitorin
induction Review (minimum g and
programme content) of corporate approval)

induction

programme
Systems in Number and names | Learning and | Quarterly General General
place to of staff (permanent) | Development | reports Managers Managers
monitor and commencing Department (action)
check that employment with the
local or Trust Six monthly EXECUTI
departmental report VE TEAM
induction is Returns of local or (monitorin
taking place departmental Annual g and
(permanent induction checklist Report approval)
and for individual new
temporary) starters (permanent) | Audit Annual Learning and

Department Audit Development

Number of letters Department

sent to Heads of

Service following up

checklist not

returned.

Copies of local

induction checklists

for temporary staff

(local records)
Systems in Review (minimum Learning and | Six monthly | EXECUTIVE EXECUTI
place to content) of local Development | Review TEAM VE TEAM
monitor the induction Department Committee (action,
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local induction | programme monitorin

programme g and
approval)

12. Supervision Policy

Systems Monitoring and / or Audit

Standard / Measurable Leads Officer | Frequency | Reporting to Action Plan /

NHSLA Monitoring

criteria

CQcC Review Deputy Minimum 3 | Organisational | Monitoring

compliant evidences Director of yearly Development | compliant with

policy strong clinical | Nursing, AHPs (OD) Trust’s Corporate

(adhering to | engagement | & Quality Committee Documents and

CQC 2013 Policies

clinical Procedure

supervision

guidance)

Ability to Monthly Senior Monthly Associate Actions identified

monitor staff | clinical Workforce Director of as required at

compliance supervision information Nursing, AHPs | Divisional or

to policy compliance Analyst & Quality; and | organisational

enabling reports Divisional level. Monitored

responsive- Managers through OD

ness Committee

Inclusion of Inclusion in 6 | Deputy 6 monthly Board of Actions identified

clinical monthly safe | Director of Directors as required at

supervision staffing Nursing, AHPs Divisional or

in reviews & Quality organisational

intelligence level.

to support

safe staffing

reviews
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Personal Relationship Policy

1. Introduction

This policy provides information, advice and guidance to managers and employees. This
sits alongside professional codes of conduct for staff, regarding acceptable professional
and personal boundaries between individual employees and current or previous service
users, as well as, relationships between individuals who work together.

It is acknowledged that relationships of a non-professional nature may develop or exist
between people who work together.

The Trust values and relies on professional integrity of objective relationships between
employees. To ensure that Trust’'s business is conducted in a professional manner it is
necessary to recognise personal relationships between employees which overlap with
professional ones.

It is also recognised that employees must establish a rapport with service users, their
relatives and carers, they are also responsible for establishing and maintaining appropriate
boundaries between themselves and those who use or have used our services. It is
essential that all interactions between service users and employees are viewed and
maintained in terms of a professional relationship.

2. Purpose

The policy is designed to protect job applicants, staff members, managers, current or
previous service users’, carers, volunteers, bank, agency and locum staff, contractors and
the reputation of the Trust by:

¢ ensuring that working relationships are harmonious

e ensuring that bias does not influence managerial or clinical decisions including
recruitment, promotion, access to treatment, learning or development.

e protecting the operation of the Trust’s services

e ensuring that issues relating to personal relationships at work are

managed in a way that is as unobtrusive as possible to the private lives

of those involved

¢ preventing harassment at work (in particular stemming from the end of a
relationship)

e ensuring that all employees feel confident of fair and consistent treatment

e protecting the health, safety and welfare at work of employees and of service users.
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e ensuring that the Trust’s facilities and buildings are not used
inappropriately

e ensuring that those involved in relationships at work behave appropriately
avoiding situations where there is potential for conflict of interest

e ensuring that situations do not develop where other employees feel unable
to speak openly and honestly, or feel that a relationship is having an
adverse impact on their own employment

e ensuring that there is no impact on service user care at any level

e eliminating the risk of professional or personal relationships compromising
any individual(s) or the Trust in the delivery of high quality care to

service users/service users or in contact with families and carers

e preventing the potential for fraudulent activity

e facilitating and encouraging the development of an organisational culture
where employees feel confident to voluntarily declare personal
relationships

3. Definitions

For the purpose of this policy a personal relationship can be defined as:

* a close or familiar relationship (eg husband / wife / spouse, cohabitation)

* Family relationship / individuals who are related (children, siblings, parents,
grandparents, aunts/uncles, cousins etc. including in-laws and step relatives)

* a business / commercial / financial relationship
 a romantic / sexual relationship
* a close personal friendship (e.g. where there is contact and socialising outside of work

independently of team social events)

4. Relationships with Colleagues

Recruitment and Selection

Applicants for job roles within the organisation must declare any personal

relationships with LPFT employees on their application form. Where an

applicant has declared a relationship with a Trust employee; the Trust employee may
not be involved in the recruitment process for the applicant at any stage.
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If a successful applicant is found to have failed to declare a relationship on their
application form with a Trust employee who was involved in the recruitment

process this will be reviewed. There will be consideration if the manager has taken
place in the recruitment process and does not declare a relationship with an applicant,
this will be investigated under the disciplinary procedure. This may be treated as a
conduct matter and lead to disciplinary action (which could lead to dismissal). It may
also constitute an offence under the Fraud Act or Bribery Act and could lead to a
criminal investigation by the LCFS.

Where an applicant, if appointed to a position, including secondments and ‘acting up’
arrangements would be working in the same team, at any level of the management
structure as someone with whom they have a personal relationship, the implications of
this should be considered. The interview panel must include an impartial manager from
another service area or a representative from HR.

Relationships with colleagues

In any large organisation it is likely that some employees will be related to one

another or develop a personal relationship, and, if they are in a close working
relationship in the same workplace, the potential for conflict between personal/ family
loyalty and work responsibilities may arise.

Friendships naturally are formed in the work place. Employees are expected to
exercise judgement in determining whether or not a friendship has developed to such
an extent that it can be described as a close personal relationship.

Where two employees within a team form a personal relationship it is their
responsibility to consider whether this places them at risk of being compromised and
they are encouraged inform their immediate line manager in confidence of the
existence of the relationship. Factors they should consider include:

» Whether they are at risk of having or being perceived as having conflict of interest

» Whether they could be perceived as having or be accused of bias, favouritism or
prejudice

* Whether they are at risk of accusations of fraud or financial irregularities

Where there is no line management responsibility

Employees are expected to behave in a professional manner respecting all Trust’s
policies and confidentiality requirements regarding information one employee may have
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access to but not the other. Any adverse impact on their own work, the team’s work or
the functioning of the team is not acceptable, such as:

* Neglecting work

« Communicating confidential information to each other

* Behaving in a way that may cause difficulty or embarrassment to others, for example
arguing in the workplace or open displays of affection

* Not communicating with each other as a result of disagreement or the breakdown of
the relationship

* Inflexibility in working arrangements, this may be of particular importance within small
teams where cover is already difficult

Where employees have identified to their line manager the existence of a relationship,
discussion should take place as to the possible risks to themselves and the team.
Consideration should be given to working patterns and practices that would protect
those employees from unfounded accusations of impropriety by colleagues, for
example not rostering both to the same shifts on a ward or working together and
excluding others.

They may not under any circumstances countersign any official documentation for each
other e.g. service user/drug records. If the situation will arise where countersigning will
be necessary the relationship must be declared.

Employees in a close personal relationship may feel uncomfortable remaining working
together in the same team in this situation they will be supported in looking for an
alternative role.

Where a Line Management Relationship Exists

Where an existing/new employee is knowingly appointed to a position in which they will
be line managed by another employee with whom they have a close personal
relationship then arrangements must be made for them to report to another manager
for supervision. Any timesheets, expenses claims and annual leave requests must be
verified and authorised by another manager. They should not countersign any official
documentation for each other, e.g. service user/drug records.

Where a relationship develops between two employees who are also in a line
management relationship it is the responsibility of the manager to disclose this to their
line manager, who will then discuss with both employees alternative arrangements for
supervision, authorisation of leave, appraisals, expenses claims and also what, if any,
information should be communicated to other colleagues.
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Where a relationship develops between two employees who are also in a line
management relationship they may decide not to continue working in the same service,
in this situation they will be supported in looking for a suitable alternative role. If the
parties cannot agree who should be redeployed then the Trust will make this decision
based on the best interests of the service and services users taking account of the
impact on each party. Where parties do agree but this would cause a significant
detrimental impact on service deliver then the Trust reserves the right to redeploy the
other party.

In all cases the line manager should not be involved in any formal procedures,
including appraisals, disciplinary or grievances if they have a personal relationship with
the individual concerned. Nor should they be involved in any decisions relating to pay,
job evaluation, promotion or flexible working requests.

Breakdown of Relationship

Where a personal relationship breaks down or is in difficulty then the parties must
conduct themselves appropriately and not let this influence their behaviour at work.
Where this is not possible the Trust may consider redeployment of 1 or both parties, or
consider as a conduct matter, if inappropriate behaviour is evident.

Raising Concerns

Any employee who feels that a close personal relationship is adversely affecting their
employment, the functioning of the team or the provision of services is encouraged to
share their concerns at the earliest opportunity with their line manager or more senior
manager if they prefer, where an employee is not comfortable with either of these
options they may consider raising their concerns under Trust's Speaking up and
Raising Concerns Policy. This also applies to employees in a close personal
relationship who feel they are being disadvantaged because of the relationship.

5. Relationships with Service Users or Ex-service Users

Current Service Users

Members of staff must not engage in personal relationships with

service users/service users whom they meet as a result of their employment. If this
type of relationship develops the situation can be regarded as:

¢ An abuse of the member of staff’s position of Trust
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e A breach of the standards of propriety expected in the post
e A compromise of professional standards/code of conduct
e A breach of the Disciplinary Policy

e A criminal offence (see Sexual Offences Act 2003 s16-24 & s30-44) which could
lead to prosecution and referral to the Disclosure and Barring Service

Professional relationships of a therapeutic nature such as activities as

part of the agreed treatment plan of care are encouraged. However, personal
relationships with service users are considered unprofessional. Predetermined social
contact that is a personal rather than a professional relationship is inappropriate and
should not occur.

Developing professional therapeutic relationships will mean that the service user
discusses intimate and personal matters. It is important that professional boundaries
are maintained at all times so that patients do not believe that a friendship has
developed due to misinterpretation. Staff must always behave within expected Trust
behaviours and those that align to their professional code of conduct. Where
boundaries are not upheld and friendships or intimate relationships develop there will
be an imbalance of power and this will be considered an abuse of power.

The development of a sexual relationship with a service user is in breach of this
policy and will lead to disciplinary and possible criminal action being taken against the
member of staff, which may lead to dismissal.

Legislation

Service users who are being treated as an inpatient service user or outpatient service
user in the community have the protection of legislation against sexual abuse by staff.
The Health & Social Care Act (2008) (regulated activities) Regulations 2014; regulation
13 ensures that service users are safeguarded from abuse and improper treatment.
Any breach of the legislation is reportable by the Trust to the Police and could lead to
the prosecution of the member(s) of staff and possible imprisonment if found guilty
under The Sexual Offences Act 2003 s16-24 & s30-44 as well as specific provisions
under the Mental Health Act 1983.

Ex Service Users

The development of a relationship with an ex-service user is discouraged and it is liable
to lead to allegations of abuse or serious misconduct. If a member of staff is envisaging
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or feels that they are developing such a relationship then this must be discussed with
their line manager. In circumstances where the contact with services was a
considerable time ago or minimal a discussion with the line manager may help to clarify
the appropriateness of the member of staff pursuing the relationship.

Carers

The development of a relationship with a carer is discouraged and could lead to
allegations of abuse or serious misconduct. If a member of staff is envisaging or feels
that they are developing such a relationship then this must be discussed with their line
manager. Consideration will be given to the appropriateness of the employee
continuing to provide treatment for the Service User whose carer is in a personal
relationship with the employee.

Non Clinical Staff

The issues outlined largely concern those staff that are directly responsible for the care
of service users, whether practitioners or health support workers. However, this
procedure also applies to those staff whose contact with service users is of a different
nature e.g. Administrative and Housekeeping staff.

Pre—existing relationship

In cases where a close friend, partner/spouse or relative is, or becomes, a

service user, it is the responsibility of the staff member to inform their line manager that
such a relationship exists. The line manager will discuss the situation with the member
of staff and agree an appropriate course of action. It may be appropriate for the service
user/service user to be treated by another clinician or team, or, in the case of an
inpatient admission, for the member of staff to be moved to another area for the
duration of the service users treatment.

Members of staff must also not access service user records or staff records, as this will
be classified as unauthorised access to clinical records and this will be considered a
breach of the Trust IG policy, which could result in disciplinary action being taken (with
the potential action dismissal) in accordance with the Disciplinary Policy

Where personal or business relationships precede the professional relationship, or
where dual relationships exist e.g. where within a small community a staff member may
already be a personal friend of a service user, it is the responsibility of the staff
member to maintain each relationship within its own appropriate boundary. Where such
a relationship exists, the staff member must inform their line manager and supervision
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should be used to regularly discuss and explore any potential boundary conflicts.
Having open and upfront dialogue will aid the management of personal relationships
and ensure that the employee is supported in their decision making.

Social Media

Staff should not interact with services users or ex-service users via social media (e.g.
Facebook). If a service user attempts to make contact this way then the member of
staff should report this to their line manager and should not accept or respond to the
request but instead plan how to respond in person through discussion with their line
manager.

Staff should not discuss service users either by name or in general on social media.

Staff may want to consider taking steps to ensure they are not easily identifiable to
service users on social media such as reviewing privacy settings or their profile name.

Inappropriate Disclosure

Staff should avoid divulging personal information about themselves to service users or
carers such as their home address or personal telephone number. Boundaries are
important within therapeutic relationships and depending on the clinical area, risk
profile and circumstances of relationship each relationship will be different. Teams
should discuss such matters in the course of their usual team meetings and
supervision to ensure effective boundaries are established and maintained.

Staff must never share personal details about other staff with service users or carers.
Raising Concerns

Members of staff who are subject to inappropriate comments/behaviours by
service users should report to their line manager as soon as safe and practical for
appropriate action to be taken including reporting this via the incident reporting system.

If a member of staff is aware that they have feelings for a service user, which are
personal and go beyond the boundary of a professional relationship or that

they are concerned that a personal relationship is developing with a service user,

then they must report it to their line manager immediately. Possible actions at

this stage include transfer of the service users’ treatment to another worker, co-working
or limiting the therapeutic interventions so that clear boundaries are

established to protect both service user and staff member.
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If a member of staff becomes concerned that a colleague is developing a personal
relationship with a service user, they have a responsibility to inform their line manager
who will review the concerns and ensure action is taken to maintain the safety of the
member of staff and service user. (Speaking up reference)

6. Confidentiality

Wherever possible confidentiality will be maintained regarding the existence of a close
personal relationship between colleagues, however should disclosure prove necessary
then no disclosure will be made without consultation with the line manager and the
employees concerned. If alternate working practices or patterns are necessary then it may
be necessary to inform other members of the team regarding these arrangements and the
reasons for them.

7. Relationships with Contractors, Commissioners and other relevant Third Parties

No special treatment should be shown in the tendering process to a business
run by, or employing people whom a staff member has a personal relationship with.

If an employee is asked to participate in the tendering process, for example, by
providing expert advice, they should declare any such relationships.

A close personal relationship between an employee and a contractor is not acceptable
if it involves

¢ An abuse of the employee’s position of Trust

e A breach of the standards of propriety expected in the post

e A compromise of professional standards

e A conflict of interests

Where there is a relationship between a member of staff and a commissioner this must
be declared to their Line Manager. Depending on the role of the member of staff
appropriate safeguards will be discussed and put in place with the Commissioning
body to ensure there is no risk of conflict of interest.

8. Personal Relationships outside of work
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Although the Trust respects its employee’s right to a private life, there will be occasions
when the Trust needs to know about private relationships with non-employees. If there is a
risk of damaging the Trusts reputation or affecting staff's standing or judgement as a
professional then the staff member should report this to their manager so a confidential
discussion can take place and safeguards put in place appropriate to the risk. Examples of
this could include if someone you have a close personal relationship with was convicted of
a sexual offence against children and you work in the Trust’s Child & Adolescent Mental
Health Services.

9. Consequence

Failure to adhere to this policy will be considered on a case by case basis but could result
in disciplinary action under the Disciplinary Policy.

In the case of fraud or relationships with service users, this could result in criminal
investigations and proceedings and referral to professional bodies and Disclosure &
Barring Service.

Staff should be aware that such a relationship with a current or ex-service user may be

reported under the Safeguarding Adults or Safeguarding Children processes to the local
authority, commissioners and / or police.
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