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1. Introduction  
 
This policy describes the way in which NHS Kernow will implement its duties and 
responsibilities in relation to adult safeguarding and includes the CCGs expectations for 

services from which we commission care. 
 

For the purposes of this policy NHS Kernow, as the clinical commissioning group for 
Cornwall and the Isles of Scilly will also be referred to as ‘the CCG.’ 
 

Please note, during the transition process to the establishment of the Cornwall and Isles 
of Scilly Integrated Care Board (ICB), this policy will remain relevant and used by NHS 

Kernow clinical commissioning group both prior and post transfer to the ICB.  
 
It is the responsibility of every NHS health care worker and NHS funded organisation to 

ensure the safeguarding of adults and children. This policy supports staff working within 
the CCG. It sets out the roles and responsibilities of the CCG in effective multi -

professional and partnership working, promoting adults’ welfare and safeguarding them 
from abuse and neglect. The policy applies to all staff (permanent, fixed term, seconded 
or temporary and volunteers) of the CCG as well as all people who work on behalf of 

the CCG, including independent contractors. The CCG, as a commissioner of local 
health services is required to assure itself that the organisations from which it 

commissions health services have effective safeguarding arrangements in place. 
 
The policy addresses the risk of harm from abuse and neglect. Everyone has the right 

to live their lives free from abuse and neglect. Some people, because of their 
circumstances, may not be able to exercise this right and are unable to protect 
themselves from abuse and neglect. People who identify for protected characteristics 

may be at greater risk from abuse and exploitation and this policy aims to advance 
equality of opportunity between people who share a protected characteristic and those 

who do not. 
 

2. Purpose  
 
NHS Kernow must ensure that staff meet the legal requirements as laid out in law, such 

as The Care Act 2014, Equality Act 2010, and the Human Rights Act 1998 and to meet 
its statutory obligations with regards to safeguarding. 

  
This policy describes the responsibilities of all staff to identify abuse and to correctly 
share information and make referrals. 

 
Adherence to this policy will ensure the aims of safeguarding which are to: 

 

• prevent harm and reduce the risk of abuse or neglect to adults with care and support 
needs 
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• making safeguarding personal by ensuring adults at risk are supported to maintain 
choice and control over the decisions that affect their lives and to be involved to the 

extent that they are able 

• promote an outcomes approach in safeguarding that works for people resulting in 

the best experience possible 
 

The commissioners’ safeguarding responsibilities include assuring themselves of the 
safeguarding safety and effectiveness from the services it commissions. The CCG must 
work with key partners such as NHS England and NHS Improvement, local authorities 

and safeguarding adult boards to meet their duties as outlined in the NHS England 
‘Safeguarding children, young people and adults at risk in the NHS: safeguarding 

accountability and assurance framework’ updated 2019 and in the document ‘Adult 
Safeguarding: roles and competencies for health care staff 2018’. 
 

NHS Kernow is committed to delivery of care that is culturally and religiously sensitive to 
the needs of all individuals and groups. 

 
People identified for protected characteristics may be at greater risk from abuse and 
exploitation and this policy aims to demonstrate how we support staff to work with 

people so we can advance equality of opportunity between people who share a 
protected characteristic and those who do not. 

 

3. Adult safeguarding legislation, guidance and policy 
 

Legislation  
 

Care Act 2014 Crime and disorder act 1998  
Human Rights Act 1998 

Female Genital Mutilation Act 2003  
Domestic Violence, Crimes and Victims Act 2004 
Mental Health Act 2007 

Mental Capacity Act 2005 
Modern Slavery Act 2015  

Serious Crime Act 2015  
Domestic Abuse Act 2021 
Counter Terrorism and Security Act 2015 

 

Safeguarding statutory guidance 
  
Care and support statutory guidance updated January 2022 
Domestic abuse- draft statutory guidance framework 

Multi-agency statutory guidance on female genital mutilation 2016 
Prevent duty guidance 2015 

Channel duty guidance 2021 
Mental Capacity Act Code of practice 2007, updated October 2010 
 

https://www.england.nhs.uk/publication/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs-safeguarding-accountability-and-assurance-framework/
https://www.england.nhs.uk/publication/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs-safeguarding-accountability-and-assurance-framework/
https://www.rcn.org.uk/professional-development/publications/pub-007366
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance
https://www.gov.uk/government/consultations/domestic-abuse-act-statutory-guidance/domestic-abuse-draft-statutory-guidance-framework
https://www.gov.uk/government/publications/multi-agency-statutory-guidance-on-female-genital-mutilation
https://www.gov.uk/government/publications/prevent-duty-guidance
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/964567/6.6271_HO_HMG_Channel_Duty_Guidance_v14_Web.pdf
https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice
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Safeguarding policy documents 
 

This policy should be read in conjunction to the Cornwall and Isles of Scilly Adult 
Safeguarding Board Adult safeguarding policy 2017  

 
NHS England and NHS Improvement set out the safeguarding responsibilities for NHS 
organisations  in the Safeguarding children, young people and adults at risk in the NHS; 

safeguarding accountability and assurance framework 2019. 
 

The training and competency requirements for all healthcare staff is set out in the 
intercollegiate document; Adult safeguarding; roles and competences for health care 
staff 2018. 

 

4. Scope and definitions 
 
Safeguarding means protecting an adult’s right to live in safety, free from abuse and 

neglect. It is vital that people and organisations work together to prevent and stop both 
the risks and experience of abuse or neglect, while at the same time making sure that 
the adult’s wellbeing is promoted including, where appropriate, having regard to their 

views, wishes, feelings and beliefs in deciding on any action. This must recognise that 
adults sometimes have complex interpersonal relationships and may be ambivalent, 

unclear or unrealistic about their personal circumstances.’ Department of Health and 
Social Care Care and support statutory guidance (2014 updated January 2022). 
 

This policy relates to adults who are 18 or over; noting that legislation relating to 
domestic abuse and mental capacity applies to those who are 16 and over. 

 
NHS Kernow supports a ‘think family’ approach. This approach recognises that anyone 
may suffer abuse or neglect at some time in their life and be at risk of poor outcomes. It 

also recognises that neither adults nor children exist in isolation. When responding to 
concerns, about abuse or neglect, staff working across all NHS services have a 

responsibility to consider the risks to everyone living in a household and those who are 
part of a person’s family and relationship network. If matters arise relating to 
safeguarding children, the NHS Kernow safeguarding children policy must be applied. 

 
The policy uses the term ‘adult safeguarding’. By this term, the policy includes but is not 

limited to the following areas of abuse, neglect, exploitation and violence: 
 

• safeguarding adults with care and support needs 

• domestic violence and abuse 

• prevent 

• modern slavery 

• female genital mutilation 

• sexual violence 

• serious violence 

 

file:///C:/Users/Pulleysa/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/J3NT7OT5/This%20policy%20should%20be%20read%20in%20conjunction%20to%20the%20Cornwall%20and%20Isles%20of%20Scilly%20Adult%20Safeguarding%20Board%20Adult%20Safeguarding%20policy%20operational%20procedure%20and%20general%20guidance%202017%20https:/www.cornwall.gov.uk/media/fvbknt32/adult-safeguarding-policy.pdf
https://www.england.nhs.uk/publication/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs-safeguarding-accountability-and-assurance-framework/
https://www.england.nhs.uk/publication/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs-safeguarding-accountability-and-assurance-framework/
https://www.rcn.org.uk/professional-development/publications/pub-007069
https://www.rcn.org.uk/professional-development/publications/pub-007069
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance
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The Mental Capacity Act 2005 is relevant to all the above areas as it is the statutory 
framework that we use to support all people over the age of 16 who are unable to make, 

or need additional support in making, decisions about their life.  
 

Safeguarding adults who have care and support needs 
 
The Care Act 2014 sets out safeguarding duties and responsibilities that apply to adults 

with care and support needs. These duties apply to an adult where all the following 
apply: 

• has need for care and support (whether or not the local authority is meeting 

any of those needs) 
• is experiencing, or at risk of, abuse and neglect, and 
• as a result of those care and support needs is unable to protect themselves from 

either the risk of, or the experience of abuse and neglect 
 

6 key principles are laid out in the Care and support statutory guidance (2014 

updated January 2022) and should underpin the CCG’s approach to safeguarding: 

 

1. empowerment: people being supported and encouraged to make their own 

decisions and informed consent 

2. prevention: it is better to act before harm occurs 
3. proportionality: proportionate and least intrusive response appropriate to the risk 

presented 
4. protection: support and representation for those in greatest need 
5. partnership: local solutions through services working with their communities. 

communities have a part to play in preventing, detecting and reporting neglect and 
abuse 

6. accountability: accountability and transparency in delivering safeguarding 
 

To support the safeguarding of vulnerable adults, consideration is needed regarding 

Prevent and the Mental Capacity Act 2005. This policy should be read in conjunction 
with the CCG Prevent policy and Mental Capacity Act policy. 

 

Domestic violence and abuse 
 

Some people who are experiencing domestic abuse and violence may not be able to 
protect themselves because of the coercion and control applied by the perpetrator. 

Domestic abuse can happen to any person, with or without care and support needs.  
 
People identified by a protected characteristic may experience additional barriers to 

protecting themselves. The Domestic Abuse Act 2021 provides the following statutory 
definition of domestic abuse: 

  
Behaviour of a person (“A”) towards another person (“B”) is “domestic abuse” if  both the 
following apply: 

https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance
https://doclibrary-kccg.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurServices/Safeguarding/PreventPolicy.pdf
https://doclibrary-kccg.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurServices/Safeguarding/MentalCapacityActAndDeprivationOfLibertySafeguardsPolicy.pdf
https://www.legislation.gov.uk/ukpga/2021/17/contents/enacted
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• A and B are each aged 16 or over and are personally connected to each other  

• the behaviour is abusive 

 
Behaviour is “abusive” if it consists of any of the following: 

 

• physical or sexual abuse 

• violent or threatening behaviour 

• economic abuse 

• psychological, emotional or other abuse 

• acquire, use or maintain money or other property or obtain goods or services 

 
2 people are “personally connected” to each other if any of the following applies: 

 

• they are or have been married to each other 

• they are or have been civil partners of each other 

• they have agreed to marry one another (whether or not the agreement has been 
terminated) 

• they are, or have been in an intimate personal relationship with each other 

• they have, or there has been a time when they each have had a parental 

relationship in relation to the same child 

• they are relatives (as per the meaning given in the Family Law Act 1996) 
 

The aim of the Domestic Abuse Act 2021 is to: 
 

• provide clear information on what domestic abuse is, and how to identify it 

• provide guidance and support to frontline professionals who have responsibilities to 

safeguard and support victims of domestic abuse 

• signpost responding agencies to other sources of guidance on domestic abuse 
 

The pathfinder project report (2020) found that health-based support will often identify 
survivors who are otherwise missed by services and offer them the chance to engage 

and receive specialist support. For some victims it may be the only service they are able 
to access alone. The Domestic Abuse Act 2021 states that the NHS has a key role in 
providing care and support to victims through a wide range of health care services. Staff 

working in the NHS can help identify victims, potential victims and perpetrators of 
domestic abuse and provide, signpost or refer them to appropriate support. 

 

PREVENT 
 

The Prevent strategy, published by the government in 2011, is part of the overall 
counter-terrorism strategy, CONTEST. This arises from the Counter Terrorism and 

Security Act 2015. The aim of the Prevent strategy is to reduce the threat to the UK 
from terrorism by stopping people becoming terrorists or supporting terrorism.  
 Healthcare workers should be trained to recognise the safeguarding signs correctly and 

be aware of and can locate available support, including the Channel programme where 

https://static1.squarespace.com/static/5ee0be2588f1e349401c832c/t/5ef35fc7d4c474437a774783/1593008073853/Pathfinder+Key+Findings+Report_Final.pdf
https://www.legislation.gov.uk/ukpga/2015/6/contents/enacted
https://www.legislation.gov.uk/ukpga/2015/6/contents/enacted
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necessary. Preventing someone from being drawn into terrorism is comparable to 
safeguarding in other areas, including child abuse or domestic violence. This is required 

in the prevent statutory guidance.  
 

Staff should refer to the CCG Prevent policy for guidance on how to respond to 
concerns about people being drawn into terrorism. 
 

Modern Slavery 
 

The Modern Slavery Act 2015 covers a number of situations and circumstances where 
people are exploited. This exploitation is often accompanied by intimidation, threats of 
violence and other abuse to keep the victim enslaved. It covers, for example, forced 

labour, sexual exploitation, criminality and organ harvesting. Children and adults may 
both be affected either directly, or indirectly. Some of the signs that a person is being 

subjected to modern slavery are: 
 

• their behaviour: they may be frightened, withdrawn, and not willing to talk 

• their appearance: they may be unkempt, have few possessions or be malnourished, 
inappropriate work conditions; little or no pay, working long hours with inappropriate 

clothing and or equipment for the job 

• a fear of or reluctance to speak to agencies or those deemed to be in authority 

• debt bondage- being in debt to or dependant on someone else 

• their accommodation, which may be overcrowded and poorly maintained 

• a lack of control with no form of identification, no access to a bank account and 
transport to work provided 

• a lack of freedom, being unable to move freely and unwilling or scared to leave 

  

Female genital mutilation (FGM) 
  
FGM comprises all procedures involving partial or total removal of the external female 

genetalia. It includes any other purposeful injury to the external female genitalia for non -
medical reasons.  
 

FGM is an abusive and violent practice against females, both children and adult women. 
It is an extremely harmful practice leading to significant morbidity both in the short and 

long term and can result in death. FGM has been illegal in the UK since 1985. 
 
The CCG must ensure that through its commissioning processes, mandatory reporting 

and recording of FGM to the Department of Health and NHS England is included in the 
safeguarding procedures of providers. 

 
The FGM Information sharing system is a national IT system, linked to the NHS spine 
that supports the early intervention and ongoing safeguarding of girls, under the age of 

18, who are potentially at risk of female genital mutilation. 
 

https://static1.squarespace.com/static/5ee0be2588f1e349401c832c/t/5ef35fc7d4c474437a774783/1593008073853/Pathfinder+Key+Findings+Report_Final.pdf
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Sexual Violence and Sexual Exploitation 
 

Sexual assault and abuse are serious crimes which continue to have a significant 
impact on our society. The devastating consequences for any victim can often be 

misunderstood and neglected. Despite this, a vast number of victims remain hidden due 
to a fear of coming forward or a lack of faith in organisations. 
   

Serious Violence Duty 
 

The Serious Violence Bill proposes that local authorities, the police, fire and rescue 
authorities, specified criminal justice agencies and health authorities will be required to 

work together to formulate an evidence-based analysis of the problems associated with 
serious violence in a local area, and then produce and implement a strategy detailing 
how they will respond to those issues. Prisons, youth custody agencies and educational 

authorities may also need to work with these core partners.  
 

The Mental Capacity Act and Deprivation of Liberty 
 
The Mental Capacity Act 2005 (MCA) provides a statutory framework to empower and 

protect anyone aged 16 or over that is unable to make their own decisions or needs 
support in doing so. It is essential that all CCG staff work in accordance with the MCA 

and its associated code of practice. Staff should refer to the Mental Capacity Act and 
Deprivation of Liberty Safeguards policy for guidance. 
 

Other definitions 
 

Adult 
 
A person who is over the age of 18.  

 
Adult at risk 

 
This refers to the person who has experienced, or who is at risk of experiencing abuse 
and or neglect. 

 
Advocacy 

 
If the adult has 'substantial difficulty' in understanding and engaging with a safeguarding 
enquiry, the local authority must ensure that there is an appropriate person to help them 

and, if there is not, arrange an independent advocate.  

(Care Act 2014 Ss.42 and 68) 
 
Commissioning 
 

The process of arranging and continuously improving services which deliver the best 
quality outcomes for patients and meet the population’s health needs. 
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Deprivation of Liberty (DoL) 
 

This means to deprive someone of their liberty, in that they are not free to live 
elsewhere and are under continuous supervision and control. 

 
Deprivation of Liberty Safeguards (DoLS) 
 

This is the process conducted by local authorities to authorise a deprivation of liberty, 
ensuring that any deprivation of liberty is made in the person’s best interest. 

  
MSP 
 

Making safeguarding personal. Asking the person for their wishes and wants and 
keeping these are central to the decision making as far as possible. 

 
Safeguarding Adult Reviews (SARs) 
 

SARs are required under the Care Act 2014 and convened by a safeguarding adult 
board when an adult has died from, or has experienced, serious abuse or neglect, and 

there is reasonable cause for concern about how service providers and agencies 
worked together to safeguard the person. 
 

Domestic Homicide Reviews (DHRs)  
 

The home office statutory guidance for Domestic Homicide reviews (2016) states ‘A 
DHR is a multi-agency review of the circumstances in which the death of a person aged 
16 or over has, or appears to have, resulted from violence, abuse or neglect by a 

person to whom they were related or with whom they were, or had been, in an intimate 
personal relationship, or a member of the same household as themselves. Since 13 

April 2011 there has been a statutory requirement for local areas to conduct a DHR 
following a domestic homicide that meets the criteria’. 
 

5. How to safeguard adults in Cornwall and the Isles of 

Scilly 
 
If you need to safeguard an adult first assess: is there an immediate danger or crime? 

If there is call the police on 999.  
 
At all times if you are unsure of your decision making, please discuss with your 

manager or safeguarding lead. You can contact the NHS Kernow safeguarding lead via 
Kccg.scatconcern@nhs.net   

 
If you are concerned that an adult may be at risk of or experiencing abuse or neglect, 
then please discuss with your line manager or safeguarding lead and consider the 

following: 
 

mailto:https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/575232/HO-Domestic-Homicide-Review-Analysis-161206.pdf
mailto:Kccg.scatconcern@nhs.net
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• Any immediate steps you or your organisation can take to support the person (or 
others) and keep them safe. 

• If the concern relates to neglect of care by a provider, have you informed the 
manager of the service (unless doing so would put people at risk)? 

• Does the person need any referrals for general support to partner agencies for their 
physical, emotional or social wellbeing such as social care, mental health, substance 

misuse services? 

• Are there any children as part of the family network who may be at risk? If so, apply 

the NHS Kernow Child protection policy and procedure . 

• Do they meet the Care Act 2014 adult safeguarding criteria as:  
o needing care and support (whether or not they are being met) 

o is experiencing, or at risk of, abuse and neglect; and as a result of the 
care and support needs is unable to protect themselves from abuse and 

neglect?  

• Once you have considered consent and capacity (see section below on consent and 
capacity) and deemed this to be appropriate then make a referral to the Cornwall 

Council adult safeguarding service (see the section below on how to make a 
referral). 

• Does the person need any referral to other safeguarding services, for example 
domestic abuse or sexual violence?  

• Once you have considered consent and capacity and deemed this to be appropriate 
then make a referral. See table 1 for services that  are available. 

• Check that you have documented the assessment, rationale and actions 

contemporaneously. Plan to review this if needed. 
 

Consent and capacity to make a safeguarding referral 
 

Step 1  
 
Does the person have the mental capacity to consent to the safeguarding (or any other) 

referral? If yes, proceed to step 3. If no, proceed to step 2. 
 

Step 2  
 
If they do not have mental capacity then make a best interest decision. If the outcome is 

that the referral is in the person’s best interest, then make a safeguarding referral to the 
county council safeguarding team if they have care and support needs and to or any 

other agency as per table 1.  
 
Step 3 

 
If they do have mental capacity, do they give informed consent for the referral? 

If yes refer if needed to the adult safeguarding team at the council or any other agency 
as per table 1 or encourage the person to do so If they do not consent proceed to step 
4.  

 

https://doclibrary-kccg.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurServices/Safeguarding/Childprotectionpolicyandprocedure.pdf
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Step 4 
 

If they do not give consent, consider if your referral will protect others or if there is 
significant risk to that person. Is the abuse or neglect related to their care? If it is, then 

refer to the adult safeguarding team at the council as per the section below. If there no 
significant risk to others, consider referring for support to other agencies. 
 

There is more information in this policy on the sections about information sharing and 
capacity and consent. 

 

To make a referral for an adult with care and support needs: 
 

Cornwall 
 

All professionals must complete an interagency adults safeguarding referral form or you 
can email adultsafeguardingconcerns@cornwall.gov.uk or ring the Adult Safeguarding 
Service on 01872 326433 for advice. You will receive a written response to your 

referral. 
 

Isles of Scilly 
 
Contact Isles of Scilly Adult Social Care Team on 01720 424 470. If you need to speak 

to someone outside of the hours of 9am - 5pm, phone 01720 422699. 
 

Ongoing responsibilities after a safeguarding referral has been made 
 
Making a safeguarding referral does not affect the responsibilities of staff to continue 

working with the person after the referral has been made. This should continue in 
accordance with the role of the employing organisation. All healthcare organisations 

have a responsibility to work together with other agencies and the person as part of the 
safeguarding process. This may include undertaking actions requested by the local 
authority that are appropriate for the person’s role and responsibility. 

 
Staff are also expected to consider the outcome of any referrals that are made and to 

raise any concerns about the outcome with their line manager, the service or the NHS 
Kernow safeguarding lead.  
 

6. Training 
 

All CCG staff need to be competent to safeguard adults who have care and support 
needs as outlined in Adult safeguarding: roles and competencies for health care staff 

2018. All managers have a duty to ensure their staff are compliant with the guidance. 
The CCG must ensure staff safeguarding training is in place as outlined in the NHS  
safeguarding accountability and assurance framework 2019.  It is the duty of the 

employee to comply with the training standards that are set in accordance with their 

https://www.cornwall.gov.uk/media/42047848/adult-safeguarding-triage-referral-form-jan-2020.docx
mailto:adultsafeguardingconcerns@cornwall.gov.uk
https://www.scilly.gov.uk/health-social-care/safeguarding-adults
https://www.rcn.org.uk/professional-development/publications/pub-007069
https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-children-young-people-adults-at-risk-saaf-1.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-children-young-people-adults-at-risk-saaf-1.pdf
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roles and responsibilities. Staff are also responsible for seeking out additional training, 
supervision and where any gaps are identified. 

 
The CCG will have a safeguarding training and supervision strategy that will set out how 

we support staff to receive the appropriate training so they can support individuals who 
need safeguarding in an effective and competent manner, in accordance with their roles 
and responsibilities. 

 

7. Supervision 
 
All clinical CCG staff must ensure they access safeguarding supervision regularly and 

when the need arises. All managers must ensure their staff are adequately supervised 
in line with their needs. The CCG must ensure staff supervision is in place as outlined in 
the NHS accountability and Assurance Framework.  

 
The CCG will have a safeguarding training and supervision strategy sets out how we 

support its to receive the appropriate supervision so they can support individuals who 
need safeguarding in an effective and competent manner, in accordance with their roles 
and responsibilities. 

 

8. Capacity and consent 
 
Each adult person affected by abuse, should be consulted where possible regarding 
whether or not they wish action to be taken in relation to their own situation. If the adult 

person does not wish to report the abuse, a discussion must take place with the 
safeguarding adults lead regarding the appropriate course of action. A referral may be 

needed to safeguard other service users and staff, such as whether it is in the public 
interest or to prevent or report a crime. Whenever possible every effort must be made to 
obtain the consent of an adult to report abuse taking into consideration the principles of 

the Mental Capacity Act 2005 and to ensure the principles of making safeguarding 
personal (Local Government Association and Association of Directors of Adult Social 

Care, 2017). 
 

9. Safeguarding and information sharing 
 
The effective functioning of this policy relies on the sharing of information about 

safeguarding between organisations. Robust information-sharing is at the heart of safe 
and effective safeguarding practice. Information sharing is covered by legislation, 

principally the General Data Protection Act 2018 (GDPR) and the Data Protection Act 
1998. CCG and provider staff must have due regard to the relevant data protection 
principles which allow them to share personal information. The GDPR and Data 

Protection Act 2018 do not prevent, or limit, the sharing of information for the purposes 
of keeping children, young people and adults safe. It is crucial to understand that 

sharing information, when there is a lawful need to do so, and maintaining its security 
and confidentiality are compatible activities. Section 3 of this policy describes the lawful 

https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-children-young-people-adults-at-risk-saaf-1.pdf
https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal
https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/making-safeguarding-personal
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ways that permit appropriate sharing of information with others for the purpose of 
protecting people from abuse and neglect.  

 
This approach is further supported by the Caldicott principles, updated in 2017. 

Principle 7 states that the duty to share information can be as important as the duty to 
protect patient confidentiality. 
 

10. Trauma informed practice 
 

As NHS Kernow staff undertake safeguarding activities, it will need to be aware of the 
impact of trauma on the individuals within the organisation and the individuals and the 

families it cares for. This approach will enable people to feel safe enough to establish 
and build trust with NHS Kernow services and to re-establish control over their lives. 
 

11. Communication 
 

It is important to be able to communicate clearly with the people you are safeguarding. 
Communication barriers sometimes prevent professionals from being able to accurately 
assess, support and protect. If it is a language barrier and an interpreter is required you 

must use an official interpreter, a family member may be influenced by other interests, 
and you may not get a clear picture. Be aware a person may be able to speak in English 

but may not be able to read English.  
 
It can be necessary to adjust communication techniques and to seek advice regarding 

how and when to best communicate with a person.  
 

12.  The types of abuse and how people can access 

information and support 
 
Table 1 provides: 
 

• a summary and definition of the different areas of safeguarding 

• the types of abuse that may occur 

• links to the services that can support the person 

• links to further information and guidance 

 

Table 1: Areas and types of abuse: definitions, examples and sources 
of support   
 

Type of abuse Definitions, examples and sources of support 

 

Safeguarding 
Adults who 

• The National Institute for Health and Care Excellence (NICE)  

https://www.gov.uk/government/publications/the-caldicott-principles
https://cks.nice.org.uk/topics/safeguarding-adults-in-care-homes/background-information/safeguarding-definition/#:~:text=Safeguarding%20is%20defined%20as%20the%20protection%20of%20a,neglect%20%E2%80%94%20it%20replaces%20the%20term%20%E2%80%9Cadult%20protection%E2%80%9D.
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have care and 
support needs 

• Safeguarding is defined as the protection of a person’s health, 
wellbeing, and right to live in safety, free from harm, abuse, 

and neglect.  

• The term ‘Safeguarding Adults’ refers to all work done to help 
adults with care and support needs stay safe from abuse and 

neglect. 
 

• For any of the types of abuse below, if the adult has care and 
support needs you need to See Care Act 2014 guidance 
regarding a referral to the relevant Local Authority: 

•   

• Who to contact if you have concerns about an adult or you 

are an adult experiencing abuse or neglect. 

• If someone is in immediate danger, or there is an emergency, 

call 999. 
 
For concerns about an adult Cornwall: 

 

• If you are an adult experiencing abuse or neglect, or if you are 

concerned about an adult experiencing abuse or neglect 
telephone 0300 1234 131 (out of hours number 01208 
251300) or email accessteam.referral@cornwall.gov.uk.  

• You can find advice and information on the websites below: 
Safeguarding adults - Cornwall Council 

Cornwall and Isles of Scilly Safeguarding Adults Board. 
 
For Concerns about an adult on the Isles of Scilly: 

 

• Contact the Council of the Isles of Scilly Adult Social Care 

department on 0300 1234 105 or if out of hours, on 01720 
422699. 

• You can find advice and information on webpage 
https://www.scilly.gov.uk/health-social-care/safeguarding-
adults.  

 

Physical abuse • Including assault, hitting, slapping, pushing, misuse of 
medication, inappropriate or unlawful use of restraint, rough 

handling. 
•  
• See Safeguarding Adults who have care and support needs 

section above 
 

Domestic 

violence and 
abuse 

See the Domestic Abuse Bill 2021. 

 
For advice and how to make a referral see 

https://saferfutures.org.uk/ 

https://www.legislation.gov.uk/ukpga/2014/23/part/1/crossheading/safeguarding-adults-at-risk-of-abuse-or-neglect/enacted
mailto:accessteam.referral@cornwall.gov.uk
https://www.cornwall.gov.uk/health-and-social-care/adult-care-services/safeguarding-adults/
https://ciossafeguarding.org.uk/sab
https://www.scilly.gov.uk/health-social-care/safeguarding-adults
https://www.scilly.gov.uk/health-social-care/safeguarding-adults
https://www.scilly.gov.uk/health-social-care/safeguarding-adults
mailto:https://www.legislation.gov.uk/ukpga/2021/17/contents/enacted
https://saferfutures.org.uk/


Adult safeguarding policy | Page 19 

https://www.firstlight.org.uk/ 
https://www.supportincornwall.org.uk/kb5/cornwall/directory/advic
e.page?id=nWHtHjMsg3I  

Sexual 
violence and 
abuse 

Including rape, indecent exposure, sexual harassment 
inappropriate looking or touching, sexual teasing or innuendo, 
sexual photography, subjection to pornography or witnessing 

sexual acts and sexual assault or sexual acts to which the adult 
has not consented or was pressured into consenting, Indecent 

exposure. 
 
For advice see https://sarchelp.co.uk/ 

https://www.firstlight.org.uk/ 
The Survivor Pathway is a free resource for anyone who has 

experienced sexual violence and abuse. Developed by experts, 
this directory is the first step in accessing support - 
https://bit.ly/3jafDBr 

 

Psychological 
or emotional 

abuse 

This includes issues such as:  
 

• enforced social isolation  

• removing mobility or communication aids or intentionally 

leaving someone unattended when they need assistance,  

• preventing someone from meeting their religious 

• preventing someone from meeting their cultural needs 

• preventing the expression of choice and opin ion 

• failure to respect privacy 

• bullying, swearing or verbal abuse 

• threats of harm or abandonment 

• Cyber bullying 
 

Financial 

abuse 

• Theft, fraud internet scamming. 

•  
• This can also be an aspect of domestic abuse, such as coercive 

control. Financial abuse can take a lot of different forms so will 
look different within different relationships. Examples would be 
theft, fraud, misuse of personal allowance in a care home, 

someone moving into a person’s home and living rent free 
without agreement or under duress, misuse of a power of 

attorney, deputy, appointee ship or other legal authority, denying 
assistance to access benefits. 

•  

• For advice see 
• https://www.actionfraud.police.uk/ 

• https://www.gov.uk/report-concern-about-attorney-deputy-
guardian  

https://www.firstlight.org.uk/
https://www.supportincornwall.org.uk/kb5/cornwall/directory/advice.page?id=nWHtHjMsg3I
https://www.supportincornwall.org.uk/kb5/cornwall/directory/advice.page?id=nWHtHjMsg3I
https://sarchelp.co.uk/
https://www.firstlight.org.uk/
https://bit.ly/3jafDBr
https://www.actionfraud.police.uk/
https://www.gov.uk/report-concern-about-attorney-deputy-guardian
https://www.gov.uk/report-concern-about-attorney-deputy-guardian
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https://www.supportincornwall.org.uk/kb5/cornwall/directory/advic
e.page?id=nWHtHjMsg3I 

Modern 

slavery 

Encompasses slavery, human trafficking, forced labour, debt 

bondage and domestic servitude. Traffickers and slave masters 
use whatever means they have at their disposal to coerce, 
deceive and force individuals into a life of abuse, servitude and 

inhumane treatment.  
 

For advice see 
https://www.gov.uk/government/publications/uk-government-
modern-slavery-statement 

https://www.legislation.gov.uk/ukpga/2015/30/contents/enacted 
Information about help and support is available in 11 different 

languages  on the government modern slavery  web page 
 

Discriminatory Unequal treatment because of age, disability, gender 
reassignment, marriage and civil partnership, pregnancy and 

maternity, race, religion and belief, sex or sexual orientation. This 
can be direct or indirect. 

 
For advice see 
https://www.gov.uk/discrimination-your-rights 

https://www.equalityhumanrights.com/en/advice-and-
guidance/your-rights-under-equality-act-2010 

 

Organisational Examples are neglect and poor care practice within an institution 
or specific care setting such as a hospital or care home or in 
relation to care provided in one’s own home. This may range 

from one off incidents to ongoing ill-treatment. It can be through 
neglect or poor professional practice as a result of the structure, 

policies, processes and practices within an organisation. 
 
See adults with care and support needs 

 

Neglects and 
acts of 

omission 

• Examples of this include failure to administer medication as 
prescribed, ignoring or isolating the person, ignoring medical, 

emotional or physical care needs, failure to provide access to 
appropriate health, care and support, withholding of the 
necessities of life, not taking account of individuals’ cultural, 

religious or ethnic needs, preventing the person from making 
their own decisions. 

•  
See adults with care and support needs 
 

Self-neglect See https://www.cornwall.gov.uk/media/39715421/self-
neglect_policy_and_guidance_-final.pdf 

https://www.supportincornwall.org.uk/kb5/cornwall/directory/advice.page?id=nWHtHjMsg3I
https://www.supportincornwall.org.uk/kb5/cornwall/directory/advice.page?id=nWHtHjMsg3I
https://www.gov.uk/government/publications/uk-government-modern-slavery-statement
https://www.gov.uk/government/publications/uk-government-modern-slavery-statement
https://www.legislation.gov.uk/ukpga/2015/30/contents/enacted
https://www.gov.uk/government/publications/support-for-victims-of-human-trafficking
https://www.gov.uk/discrimination-your-rights
https://www.equalityhumanrights.com/en/advice-and-guidance/your-rights-under-equality-act-2010
https://www.equalityhumanrights.com/en/advice-and-guidance/your-rights-under-equality-act-2010
https://www.cornwall.gov.uk/media/39715421/self-neglect_policy_and_guidance_-final.pdf
https://www.cornwall.gov.uk/media/39715421/self-neglect_policy_and_guidance_-final.pdf
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This covers a wide range of behaviour neglecting to care for 
one’s personal hygiene, health or surroundings and includes 
behaviour such as hoarding. It should be noted that self-neglect 

may not prompt a section 42 enquiry. An assessment should be 
made on a case-by-case basis. A decision on whether a 

response is required under safeguarding will depend on the 
adult’s ability to protect themselves by controlling their own 
behaviour. There may come a point when they are no longer able 

to do this, without external support. 
 

For advice see 
https://www.gov.uk/government/publications/care-act-statutory-
guidance/care-and-support-statutory-guidance#safeguarding-1 

see adults with care and support needs 
 

Female genital 

mutilation 
(FGM) 

FGM is illegal in the UK. It is a cultural not religious practice.  

 
For commissioning see commissioning services to support 

women and girls with female genital mutilation (2015)  
https://www.gov.uk/government/publications/services-for-women-
and-girls-with-fgm 

https://www.who.int/news-room/fact-sheets/detail/female-genital-
mutilation 
https://www.gov.uk/government/publications/multi-agency-

statutory-guidance-on-female-genital-mutilation 
 

Forced 

marriage 

A forced marriage is where one or both people do not or cannot 

consent to the marriage, and pressure or abuse is used to force 
them into marriage. 

 
For advice see 
https://www.gov.uk/government/publications/what-is-a-forced-

marriage ). 
For support contact the forced marriage unit or charities for this, 

such as Halo 
 

Trafficking Human trafficking involves the use of force, fraud, or coercion to 
obtain some type of labour or commercial sex act. 

 
For advice see 

 https://www.dhs.gov/blue-campaign/what-human-trafficking 
 

County lines This term relates to gangs moving illegal drugs within the UK into 
one or more imported area, using vulnerable people or children . 

They do this using dedicated mobile phone or ‘deal lines’ They 
are likely to exploit children and vulnerable adults to move and 

https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#safeguarding-1
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#safeguarding-1
https://www.gov.uk/government/publications/services-for-women-and-girls-with-fgm
https://www.gov.uk/government/publications/services-for-women-and-girls-with-fgm
https://www.who.int/news-room/fact-sheets/detail/female-genital-mutilation
https://www.who.int/news-room/fact-sheets/detail/female-genital-mutilation
https://www.gov.uk/government/publications/multi-agency-statutory-guidance-on-female-genital-mutilation
https://www.gov.uk/government/publications/multi-agency-statutory-guidance-on-female-genital-mutilation
https://www.gov.uk/government/publications/what-is-a-forced-marriage
https://www.gov.uk/government/publications/what-is-a-forced-marriage
https://www.haloproject.org.uk/forced-marriages-W21page-4#:~:text=The%20Halo%20Project%20Charity%20is%20a%20national%20charity,suffering%20domestic%20abuse%20in%20the%20name%20of%20honour.
https://www.dhs.gov/blue-campaign/what-human-trafficking
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store the drugs and money using intimidation, violence, including 
sexual violence and weapons. The national crime agency 
provides information how to recognise those who are be subject 

to exploitation and provides information about support services.  
 

For advice see 
https://www.nationalcrimeagency.gov.uk/what-we-do/crime-
threats/drug-trafficking/county-lines 

 

Hate crime This is a criminal offence which is perceived to be motivated by 
hostility or prejudice related to someone’s race, religion, sexual 

orientation, transgender identity or disability.  
 

For advice see 
https://hatecrime.campaign.gov.uk/  
Victim Support can provide support and advice to people 

experiencing hate crime 
 

Anything else. 

Or if you are 
not sure or 
which service 

to contact 

Contact the CCG safeguarding team  

kccg.scatconcern@nhs.net 
who will be in touch to support 
 

Remember 101 to report a crime 
Victim Support 

In an emergency dial 999 
 

 

13. Staff roles and responsibilities 
 
The CCG is accountable to NHS England and NHS Improvement. NHS Kernow has a 

clear line of accountability in relation to the delivery of its safeguarding duties. These 
are set out below. 

 

The accountable officer 
 
The accountable officer is responsible for: 
 

• ensuring that the CCG fulfils its safeguarding statutory duties effectively 

• ensuring that safeguarding quality assurance processes are in place through 
contractual arrangements with all provider organisations 

• providing strategic leadership that promotes a culture of supporting good practice 
about safeguarding within the CCG 

• providing strategic leadership that promotes collaborative working with other 
agencies 

• ensuring that the health contribution to safeguarding is discharged effectively across the 

https://www.nationalcrimeagency.gov.uk/what-we-do/crime-threats/drug-trafficking/county-lines
https://www.nationalcrimeagency.gov.uk/what-we-do/crime-threats/drug-trafficking/county-lines
https://hatecrime.campaign.gov.uk/
https://www.victimsupport.org.uk/crime-info/types-crime/hate-crime/
mailto:kccg.scatconcern@nhs.net
https://www.victimsupport.org.uk/crime-info/types-crime/hate-crime/
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local health economy through the CCG’s commissioning arrangements 
. 

Chief nursing officer  
 
The chief nursing officer is accountable to and reports to the accountable officer. 

 
The chief nursing officer acts as the executive lead for safeguarding, providing 
professional advice to the CCG’s governing body and the quality committee  including 

all statutory and commissioning issues related to safeguarding; supported by the deputy 
director of nursing, head of nursing and the designated, named and lead professionals 

for safeguarding. The responsibilities of the chief nursing officer are to: 
 

• promote a positive culture of adult safeguarding 

• ensure scrutiny of the organisations safeguarding performance 

• represent the CCG at the local safeguarding boards and partnership and provide 

local safeguarding partnerships with a strategic overview of safeguarding issues 
within the CCG and its partner health agencies 

• ensure that adult safeguarding is positioned as core business in strategic and 
operating plans and structures 

• oversee the on-going assurance of child protection and looked after children’s 

arrangements, including implementation of audit 

• ensure the appointment of designated professionals 

• ensure provider organisations safeguarding arrangements are quality assured 

• ensure that the organisation adheres to relevant national guidance and standards for 

child protection and looked after children 

• appoint an executive director lead for safeguarding and ensure that operational 

services are effectively resourced to support or respond to the demands of child 
protection and looked after children  

• promote safe, partnership working and information sharing practices 

 
Deputy director of nursing 
 
The deputy director of nursing reports and is accountable to the chief nursing officer. 

They support the chief nursing officer to deliver the responsibilities, providing the CCG 
with the capacity to meet all the statutory duties in relation to this policy, including 
providing representation on safeguarding boards and partnerships. They provide 

advice to the accountable officer, directors and governing body about safeguarding and 
the delivery of this policy  when required. They function as a point of escalation. 

The deputy director of nursing is responsible for  ensuring the effective management of 
the process of implementation and evaluation of this policy, as well as preparing 
submissions on a regular basis to the quality committee. 

 

Head of nursing 
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The  head of nursing reports to the deputy director of nursing and is accountable to the 
chief nursing officer. 

 
The head of nursing is responsible for leading and overseeing programmes of work to 

ensure the effective implementation of this policy. The head of nursing provides 
leadership to and coordination of all safeguarding activities, for children, young people 
and adults, including mental capacity and deprivation of liberty. 

 
Adult safeguarding lead 
 
The professional lead for adult safeguarding reports to the head of nursing and is 

accountable to the chief nursing officer. 
 
The professional lead for  adult safeguarding is an expert and  leader for adult 

safeguarding. They are a vital source of safeguarding advice and expertise for all 
relevant agencies, including health commissioners in CCGs, the local authority and 

NHS England and NHS Improvement, other health professionals in provider 
organisations, Quality Surveillance Groups, regulators, safeguarding adult boards and 
the Health and Wellbeing Board. 

 
The adult safeguarding lead is required to:  

 

• be able to access to the CCG Executive (Board level) lead, to ensure that there is 
the right level of influence of safeguarding on the commissioning process 

• work across the local health system to support professionals in their agencies on all 
aspects of adult safeguarding and Prevent 

• for single and multi-agency learning reviews provide a health perspective and be 
responsible for quality assuring the health content and disseminating the lessons 

learnt 

• attend reflective/restorative supervision meetings regularly. These supervision 
meetings must be formally documented and should be professionally facilitated if 

possible  

• be part of the assurance that the CCG meet the requirements of the Mental Capacity 

Act 2005 (MCA), and Mental Capacity (Amendment) Act 2019  

• ensure that safeguarding adults is an integral part of the CCG clinical and quality 

governance framework 

• promote, influence, and develop safeguarding training and supervision for both 
Kernow CCG and other related agencies to meet the training and supervision needs 

of staff and provide advice on the development and monitoring of the safeguarding 
aspects of contracts and/or service specifications 

• in accordance with the safeguarding adult board guidance, support with allegations 
against people in positions of trust (PIPOT) concerns; resolving any interagency 
issues that may arise whilst adhering to the relevant human resources policy   

• ensure all CCG staff are trained to safeguard adults at the appropriate level to their 
role as per Safeguarding Adults: Roles and competences for health care staff 

Intercollegiate Document (2018) 

mailto:https://www.rcn.org.uk/professional-development/publications/pub-007069
mailto:https://www.rcn.org.uk/professional-development/publications/pub-007069
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• provide reports and an annual report for assurance on adult safeguarding which is 
presented for approval to the CCG governing body 

 

Named GP for adult safeguarding 
The named GP reports to the deputy director of nursing and is accountable to the chief 
nursing officer. 

 
The named GP promotes within general practices the provision of effective primary care 
services to safeguard adults at risk and to improve their outcomes. They facilitate GPs 

and practice staff to understand their roles and fulfil their responsibilities towards the 
protection and safeguarding of adults. They also link with the CCG governing body 

about safeguarding adults and work with the lead professional.  
 

Mental Capacity Act Lead  
 
This role is responsible for providing support and advice to clinicians in individual cases, 

and supervision for staff in areas where these issues may be particularly prevalent 
and/or complex. They also have a role in highlighting the extent to which their own 
organisation is compliant with the MCA through undertaking audit, reporting to the 

governance structures and providing training. GP practices are required to have a lead 
for safeguarding and MCA, who should work closely with  the named GPs and the adult 

safeguarding lead. 
 

Commissioning managers and procurement 
 
They will liaise with the safeguarding leads in the CCG to ensure that service 

specifications of all health providers from whom services are commissioned include 
clear service standards for safeguarding and promoting the welfare of adults. These 

standards will then be robustly managed through the CCG’s contract monitoring 
processes, ensuring oversight from the safeguarding leads. The commissioning 
managers will ensure that all new pathways, commissioning cases and schemes are 

impact assessed by the CCG’s quality impact assessment to ensure all consideration is 
given to safeguarding requirements. 
 

All staff 
  

All CCG staff have a responsibility to play a part in the prevention, detection and 
reporting of neglect and abuse.  

 
Each member of staff has responsibilities to: 
 

• follow the safeguarding policies and procedure 

• recognise abuse and neglect and know where to seek advice 

• participate in safeguarding training in line with the job role Adult safeguarding: roles 
and competencies for health care staff (2018) 

mailto:https://www.rcn.org.uk/professional-development/publications/pub-007069
mailto:https://www.rcn.org.uk/professional-development/publications/pub-007069
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• understand the principles of confidentiality and information sharing in line with local 
and government guidance 

• discuss any safeguarding concerns for an adult at risk with their line manager, senior 
colleague or designated/ lead nurse for safeguarding adults 

• have regard for the Care Act (2014) Mental Capacity Act (2005), including the 
Mental Capacity Amendment Act  (2019) and the Deprivation of Liberty Safeguards 

(2009) 
 

All healthcare staff must comply with their professional codes of conduct, policies, 

guidelines, and contracts of employment. 
 

Managers  
 

• Ensure that all their own staff members have adequate and appropriate training for 

their roles and responsibilities within adult safeguarding. 

• Managers have a responsibility to ensure that they follow the CCG recruitment 

policies and procedures regarding safer recruiting practices including obtaining 
references, DBS checks, ID checks and Rehabilitation of Offenders Act 2014 

requirements. 

• Must ensure that staff who have direct contact with patients have access to 

supervision and understand their role in relation to identification of the types of 
abuse and the need to refer to local authority safeguarding adult teams. 

• Provide a safe environment and an approachable atmosphere, so staff can raise and 

discuss safeguarding concerns.  
 

People and development team 
 
The people and development team have a particular role in relation to implementing 

those areas of the framework that relate to safer recruitment and responding to 
concerns about a person’s suitability to work in a position of trust, along with ensuring 

that staff are suitably trained to conduct any function in relation to safeguarding in 
accordance with their roles. 
 

CHC nurse assessors and coordinators 
 

Additional expectations of the coordinators who are assessing a person for CHC 
eligibility: 
 

• be able to apply the MCA 2005 in accordance with their day-to-day work and 
evidence this in records 

• recognise a deprivation of liberty 

• check a DoLS authorisation is in place 

• recognise a situation which may need escalation to the court of protection and to 
refer to the MCA lead 
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Mental health commissioning team 
 

Additional expectations to ensure that the Mental Capacity Act’s principles are 
considered in all commissioned care. 

Transforming care clinical review officers  
 

Expectations of the clinical reviews officers are: 
 

• be able to apply the MCA in accordance with their day-to-day work and evidence this 

in records 

• recognise a deprivation of liberty 

• check a DoLS authorisation is in place 

• recognise a situation which may need escalation to the COP and to refer to the MCA 

lead 
 

14. NHS Kernow’s adult safeguarding responsibilities 
 
NHS Kernow has a statutory responsibility as part of the safeguarding partnership in 

Cornwall and the Isles of Scilly and has a number of statutory safeguarding duties to the 
adults within our geographical area. 

 
Clinical commissioning groups are responsible in law for the safeguarding element of 
services they commission. As commissioners of local health services, CCGs need to 

assure themselves that organisations they commission have effective safeguarding 
arrangements in place. 

 
Integral to the development of networks is the support, guidance and peer review that 
can be provided for safeguarding. CCG safeguarding leaders must work in collaboration 

with their local integrated care system, primary care networks, general practice GPs and 
other professionals to ensure safeguarding, such as the Care Act 2014 and Mental 

Capacity Act 2005 legal requirements are integral to their networks. 
 
CCGs must gain assurance from all commissioned services, both NHS and 

independent healthcare providers, throughout the year. Assurance may consist of 
assurance visits, such as SAB audits and attendance at provider safeguarding 

committees. 
 
Safeguarding forms part of the NHS standard contract (service condition 32) and 

commissioners need to agree with providers, through local negotiation , what contract 
monitoring processes are used to demonstrate compliance with safeguarding duties. 

 
The roles and responsibilities of CCG’s are laid out in the NHS EI Accountability and 
Assurance Framework 2019 and The Care Act 2014. 

 
The CCG must demonstrate that there are appropriate systems in place for discharging 

their responsibilities in respect of safeguarding, to include: 

mailto:https://www.legislation.gov.uk/ukpga/2014/23/part/1/crossheading/safeguarding-adults-at-risk-of-abuse-or-neglect/enacted
mailto:https://www.legislation.gov.uk/ukpga/2005/9/section/21A
mailto:https://www.legislation.gov.uk/ukpga/2005/9/section/21A
mailto:https://www.england.nhs.uk/publication/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs-safeguarding-accountability-and-assurance-framework/
mailto:https://www.england.nhs.uk/publication/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs-safeguarding-accountability-and-assurance-framework/
mailto:https://www.legislation.gov.uk/ukpga/2014/23/contents/enacted
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• a clear line of accountability for safeguarding, properly reflected in the CCG 

governance arrangements 

• clear policies outlining their commitment, and approach, to safeguarding, including 

safe recruitment practices and arrangements for dealing with allegations against 
people who work with children and adults 

• training their staff in recognising and reporting safeguarding issues, adequate 
supervision and ensuring staff are competent to carry out their safeguarding 
responsibilities 

• equal system leadership between the local authority, the police and the CCG and 
effective inter-agency working with local authorities, the police and third sector 

organisations, including appropriate arrangements to co-operate with the local 
authority in the operation of safeguarding adult boards and health and wellbeing 
boards 

• ensuring effective arrangements for information sharing 

• employing the expertise of designated professionals or equivalent professional for 

safeguarding adults 

• effective systems for responding to abuse and neglect of adults 

• supporting the development of a positive learning culture across partnerships for 
safeguarding adults, ensuring organisations manage risk correctly 

• working with the local authority to ensure access to community resources that 
reduce isolation for adults and promote making safeguarding personal, means it 
should be person-led and outcome focused  

• ensuring that adult and children's services work together to commission and provide 
health services that ensure a smooth transfer/transition for young people and 

children in care from children’s to adult’s services 
 

NHS Kernow’s Care Act 2014 duties 
 
The Care Act 2014 states the following about the statutory responsibilities of the CCG 

and health. This includes: 

• the requirement that each local authority must set up a safeguarding adults board 
(SAB) of which the CCG must be a member and is responsible for co-delivering the 

functions of the board 

• cooperating with the local authority, each of its relevant partners and other agencies 

to protect adults experiencing or at risk of abuse or neglect 
 
Where appropriate, must undertake a safeguarding enquiry when caused to do so by 

the local authority. For example, when a person is funded by continuing healthcare and 
is experiencing abuse or neglect, CCG staff may lead on or contribute to the 

safeguarding enquiry. In undertaking the enquiry, staff should apply the principles of the  
Care and support statutory guidance 2022 and in accordance with the terms of 
reference agreed with the local authority. 

 

mailto:https://www.legislation.gov.uk/ukpga/2014/23/contents/enacted
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance
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15. Safeguarding Boards and Partnerships in Cornwall and 
the Isles of Scilly 

 
NHS Kernow has a duty to be a member of and is responsible for the co-delivery of the 

functions of the safeguarding boards and partnerships below. 
 

Cornwall and the Isles of Scilly Safeguarding Adult Board (SAB) 
 

Under the terms of the Care Act 2014, each local authority must set up a safeguarding 
adult board (SAB), with statutory partners from the local authority, police and CCG. A 
SAB has a strategic role, with oversight of safeguarding adult reviews. The Care Act 

2014 formalised the supply of information between partners if the information is relevant 
to the enquiry or to the SAB and for co-operation between partners to protect adults. 

The CCG must be represented on the SAB. 
 
We fulfil the above requirements by the attendance of the CCG executive for 

safeguarding, or their deputy, at all board meetings. The executive lead or their deputy 
attends the executive subgroup of any board or partnership. The work programme of 

the SAB is supported by the NHS Kernow lead and named safeguarding adult 
professionals for safeguarding through their attendance at the board subgroups. 
 

Safer Cornwall community safety partnership  
 

The CCG is a ‘responsible authority’ of the local community safety partnership, known 
as Safer Cornwall.  
 

The Crime and Disorder Act 1998 introduced a statutory framework for community 
safety partnerships (CSPs). CSPs are made up of representatives from the police, local 

council, fire service, health service, probation as well as many others. Their purpose is 
to make the community safer, reduce crime and the fear of crime, reduce anti-social 
behaviour and work with business and residents on the issues of most concern. They 

also manage strategic plans for certain areas of safeguarding for example Prevent, 
domestic abuse, serious violence and modern-day slavery. 

 
The CCG must be represented on Safer Cornwall  as  a ‘responsible authority.’ 
 

16. Statutory safeguarding reviews 
 

The Cornwall and Isles of Scilly Safeguarding Adult Board and Safer Cornwall have a 
duty, under certain circumstances to undertake a review of a death or serious harm 
when abuse or neglect has occurred. 

 
Statutory adult safeguarding reviews include: 

 

• safeguarding adult reviews  

mailto:https://www.legislation.gov.uk/ukpga/2014/23/contents/enacted
https://www.legislation.gov.uk/ukpga/1998/37/contents
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• domestic homicide reviews  

• multi-agency public protection (MAPPA) reviews 

 

Safeguarding adult reviews (SARs) 
 
The purpose of SARs is described very clearly in the statutory guidance as to ‘promote 

effective learning and improvement action to prevent future deaths or serious harm 
occurring again.’ The aim is that lessons can be learned from what happened to the 
person and for those lessons to be applied to future cases to prevent similar harm re-

occurring.  
 

A panel, which includes a CCG representative, is convened to review the involvement of 
each agency and produce an investigation report identifying any learning and make 
recommendations for improvement. Other cases of concern can be referred for a SAR if 

it is felt there are opportunities for multiagency learning which could improve future 
outcomes.  

 

Domestic Homicide Reviews (DHRs) 
 

The home office guidance relating to Domestic Homicide reviews (2016) states ‘A DHR 
is a multi-agency review of the circumstances in which the death of a person aged 16 or 

over has, or appears to have, resulted from violence, abuse or neglect by a person to 
whom they were related or with whom they were, or had been, in an intimate personal 
relationship, or a member of the same household as themselves. Since 13 April 2011 

there has been a statutory requirement for local areas to conduct a DHR following a 
domestic homicide that meets the criteria’ 

 
Other agencies and organisations that are requested to participate must do so. The 
input and involvement required will be discussed and agreed in the terms of reference 

for the review. This is likely to involve services directly commissioned by the NHS 
Kernow. All health providers, including GPs, are required to provide and share 

information relevant to any statutory review processes. 
 

17. Partnership Working 
 
To  fulfil the requirements of its duties to work in partnership with the local authority and 

other agencies, and  meets its duties in relation to the CIOS Safeguarding Adult Board 
and Safer Cornwall, including shared responsibility for the completion of SARs and 

DHRs, NHS Kernow CCG will: 
 

• support and guide the safeguarding agenda of its partners and in monitoring the 

effectiveness of partnership working 

• represent health on the SAB and appropriate SAB sub-groups 

• represent health on the partnership boards 

• participates in assurance processes 

https://www.scie.org.uk/safeguarding/adults/reviews/care-act
mailto:https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/575232/HO-Domestic-Homicide-Review-Analysis-161206.pdf
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• provide appropriate professional advice to the local authorities as needed when 
deciding the outcome of Section 42 enquiries relating to commissioned health care 

services 

• be committed to the monitoring of safeguarding training within its provider 

organisations to ensure it is complaint with the Adult Safeguarding: Roles and 
Competencies for healthcare staff (2018) (Intercollegiate Document) to ensure public 

safety with regards to safeguarding and to promote well-being 
 

18. Allegations against staff involving abuse or neglect – 
adults 

 

It is a requirement of the Care Act (2014) that SABs should establish a framework and 
process for any organisation to respond to allegations against anyone who works (in 

either a paid or an unpaid capacity) with adults with care and support needs.  In 
Cornwall, this  is known as the  ‘managing allegations against  people in a position of 
trust (PiPoT)’ process.  

 
Any allegations against staff must be escalated immediately to the line manager, the 

people and development team and the safeguarding leads who will consult with the 
appropriate  people and development team partner. For concerns about staff 
misconduct, the appropriate people and organisational development policy must be 

followed. 
 

Where there is an allegation that a member of staff in a CCG or primary care services 
has abused or neglected an adult in their personal life, the designated/ lead professional 
for safeguarding adults in the CCG should be informed. NHS EI Accountability and 

Assurance Framework 2019. 
 

The senior lead responsible for safeguarding may raise a safeguarding concern with the 
appropriate local authority where the alleged incident happened. The local authority will 
determine if a Care Act Section 42 Enquiry is required and will make a referral to the 

police if needed.  
 

In conjunction with the senior nurse responsible for safeguarding, the line manager and 
the people and development team, a decision will be made regarding proportionate 
action for the worker. This may include suspension or relocation within the organisation.  

 
When the local authority and or police deem necessary the case will be passed to the 

CCG human resources team for internal management with support from the 
safeguarding leads. 
 

The worker will be offered support from the people team, occupational health Support 
and or other means as needed. 

 

mailto:https://www.rcn.org.uk/professional-development/publications/pub-007069
mailto:https://www.rcn.org.uk/professional-development/publications/pub-007069
mailto:https://www.legislation.gov.uk/ukpga/2014/23/contents/enacted
mailto:https://www.england.nhs.uk/publication/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs-safeguarding-accountability-and-assurance-framework/
mailto:https://www.england.nhs.uk/publication/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs-safeguarding-accountability-and-assurance-framework/
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19. Freedom to speak up at work (whistleblowing) 
 
Please see NHS Kernow policy. 
 

A culture of open practice is needed to protect and support safeguardin g within the 
organisation.  

 

20. Governance 
 

National Governance 
 

The chief nurse for NHS England and NHS Improvement (NHSEI) has ultimate 
accountability for safeguarding in the NHS, supported by a national head of 

safeguarding. 
 
NHS EI provide oversight and assurance of CCGs’ safeguarding arrangements and 

support CCGs in meeting their responsibilities. NHS EI is responsible for empowering 
local systems to hold partners to account, ensuring that there are safe systems in place 

to meet their safeguarding needs. 
 
The regional chief nurse Within each NHS EI region,  the regional chief nurse has the 

lead responsibility for safeguarding for both children and adults, with a regional 
safeguarding lead heading the portfolio of work. 
 

NHS Kernow governance 
 

Governance of the safeguarding process is defined in the NHS England NHS EI 
Accountability and Assurance Framework 2019.  

 
The CCG is accountable for all duties and responsibilities through its governing body.  
 

These duties are described in the NHS Kernow safeguarding accountability and 
assurance framework. 

 
The quality committee is a subcommittee of the CCG’s governing body. The role of the 
quality committee is to ensure systems are in place to monitor and improve the safety 

and quality of healthcare commissioned by the CCG and that any areas of concern are 
addressed. In relation to safeguarding, it is the role of the committee to ensure that 

safeguarding standards are integrated into the organisation’s objectives and strategies. 
The committee meets once every two months, and minutes are presented to the 
governing body. 

 
The reporting and recommendations to the quality committee are prepared through the 

CCG safeguarding assurance meeting. The safeguarding assurance meeting is a 

https://doclibrary-kccg.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/WhistleblowingPolicy.pdf?mc_cid=2afc101c97&mc_eid=9dc51841d6
https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-children-young-people-adults-at-risk-saaf.pdf
mailto:https://www.england.nhs.uk/publication/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs-safeguarding-accountability-and-assurance-framework/
mailto:https://www.england.nhs.uk/publication/safeguarding-children-young-people-and-adults-at-risk-in-the-nhs-safeguarding-accountability-and-assurance-framework/
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subcommittee of the NHS Kernow quality committee. The safeguarding assurance 
meeting is also the route of escalation to the quality committee. 

 
Safeguarding expertise is also provided to the primary care committee, enabling 

triangulation of information and escalation to the quality committee if required.  
 

21. Quality assurance and monitoring 
 
Where review is necessary due to legislative change, this will happen as soon as 

practicably possible. 
 

NHS Kernow has systems in place for quality assuring the safeguarding governance 
systems within provider organisations from which they directly commission services and 
this is set out in the NHS Kernow safeguarding accountability and assurance 

framework. 
 

Contract leads and providers should raise concerns if they are concerned about 
compliance.  
 

22. Update and review  
 

All policies and similar documents must be dated when approved and a review date 
also included. This will usually be three years unless there is an indication to the 
contrary. It is the responsibility of the author (or nominated officer) to be aware of 

influencing factors and to initiate reviews promptly within the three years if appropriate.  
 

23. Policies referred to in this document 
 

• NHS Kernow safeguarding children policy 

• NHS Kernow Prevent policy 

• NHS Kernow Mental Capacity Act and Deprivation of Liberty policy 

• Adult Safeguarding: Roles and Competencies for healthcare staff (2018) 
(Intercollegiate Document) (updated June 2020). Available at 

https://www.rcn.org.uk/professional-development/publications/pub-007069 
[accessed 25/02/2021] 

• Care Act 2014. Available at 
https://www.legislation.gov.uk/ukpga/2014/23/contents/enacted [accessed 

18/03/2021] 

• Care Act Statutory Guidance 2019. Available at 
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-

support-statutory-guidance#safeguarding-1[accessed 25/02/2021] 

• Care and Support Statutory Guidance (2014). Available at 

https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-
support-statutory-guidance [accessed 25/02/2021] 

https://www.rcn.org.uk/professional-development/publications/pub-007069
https://www.legislation.gov.uk/ukpga/2014/23/contents/enacted
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#safeguarding-1
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#safeguarding-1
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance
https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance
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• Cornwall and Isles of Scilly Adult Safeguarding Board Adult Safeguarding Policy 
Operational Procedure and General Guidance (2017). Available at 

https://www.cornwall.gov.uk/media/fvbknt32/adult-safeguarding-policy.pdf [accessed 
25/02/2021] 
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https://www.legislation.gov.uk/ukpga/1998/37/contents [accessed 25/02/2021]. 
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25/02/2021] 
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https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attach
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https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attach

ment_data/file/575273/DHR-Statutory-Guidance-161206.pdf [accessed 25/02/2021]. 

• Human Rights Act 1998. Available at 

https://www.legislation.gov.uk/ukpga/1998/42/contents [accessed 18/03/2021] 

• LGA and ADASS (2017) Making Safeguarding Personal: Supporting increased 

involvement of service users. Available at 
https://www.local.gov.uk/publications/making-safeguarding-personal-supporting-
increased-involvement-services-users [accessed 17/05/2021] 

• Mental Capacity Act (MCA) 2005. Available at 
https://www.legislation.gov.uk/ukpga/2005/9/contents [accessed 18/03/2021] 

• Modern Slavery Act 2015. Available at 
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25/02/2021] 
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• NHS England (2020) NHS Standard Contract 2020/21 Service Conditions (Full 
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• Prevent - Statutory guidance issued under section 29 of the Counterterrorism and 
Security Act 2015 revised 2019. Available at 
https://www.gov.uk/government/publications/prevent-duty-guidance/revised-prevent-

duty-guidance-for-england-and-wales [accessed 25/02/2021]. 
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Appendix 1: Impact assessment  
 
Name of policy, service or decision to be assessed: Safeguarding children’s policy 
Department or section: Safeguarding and quality  

Date of assessment: 25 May 2022 
Person(s) responsible for the assessment: Charlotte Brown 

Is this a new or existing policy? Existing 
 

General background information 
 
Reason for undertaking full impact assessment: Change to policy or procedure 

 
Describe the aims, objectives and purpose of the policy, service change or 
development: 

To ensure NHS Kernow has processes in place to keep adults at risk of abuse or 
neglect whilst, wherever possible, keeping their wishes and beliefs are the heart of 

decision making. To minimise the effects of or prevent abuse and harm. 
 
Anticipated timetable for decision: Less than 1 month 

  
What areas will this impact? Cornwall and Isles of Scilly 

 
Which of the strategic objectives apply to this full impact assessment? Other - 
improve care experience and improve health and well being 

 
What are the commissioning arrangements? Other – cover whole of NHS Kernow in 

all aspects of practice 
 
What are the contractual implications for the policy or service change? All staff 

and commissioned services should comply with this policy  
 

Who implements the policy or service? NHS Kernow 
 
Who benefits or is intended to benefit from this policy or service? All service users 

especially  adults at risk of abuse or neglect.  
 

What health and social care outcomes are achieved or wanted from this policy or 
service? Reducing health inequalities 
 

How will this be monitored? Multiple sources 
 

What factors or forces could contribute or detract from the outcomes? service 
pressure can affect impact  
 

Who are the main stakeholders in relation to the policy or service? All staff and 
safeguarding partners 
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Is there clinical evidence for effectiveness of the policy or service? Yes - national 

 
Does this policy or service link to health and social care overall strategy for the 

next 5 years and current direction of travel for integrated communities? Yes 
 

Engagement 
 
How have you engaged stakeholders in gathering or testing the evidence 

available? policy based on national findings from public enquiries and legislation and 
local system policy 
 

What is the experience of individuals who access the service? Multiple – impact of 
the policy on adult safeguarding is largely positive but due to the nature of the issues 

involved outcome can be mixed.  
 
How have you engaged stakeholders in testing the policy or service proposals?  

Based on multi-agency policy which is developed by stakeholders 
 

For each engagement activity, please state who was involved, how and when they 
were engaged, and the key outputs: 
 

Impacts  
 

Access to services 
 

Aspect + or – 

impact 

Details and plans to minimise 

negative impact 

Ability of people to access 
the service 

positive  

Eligibility of people to receive 
the service 

positive  

Longer term sustainability of 
the service 

positive  

Reducing health inequalities positive  

Waiting times to receive 
service 

positive  

 
Quality of services 
 

Aspect + or – 

impact 

Details and plans to minimise 

negative impact 

Choice for members of the 
public 

positive  

Clinical performance or 

outcomes 

positive  
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Aspect + or – 
impact 

Details and plans to minimise 
negative impact 

Cohesion with wider services positive  

Operational effectiveness positive  

Statutory NHS targets positive  

 

Members of the public and carers 
 

Aspect + or – 

impact 

Details and plans to minimise 

negative impact 

Carer experience positive  

Psychological positive  

Privacy and dignity positive  

Public care journey and 
pathway 

positive  

Public care standards positive  

Public experience positive  

Public safety positive  

 
Wider community 
 

Aspect + or – 

impact 

Details and plans to minimise 

negative impact 

Cohesion with community 
strategy 

positive  

Community safety, crime, and 

disorder 

positive  

Environment, including 
climate change 

positive  

Information management positive  

Local economy positive  

Rural isolation positive  

Safeguarding* positive  

Social care positive  

Technology positive  

Transport positive  

 
* For safeguarding, consider the Care Act 2014 6 key principles: empowerment, 
prevention, proportionality, protection, partnership, and accountability. 

 
Wider system partners 

 
Has consideration been given to sharing with all appropriate meetings, groups or 
organisations? 

 



 

Adult safeguarding policy | Page 38 

Aspect + or – 
impact 

Details and plans to minimise 
negative impact 

Care homes positive  

Cornwall Council positive  

Cornwall Partnership NHS 

Foundation Trust 

positive  

Council of the Isles of Scilly positive  

Domiciliary care providers positive  

E-zec Medical Transport positive  

Hospice providers positive  

Kernow Health CIC positive  

NHS 111 (Vocare and 
Kernow Health CIC) 

positive  

Out of hours primary care positive  

Primary care positive  

Royal Cornwall Hospitals 
NHS Trust 

positive  

South Western Ambulance 

Service NHS Foundation 
Trust 

positive  

University Hospitals 
Plymouth NHS Trust 

positive  

Other system partners - 

please specify and add lines 
as necessary 

positive  

 

Financial aspect 
 

Aspect + or – 

impact 

Details and plans to minimise 

negative impact 

Implications for individual or 
carer 

positive  

Implications for local 
authorities 

positive  

Implications for NHS Kernow 
Clinical Commissioning Group 

positive  

Implications for other NHS 
commissioning organisations 

positive  

Implications for GP practice positive  

Implications for primary care 
network (PCN) 

positive  

Implications for surrounding 
practices 

positive  

Implications for NHS provider 

organisations 

positive  
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Aspect + or – 
impact 

Details and plans to minimise 
negative impact 

Implications for peninsula positive  

Implications for private sector positive  

Implications for voluntary 

sector 

positive  

 
Anticipated climate of opinion 

 

Aspect + or – 
impact 

Details and plans to minimise 
negative impact 

Clinical opinion No impact  

Colleagues No impact  

Local community No impact  

Media No impact  

Political No impact  

 

Protected characteristics 
 

What is the differential impact on people from the perspective of race, nationality 
and/or ethnic origin? Does this have a positive or negative impact on people who 
have a black, Asian and minority ethnic (BAME) background? How will any 

negative impacts be mitigated? 
 

This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience.  
 

What is the differential impact on people from the perspective of sex? Does this 
have a positive or negative impact on people who identify as male, female, or 

intersex? How will any negative impacts be mitigated? 
 
This policy promotes equity in service provision and seeks to ensure all are safe from 

abuse and neglect regardless of background or experience.  
 

What is the positive or negative differential impact on people from the 
perspective of disability? How will any negative impacts be mitigated? 
 

This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 

 
What is the differential impact on people from the perspective of sexual 
orientation? Does this have a positive or negative impact on people who identify 

as heterosexual, lesbian, gay, bisexual, pansexual, or asexual? How will any 
negative impacts be mitigated? 
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This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 

 
What is the positive or negative differential impact on people from the 

perspective of age? How will any negative impacts be mitigated? 
 
This policy promotes equity in service provision and seeks to ensure all are safe from 

abuse and neglect regardless of background or experience. This policy is specifically 
aimed at protecting children but can be applied in any care setting or environment that 

may come into contact with adults at risk.  
 
What is the positive or negative differential impact on people from the 

perspective of religion or belief? How will any negative impacts be mitigated? 
 

This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 
 

What is the positive or negative differential impact on people from the 
perspective of marriage and civil partnership? This is particularly relevant for 

employment policies. How will any negative impacts be mitigated? 
 
This policy promotes equity in service provision and seeks to ensure all are safe from 

abuse and neglect regardless of background or experience. 
 

What is the differential impact on people from the perspective of gender re-
assignment? Does this have a positive or negative impact on people who identify 
as trans or transgender, non-binary or gender fluid? How will any negative 

impacts be mitigated? 
 

This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 
 

What is the differential impact on people from the perspective of pregnancy and 
maternity? Does this have a positive or negative impact on people who are 

pregnant, breast feeding mothers, or those on maternity leave? How will any 
negative impacts be mitigated? 
 

This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 

 
Other identified groups. How will any negative impacts be mitigated? 
 

This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 
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Human rights 
 

How have the core human rights values of fairness, respect, equality, dignity, and 
autonomy been considered in the formulation of this policy, service, or strategy? 

If they have not, please review this document and amend to incorporate these 
values. 
 

This is described in the policy itself 
 

Which of the human rights articles does this document impact? 
 
The right:  

 

☒ to life  

☒ not to be tortured or treated in an inhuman or degrading way 

☒ to liberty and security 

☒ to a fair trial 

☒ to respect for home and family life, and correspondence 

☒ to freedom of thought, conscience, and religion 

☒ to freedom of expression 

☒ to freedom of assembly and association 

☒ to marry and found a family 

☒ not to be discriminated against in relation to the enjoyment of any of the rights 

contained in the European Convention 

☒ to peaceful enjoyment of possessions 

 
What existing evidence (either presumed or otherwise) do you have for this? 

 
safeguarding is intrinsic to promoting human rights and ensuring prevention of 
discrimination and harm.  

 
How will you ensure that those responsible for implementing the policy are aware 

of the human rights implications and equipped to deal with them? 
 
governance is in place to ensure the policy is embedded in practice and this includes 

promoting human rights  
 

Social Value Act 2012 
 
NHS Kernow is committed and obliged to fulfil the requirements of the public sector 

Social Value Act 2012. This act requires the organisations to consider how services 
commissioned or procured might improve the economic, social, and environmental 

wellbeing of an area. Please describe how this will support and contribute to the local 
system, wider system, and community. 

https://doclibrary-kccg.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurOrganisation/Guidance/HumanRightsStatementAndGuidance.pdf
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Aspect + or – 
impact 

Details and plans to minimise 
negative impact 

Economic: promote skills, 
tackle worklessness, maintain 
employment, increase 

volunteer hours to support the 
community and promote 

inclusion 

Positive   

Environmental: support local, 
reduce congestion 

Not 
applicable 

 

Inclusion of small medium 
size enterprises (SMEs) in 

the process and supply chain 

Not 
applicable 

 

Social: reduce anti-social 
behaviour, tackle exclusion 

by promoting inclusion 
including to vulnerable groups 

Positive   

 

General public sector equality duties 
 
Describe how the policy contributes towards eliminating discrimination, 

harassment, and victimisation. 
 

This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 
 

Describe how the policy contributes towards advancing equality of opportunity. 
 

This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 
 

Describe how the policy contributes towards promoting good relations between 
people with protected characteristics. 

 
This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 

 
Any other impact not identified above? 

 
no 
 

Summary 
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If the differential impacts identified are positive, explain how this policy is 
legitimate positive action and will improve outcomes, services and/or the working 

environment for that group of people. 
 

Promotion and adherence to this policy will ensure staff are confident to uphold the 
rights of adults to live without abuse and neglect. This will be monitored via a robust 
governance structure. 

 
Explain what amendments have been made to the policy or mitigating actions 

have been taken, and when they were made. 
 
updated to ensure take into account changes in practice and legislation.  

 
If the negative impacts identified have been unable to be mitigated through 

amendment to the policy or other mitigating actions, explain what your next steps 
are using the following full impact assessment action plan. 
 

none identified  
 

Responsible person: Charlotte Brown 
 
Timescale for completion: 1 month  

 
Issues to be addressed: Not applicable 

 
Action required: Not applicable 
 

Action taken: Not applicable 
 

Comments: Not applicable 
 
This impact assessment should accompany the policy or service change documentation 

through the sign off process.  
 

Completed by: Charlotte Brown   
Date: 25 May 2022 
 

Agreed by (committee): Quality committee 
Date: 31 May 2022 

 
 



 

 
 

APPENDIX 2 
 
 

Before being published on the document library, this policy will be: 
 

• re-branded, taking account of the ICB logo, new organisation and committee 
names and job titles 

• checked for accessibility standards 
 

 

Date approved: 31 May 2022 

  

Child protection policy and procedure 
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1. Introduction  
 
This policy describes the way in which NHS Kernow as the clinical commissioning group 
‘the CCG’ for Cornwall and the Isles of Scilly will implement its duties and 

responsibilities in relation to safeguarding children and includes the CCGs expectations 
for services from which we commission care. 

 
Please note, during the transition process to the establishment of the Cornwall and Isles 
of Scilly Integrated Care Board (ICB), this policy will remain relevant and used by NHS 

Kernow both prior and post transfer to the ICB.   

NHS Kernow and all NHS bodies have a statutory duty to safeguard and promote the 

welfare of children under section 11 of the Children Act 2004. This policy outlines the 
legislation, principles and values that inform the safeguarding practice of all staff, set out 
in working together to safeguard children (2018). The definition of a child according to 

the Children Act (1989) is any young person up to their 18th birthday. 
 

Health professionals must recognise risk factors, contribute to reviews, enquiries and 
child protection plans to support children and provide promotional and preventative 
support. Safeguarding children’s standards should be included in all clinical contracts. 

Working together to safeguard children states that health practitioners are in a strong 
position to identify welfare needs or safeguarding concerns regarding individual children 

and, where appropriate, provide support. This includes understanding risk factors, 
communicating and sharing information effectively, liaising with other organisations, 
assessing and responding to needs and contributing to multi-agency assessments and 

reviews. 
 
This policy specifies that NHS Kernow’s arrangements for safeguarding and promoting 

the welfare of children and young people and should be read in conjunction with south 
west child protection procedures. To discharge its function and duties to safeguard and 

promote the welfare of individuals, NHS Kernow will ensure that it complies with the 
requirements of the NHS England (NHSE) safeguarding children, young people and 
adults at risk in the NHS: Safeguarding accountability and assurance framework (NHSE 

2019), providing assurance to NHS England of such compliance as part of the CCG 
assurance framework and reporting. 

 
NHS Kernow is committed to working in partnership with Our Safeguarding Children 
Partnership (OSCP), Safeguarding Adults Boards (SAB), domestic and sexual violence 

boards, Prevent partnerships, channel panels, and multi-agency public protection 
(MAPPA) partnerships, missing and child exploitation (MACE) panel to protect children 

(including unborn babies) and young people, from abuse and neglect. As a core 
member of OSCP the organisation is involved in strategic decision making, 
development and implementation of policies and procedures agreed by the partnership. 

NHS Kernow is committed to supporting representation at the OSCP operational 
subgroups responsible for development and implementation of safeguarding policy, 

procedures, and communication and training strategies. 

https://www.legislation.gov.uk/ukpga/2004/31/section/11
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/942454/Working_together_to_safeguard_children_inter_agency_guidance.pdf
https://www.proceduresonline.com/swcpp/
https://www.proceduresonline.com/swcpp/
https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-children-young-people-adults-at-risk-saaf-1.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-children-young-people-adults-at-risk-saaf-1.pdf
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NHS Kernow supports a ‘think family’ approach. This approach recognises that anyone 
may suffer abuse or neglect at some time in their life and be at risk of poor outcomes.  It 

also recognises that neither adults nor children exist in isolation. When responding to 
concerns, about abuse or neglect, staff working across all NHS services have a 

responsibility to consider the risks to everyone living in a household and those who are 
part of a person’s family and relationship network. If matters arise relating to 
safeguarding adults, the NHS Kernow Adult Safeguarding Policy  must be applied. 

 

2. Purpose  
 
The purpose of this policy and the supporting procedures is to support all staff to fulfil 

their statutory duties relating to the safety and welfare of children and young people. 
 
This policy: 

 

• seeks to ensure all NHS Kernow staff whether contracted, directly employed or 

volunteers are aware that safeguarding children is everyone’s responsibility and that 
children and young people must be at the centre of their practice 

• outlines how NHS Kernow will meet its legal and statutory responsibilities effectively; 

within the organisation, across the health economy and when working with multi -
agency partners, including being an active core strategic partner of OSCP 

• stresses that robust structures, systems, standards must be in place with an 
assurance framework for provider organisations to safeguard children and young 

people and promote the health of looked after children 

• ensures staff have access to local and national procedures and guidance to support 
them in safeguarding children and young people 

• defines robust recruitment, ensuring the appropriate pre-employment checks are 
complete, including the correct level of disclosure and barring service checks 

• promotes systems to demonstrate safe practice, effective decision making, learning 
and evidencing best practice 

• stresses the importance of compliance with all statutory safeguarding guidance  

• promotes a child and family centred practice including prioritising capturing the voice 

of the child and trauma informed NHS Kernow practice 

• provides support and guidance to NHS Kernow in defining and discharging its 
safeguarding children responsibilities through: 

o early identification of risk 
o appropriate information sharing 

o prompt referral 
o effective multiagency working  
o optimal risk management 

o learning from practice 
o demonstration of successful outcomes and assurance in practice 

 
NHS Kernow is committed to ensuring staff and services it commissions have both the 
knowledge and competence to recognise and act to protect all who require 

safeguarding as outlined in the intercollegiate competency frameworks: 

https://doclibrary-kccg.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurServices/Safeguarding/AdultSafeguardingPolicy.pdf
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• Royal College of Nursing safeguarding children and young people: Roles and 
competencies for healthcare staff  

• Looked After Children: Roles and Competencies of Healthcare Staff | Royal College 
of Nursing (rcn.org.uk) 

 
NHS Kernow aims to commission services that will ensure equal access to all children 

and young people regardless of race, religion, ethnicity, gender, sexuality, age, health, 
disability, political views or immigration status. 
 

3. Definitions  
 

Abuse or neglect 
 

Child abuse is any action by another person that causes significant harm to a child. It 
can be physical, sexual or emotional. Neglect is the ongoing failure to meet a child's 
basic needs. Often a child will experience more than 1 type of abuse. NSPCC types of 

abuse and neglect and Working Together to Safeguard Children (2018) 
 

Working Together to Safeguard Children (2018) 
 
Recognises 4 categories of abuse:  

 
1. Physical. 

2. Emotional. 
3. Neglect. 
4. Sexual. 

 
It provides definitions for the levels of support for children.  

 

Child or young person 
 

The United Nations Convention on the rights of the child (UNCRC) and Working 
Together to Safeguard Children (2018) defines a child as anyone who has not yet 

reached their 18th birthday. If the child has learning difficulties or disabilities or is a care 
leaver their needs may extend to their 25th birthday Children Act 2004 (Section 9 
Children Act 2004). 

 

Looked after child or child in care 
 
A child who is being looked after by their local authority is known as a child in care or a 
looked after child. Further information regarding definition of a NSPCC looked after child 

explanation or the Children Act 2004. 
 

Safeguarding children 
 

https://www.rcn.org.uk/professional-development/publications/pub-007366
https://www.rcn.org.uk/professional-development/publications/pub-007366
https://www.rcn.org.uk/professional-development/publications/rcn-looked-after-children-roles-and-competencies-of-healthcare-staff-uk-pub-009486
https://www.rcn.org.uk/professional-development/publications/rcn-looked-after-children-roles-and-competencies-of-healthcare-staff-uk-pub-009486
https://www.nspcc.org.uk/what-is-child-abuse/types-of-abuse/
https://www.nspcc.org.uk/what-is-child-abuse/types-of-abuse/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/942454/Working_together_to_safeguard_children_inter_agency_guidance.pdf
file://///ict.cornwall.nhs.uk/Go/KCCG/Shared/SED/Safeguarding%20Team/Assurance/Policies%20Safeguarding/Adult%20Safeguarding%20Policy%20-%20UPDATE.docx
https://learning.nspcc.org.uk/children-and-families-at-risk/looked-after-children
https://learning.nspcc.org.uk/children-and-families-at-risk/looked-after-children
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Is defined under the Children Acts 1989 and 2004 and Working Together to Safeguard 
Children (2018) as: 

 

• protecting children from maltreatment 

• ensuring that children grow up in circumstances consistent with the provision of safe 
and effective care 

• preventing impairment of children’s health or development 

• taking action to enable all children to have the best outcomes 

 

Child protection  
 

Is part of safeguarding and promoting welfare and is activity undertaken to protect 
specific children who are suffering, or are likely to suffer, significant harm (Section 47 

Children Act 1989). Working Together to Safeguard Children (2018). 
 

Child in need 
 
Section 17 of the Children Act 1989, defines a child in need as one who, without the 

provision of services: 
 

• is unlikely to achieve or maintain a satisfactory level of health or development 

• whose health or development will be significantly impaired without the provision of 
services 

• a child who is disabled 
 

Children Act (1989) 
 

The main principles of the Children Act (1989) are: 
 

• the welfare of the child is paramount and considerations which apply some situations 

do not over-ride the right of children to be protected from harm 

• parents have responsibility for physical, emotion and moral welfare of their children  

• partnership working to improve outcomes for children 

• participation and taking into consideration the wishes and feelings of children  

• protection (section 47) 

• provision of services (section 17) 

 

Mental Capacity Act 2005  
 

Empowers people to make decisions for themselves as much as possible. The Act 
applies to anyone aged 16 or over in England and Wales and is relevant for both care 

and treatment decisions. Professionals need to be aware of their responsibilities 
regarding safeguarding and the act in all that they do (Valuing every voice, 2014). 

Child safeguarding practice review panels 
 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/318730/cm8884-valuing-every-voice.pdf
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From 2018 this panel has been responsible for identifying and overseeing reviews of 
serious child safeguarding incidents that raise complex issues. They are responsible for 

deciding how the system learns lessons on a national level, while local responsibility 
remains with the safeguarding partners. Copies of rapid reviews undertaken by local 

safeguarding partners are sent to the child safeguarding practice review panel for a 
decision to be made about whether a review needs to be made on a national level. 
 

Advocacy  
 

Is taking action to help people say what they want, secure their rights, represent their 
interests and obtain services they need. 
 

Further detail of types of abuse, definitions and services provided can be found in 
appendix 1. 

 

4. Responsibilities 
 
The governance of the safeguarding process is defined in the in the NHS accountability 
and assurance framework (2015, updated 2019) and safeguarding children and young 

people: roles and competences for health care staff (2018). 
 

Safeguarding is embedded in the core duties of NHS Kernow. We must assure 
ourselves of the effectiveness and safety of services we commission. All organisations 
and individuals working in the NHS have a duty to ensure that the principles and duties 

of safeguarding children and adults are holistically, consistently and conscientiously 
applied; the wellbeing of those children and adults is at the heart of what we do (NHS 

safeguarding accountability and assurance framework 2019). For details of what to do if 
you are concerned about a child being abused see appendix 2. 
 

Responsibilities for clinical commissioning groups 
 

Clinical commissioning groups (CCGs) are statutory safeguarding partners. They are 
responsible for the provision of effective clinical, professional and strategic leadership to 
child safeguarding, including the quality assurance of safeguarding through their 

contractual arrangements with all provider organisations. Working Together to 
Safeguard Children (2018). 

 
Safeguarding forms part of the NHS standard contract. CCGs must gain assurance from 
all commissioned services to ensure continuous improvement. CCGs are required to 

demonstrate that they have appropriate systems in place for discharging their 
safeguarding statutory duties. These include: 

 

• promote a positive culture of safeguarding children 

• clear lines of accountability for safeguarding, governance 

• clear policies setting out their commitment, to safeguarding including: 
o safe recruitment practices  

http://londonadass.org.uk/wp-content/uploads/2014/12/safeguarding-accountability-assurance-framework.pdf
http://londonadass.org.uk/wp-content/uploads/2014/12/safeguarding-accountability-assurance-framework.pdf
https://www.rcn.org.uk/-/media/royal-college-of-nursing/documents/publications/2019/january/007-366.pdf
https://www.rcn.org.uk/-/media/royal-college-of-nursing/documents/publications/2019/january/007-366.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/942454/Working_together_to_safeguard_children_inter_agency_guidance.pdfhttps:/assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/942454/Working_together_to_safeguard_children_inter_agency_guidance.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/942454/Working_together_to_safeguard_children_inter_agency_guidance.pdfhttps:/assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/942454/Working_together_to_safeguard_children_inter_agency_guidance.pdf
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o arrangements to deal with allegations against people who work with children  

• ensuring a training strategy is in place to comply with recommendations and 

legislation 

• effective inter-agency working with partnership agencies, including participation in 

safeguarding partnership and sub-groups 

• commissioning arrangements work in co-operation with the local authority, NHSE 

and link to the priorities of the OSCP 

• effective information sharing in place including embedding learning from local and 

national reviews, inspection and enquiries in practice 

• employing or securing, the expertise of designated: 
o doctors for safeguarding and for looked after children 

o nurses for safeguarding and for looked after children  
o paediatrician for unexpected deaths in childhood 

o named GP for safeguarding children 
 
Working Together to Safeguard Children (2018) states that safeguarding partners will 

consist of 3 agencies: local authorities, CCGs, and the police. These safeguarding 
partners will work to safeguard children and have equal responsibility. Each partner has 

a statutory duty towards promoting the safety and welfare of children in the area.  
 

Commissioning arrangements  
 
Must ensure:  

 

• they work in co-operation with the local authority, NHSE and the OSCP, acting as a 
statutory member 

• work in collaboration with NHSE to ensure that safeguarding children’s 
arrangements are in place across the health economy 

• work with local authorities and other services to deliver integrated safeguarding 
services 

• work with all agencies to fulfil all duties towards children in care, including health 
assessment and planning 

• they must ensure that: 
o there is a senior commissioning lead for children and young people  

that clinical governance arrangements prioritise quality services  

o commission quality secondary health care for looked after children 
o designated professionals are consulted on all relevant contracts and service level 

agreements 
o the importance of the need to share information to ensure the safeguarding of 

children is included in contacts 

 

5. Staff roles and responsibilities 
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The CCG is accountable to NHS England and NHS Improvement. The CCG has a clear 
line of accountability in relation to the delivery of its safeguarding duties and 

responsibilities. These are set out below. 
 

Accountable officer 
 
The accountable officer is responsible for: 

 

• ensuring that the CCG fulfils its safeguarding statutory duties effectively  

• ensuring that safeguarding quality assurance processes are in place through 
contractual arrangements with all provider organisations 

• providing strategic leadership that promotes a culture of supporting good practice 
about safeguarding within the CCG 

• providing strategic leadership that promotes collaborative working with other 

agencies  

• ensuring that the health contribution to safeguarding is discharged effectively across 

the local health economy through the CCG’s commissioning arrangements 
 

Responsibilities of the chief nursing officer 
 
The chief nursing officer is accountable to and reports to the accountable officer. 

 
The chief nursing officer acts as the executive lead for safeguarding, providing 

professional advice to the CCG’s governing body and the quality committee including all 
statutory and commissioning issues related to safeguarding; supported by the deputy 
director of nursing, head of nursing and the designated, named and lead professionals 

for safeguarding. The responsibilities of the chief nursing officer are to: 
 

• promote a positive culture of safeguarding adults 

• ensure scrutiny of the organisations safeguarding performance 

• represent the CCG at the local safeguarding boards and partnership and provide 
local safeguarding partnerships with a strategic overview of safeguarding issues 

within the CCG and its partner health agencies 

• ensure that child protection and looked after children is positioned as core business 
in strategic and operating plans and structures 

• oversee the on-going assurance of child protection and looked after children’s 
arrangements, including implementation of audit 

• ensure the appointment of designated and lead professionals 

• ensure provider organisations safeguarding arrangements are quality assured 

• ensure that the organisation adheres to relevant national guidance and standards for 
child protection and looked after children 

• appoint an executive director lead for safeguarding and ensure that operational 

services are effectively resourced to support or respond to the demands of child 
protection and looked after children 

• promote safe, partnership working and information sharing practices 
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Deputy director of nursing 
 

The deputy director of nursing reports and is accountable to the chief nursing officer. 

They support the chief nursing officer to deliver the responsibilities, providing the CCG 

with the capacity to meet all the statutory duties in relation to this policy, including 
providing representation on safeguarding boards and partnerships. They provide 
advice to the accountable officer, directors and governing body about safeguarding and 

the delivery of this policy when required. They function as a point of escalation. 
The deputy director of nursing is responsible for ensuring the effective management of 

the process of implementation and evaluation of this policy, as well as preparing 
submissions on a regular basis to the quality committee. 
 

Head of nursing 
 

The head of nursing reports to the deputy director of nursing and is accountable to the 
chief nursing officer. 

 
The head of nursing is responsible for leading and overseeing programmes of work to 
ensure the effective implementation of this policy. The head of nursing provides 

leadership to and coordination of all safeguarding activities, for children, young people 
and adults, including mental capacity and deprivation of liberty. 

 

Responsibilities of designated professionals: 
 

The designated professionals for safeguarding children report to the head of nursing 
and are accountable to the chief nursing officer. 

 
Designated professionals, as senior professionals, clinical experts and strategic leaders, 
are a vital source of safeguarding advice and expertise for all relevant organisations and 

agencies but particularly the clinical commissioning group, NHSE, the local authority, 
and for advice and support to other health practitioners across the health economy.” 

Working Together to Safeguard Children (2018) 
 
Designated professionals undertake a whole health economy role, they play an integral 

function in all parts of the commissioning cycle, from procurement to quality assurance. 
Safeguarding children and young people 2019. 

 
To promote a positive culture of safeguarding children designated professionals must: 
 

• be embedded in the clinical decision making of the organisation with authority to 
influence local thinking and practice; including acting as advisors to CCG 

commissioning teams ensuring contracts prioritise safeguarding 

• have direct access to the executive board 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/942454/Working_together_to_safeguard_children_inter_agency_guidance.pdfhttps:/assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/942454/Working_together_to_safeguard_children_inter_agency_guidance.pdf
file:///C:/Users/ONeillAJ/Downloads/007-366%20(8).pdf
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• accompany CCG representatives to local safeguarding partnership and OSCP board 
meetings; ensuring their professional expertise is effectively linked into the local 

safeguarding arrangements and serve, as needed, on the sub-committees of OSCP 

• provide safeguarding and child protection health advice on policy and individual 

cases to statutory and voluntary agencies 

• provide advice and supervision across healthcare services on questions of practice 

development, planning, strategy and commissioning for safeguarding service 
provision including ensuring performance indicators are in place 

• provide advice on the assessment, treatment, and clinical services for all forms of 

child maltreatment including fabricated and induced illness, child sexual abuse, 
honour-based violence, trafficking, detention and within the Prevent strategy 

• be responsible for undertaking child safeguarding practice reviews (national and 
local), case management reviews and significant case reviews and advise on 

safeguarding training needs and the delivery of training for all health staff within 
organisations across healthcare services 

• provide advice on clinical governance and standards to named professionals and 

oversee, implement and monitor the on-going assurance of child protection and 
looked after children’s arrangements, including implementation of audit 

• to ensure that an effective child protection, looked after children training and 
supervision strategy is resourced and delivered and attend relevant regional and 

national forums and develop competencies  

• provide leadership to the CCG on the safeguarding and children looked after and 
care leavers agendas, ensuring responsibilities are discharged effectively 

 

Named GP for adult safeguarding 
 
The named GP reports to the deputy director of nursing and is accountable to the chief 

nursing officer. 
 
The named GP promotes within general practices the provision of effective primary care 

services to safeguard children and young people and to improve their outcomes. They 
facilitate GPs and practice staff to understand their roles and fulfil their responsibilities 

towards the protection and safeguarding of children. They also link with the CCG 
governing body about safeguarding adults and work with the designated professionals.  
 

Mental Capacity Act lead 

The Mental Capacity Act lead reports to the head of nursing and is accountable to the 

chief nursing officer.  
 
This role is responsible for providing support and advice to clinicians in individual cases, 

and supervision for staff in areas where these issues may be particularly prevalent 
and/or complex. They should also have a role in highlighting the extent to which their 

own organisation is compliant with the MCA through undertaking audit, reporting to the 
governance structures and providing training. GP practices are required to have a lead 



Child protection policy and procedure | Page 15 

for safeguarding and MCA, who should work closely with named GPs and the adult 
safeguarding lead. 

 

Head of continuing healthcare children 
 
This role is designed to manage the programme of work relating to children who have 
complex needs and are in receipt of funding from NHS Kernow. Part of the role is to 

work collaboratively with partner organisations and providers, ensuring an effective 
safeguarding response is provided by the CCG when a child or young person is at risk 

of harm or experiencing abuse or neglect. For those young people who are 16 and over, 
to ensure compliance with the Mental Capacity Act 2005. 
 

Commissioning teams 
 

To ensure that the principles of safeguarding children are considered in all stages of the 
commissioning cycle. 

 

People and development team 
 

The people and development team have a particular role in relation to implementing 
those areas of the policy that relate to safer recruitment and responding to concerns 

about a person’s suitability to work in a position of trust, along with ensuring that staff 
are suitably trained to carry out any function in relation to safeguarding in accordance 
with their roles. 

 

Responsibilities of all staff, including managers 
 
In accordance with roles as responsibilities, all staff must: 
 

• ensure practice reflects the standards explicit within policy 

• ensure they include the safeguarding children standards in all contracts that have 

contact with adults or children 

• ensure adherence to safer recruitment standards including undertaking DBS checks. 

Safeguarding accountability and assurance framework (2019) 

• promote the welfare of children and young people which must be explicit in all job 

descriptions and person specifications 

• be alert to indicators of abuse or neglect for children and adults and know how to act 
on concerns in line with national and local guidance 

• attend training commensurate with their role and in accordance with national 
guidelines 

• understand the limits of confidentiality and principles of information sharing. 

• escalate any concerns about resources or staffing impacting on implementing 

safeguarding procedures 
 

https://www.england.nhs.uk/wp-content/uploads/2015/07/safeguarding-children-young-people-adults-at-risk-saaf-1.pdf
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Managers have an additional role to support any person that they line manage to deliver 
these responsibilities and to ensure that any person they line manage carries out these 

responsibilities appropriately. 
 

Responsibilities of primary medical care practitioners and GP 
practices 
 
All GP practices must 
 

• have a lead for safeguarding children who works with the CCG named GP and 
safeguarding team 

• maintain contemporaneous staff safeguarding training records 

• ensure they contribute to children in need of support or protection, including 

provision of reports for child protection conferences 
 

6. Governance arrangements 
 

Safeguarding team structure  
 

 
 

 
 

Deputy director of 
nursing

Designated 
doctor for 

safeguarding 
children 
(vacant)

Named GP for 
adult 

safeguarding
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nursing

MCA and 
DoLS lead

MCA and DoLS assessor

MCA and DoLS assessor

MCA and DoLS 
administrator

Designated 
nurse for 

looked after 
children

Designated 
nurse for 

safeguarding 
children

Lead nurse 
for adult 

safeguarding

Administrator
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Governance structure  
 

It is vital that safeguarding is integral to the governance of NHS Kernow. The 
safeguarding team report bi-monthly via the safeguarding assurance meeting to the 

quality committee and to NHS Kernow’s governing body as a minimum annually.  
 
NHS Kernow will ensure that safeguarding is integral to quality and audit arrangements 

within the organisation. The safeguarding team ensure that NHS Kernow is kept 
informed of national and local initiatives for safeguarding children and oversee the 

implementation of learning from reviews and audits that are aimed at driving 
improvements to safeguard children.  
 

NHS Kernow and other NHS organisations are required to publish annual reports for 
safeguarding and looked after children; these include: 

 

• section 11 assurance 

• safeguarding professionals and the governing body executive lead report 

• OSCP participation in meetings and scrutiny review panels 

• education and training 

• safeguarding children supervision 

• governance and risk management 

• compliance with Care Quality Commission (CQC) regulations 

• employment practice 

• policies and procedures 

• clinical 

• children in care 

• inspections 

 

7. Responsibilities 
 
NHS Kernow must: 
 

• cooperate with the local authority in the exercise of their safeguarding children 
functions 

• ensure the availability of appropriate expertise and advice and support OSCP in 
respect of specialist health functions 

• through the commissioning arrangement, ensure that all health organisations, 
including those in the third sector, independent healthcare sector and social 

enterprises with whom they have commissioning arrangements, are familiar with 
safeguarding policies and procedures 

 

8. Service priorities 
 

All employees, professionals, volunteers, carers, independent contractors and service 
providers must ensure practice reflects the principles of safeguarding children. 
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Child-centred 
 

Ensuring we listen to the child’s voice. The voice of the child learning lessons from 
research. 

 

Rooted in child development 
 
Planned action should also be timely and appropriate their stage of development. 
 

Outcomes focused for children 
 

Child centred approach: working-together-to-safeguard-children 2018  
 

Ensuring equality of opportunity 
 
Ensuring all children have the opportunity to achieve the best possible developmental 

outcomes. 
 

Involving of children and families 
 
Listen and involve families when it is safe to do so.  

 

Building on strengths 
 
As well as identifying difficulties the signs of safety approach in Cornwall. Working with 
a child or family’s strengths becomes an important part of a plan to resolve difficulties. 

 

Integrated in approach 
 
Multi and inter-agency work to safeguard and promote children’s welfare starts when 
the child has additional needs requiring support, services beyond universal services, not 

just when there are questions about possible harm. this is a continuous process that 
can move up and down thresholds and services.  

 

Informed by evidence 
 

Children and families deserve the best research and informed practice from those 
providing assessment and services to them.  

  

9. Safeguarding training and development 
 
Health organisations are responsible for ensuring that their staff are competent to carry 
out their responsibilities for safeguarding children. All NHS Kernow staff need to be 

competent to safeguard children (Working Together to Safeguard Children 2018). 
 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/526981/The_voice_of_the_child.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/526981/The_voice_of_the_child.pdf
https://consult.education.gov.uk/child-protection-safeguarding-and-family-law/working-together-to-safeguard-children-revisions-t/supporting_documents/Working%20Together%20to%20Safeguard%20Children.pdf
https://www.cornwall.gov.uk/media/dhkcts3c/the-signs-of-safety-approach.pdf
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All managers have a duty to ensure their staff are compliant with the guidance. NHS 
Kernow must ensure staff safeguarding training is in place as outlined in the NHS 

accountability and assurance framework. It is the duty of the employee to comply with 
the training standards that are set in accordance with their roles and responsibilities. 

Staff are responsible for seeking out additional training, supervision and where any 
gaps are identified. 
 

NHS Kernow will have a safeguarding training and supervision strategy. This explains 
how it supports its staff to receive the appropriate training to support those who need 

safeguarding in an effective and competent manner, in accordance with their roles and 
responsibilities. 
 

NHS Kernow must create an environment where staff are able to raise concerns and 
feel supported with safeguarding. NHS Kernow staff and all health organisations must 

be able to recognise when children and young people may be at risk of harm and 
respond appropriately. NHS Kernow and provider organisations commissioned must 
ensure staff are trained adequately and are competent to recognise and respond to 

potential indicators of abuse or neglect. 
 

Staff groups have different training needs depending on their level of responsibility and 
independence of decision making. The minimum requirements for training for all staff 
are set out in the intercollegiate guidance: Children and young people roles and 

competencies for health care staff (2019) and looked after children: roles and 
competencies of healthcare staff. Guidance on levels of training can be found in the 

links and individual agencies will take responsibility in ensuring compliance.  
 
NHS Kernow supports, promotes and participates in interagency training provided by 

the OSCP. This is recognised as an effective training method for staff who work 
predominantly with children, young people and/or their parents or carers. All 

commissioned services will have a tiered approach to safeguarding training and 
development detailed in NHS Kernow training strategy which reflects required training 
competencies.  

 
All health providers ensure that employed staff have training recorded on a training 

database. NHS Kernow monitor training compliance in commissioned services and 
monitor the effectiveness of training within the safeguarding assurance tool, dashboard 
and quality reports. All providers are required to report on the effectiveness of their 

workforce training within contracts to NHS Kernow. 
 

10. Supervision  
 
All NHS Kernow staff must ensure they access safeguarding supervision regularly and 

when the need arises. All managers must ensure their staff are adequately supervised 
in line with their needs. NHS Kernow must ensure staff supervision is in place as 

outlined in the NHS accountability and assurance framework.  
 

file:///C:/Users/ONeillAJ/Downloads/007-366%20(8).pdf
file:///C:/Users/ONeillAJ/Downloads/007-366%20(8).pdf
https://www.rcn.org.uk/professional-development/publications/rcn-looked-after-children-roles-and-competencies-of-healthcare-staff-uk-pub-009486
https://www.rcn.org.uk/professional-development/publications/rcn-looked-after-children-roles-and-competencies-of-healthcare-staff-uk-pub-009486
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NHS Kernow has a safeguarding training and supervision strategy that explains how it 
supports its staff to receive the appropriate supervision to enhance practice and service 

delivery. All staff have access to child protection support, advice and supervision 
through the designated professionals. The designated professionals must receive 

regular supervision from an external supervisor.  
 
The designated professionals will provide regular supervision to nominated and named 

professionals employed by commissioned health services. 
 

For services commissioned and contracted by NHS Kernow, all members of staff when 
work brings them into direct contact with children must have access to regular 
structured supervision. This must be clearly defined in the internal safeguarding 

procedures of that organisation. 
 

11. Safer recruitment and allegations management  
 

All organisations providing services for children, or provide staff or volunteers to work 
with or care for children, must have systems to manage allegations which is consistent 
with this policy document, CCG procedures and Working Together 2018. 

 
NHS Kernow will ensure that recruitment and human resource management procedures 

in addition to commissioning processes, (including contractual arrangements), consider 
the need to safeguard and promote the welfare of children and young people. 
Arrangements for proper checks on new staff and volunteers must facilitated. 

 
The Disclosure and Barring Service (DBS) provides checks for people working with 
children and maintains lists of people who are barred from regulated activity 

involving children. 
 

Procedures will be followed where it is alleged that any staff member has: 
 

• behaved in a way that has harmed a child, or may have harmed a child 

• possibly committed a criminal offence against or related to a child 

• behaved towards a child or children in a way that indicates they may pose a risk of 

harm to children. 
 

The CCG must have procedures for dealing with allegations of abuse against members 
of staff or volunteers and contractual arrangements with providers. 

 
The CCG undertakes its recruitment procedures and practices in accordance with 
current employment legislation: Safeguarding Vulnerable Groups Act (2006). 

 
See appendix 2 for contact details of the multi-agency referral unit, children services, 

the on-call paediatrician and the police. 
 

https://www.legislation.gov.uk/ukpga/2006/47/contents
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NHS Kernow’s whistleblowing policy enables concerns about malpractice to be raised at 
an early stage without fear of reprisals or concern for safety. 

 

12. Implementation plans and monitoring effectiveness 
 
The content of this document will be introduced to individuals and implemented via 

committee and through updated new briefings. No specific training is required to 
implement this policy but training and support is available via the designated 
professionals as required. the validity and effectiveness of this policy will be monitored 

via the safeguarding governance structure as outlined in this policy. 
 

13. Update and review  
 
This policy will be updated within 3 years  

 

14. Policies referred to in this document 
 

• Safeguarding children’s policy 

• Safeguarding adults’ policy 

• Safeguarding training strategy 

• Safeguarding supervision strategy 
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Appendix 1: Definitions  
 

Term Definition 

Abuse Is any action by another person that causes significant harm to a 
child. It can be physical, sexual or emotional. 

Child criminal 

exploitation 

Is where someone takes advantage of an imbalance of power to 

coerce, control; manipulate a child or young person into any criminal 
activity: 
 

• in exchange for something the victim needs or wants 

• for the financial or other advantage of the perpetrator 

• through violence or the threat of violence.  
 

The victim may have been criminally exploited even if the activity 
appears consensual. Child criminal exploitation can also occur using 
technology. Serious Violence Strategy (2018) 

Child or young 

person 

In this policy a child is defined as a person who has not yet reached 

their 18th birthday. The United Nations Convention on the Rights of 
the Child (UNCRC) and Working Together to Safeguard Children 

(2018) define a child as anyone who has not yet reached their 18th 
birthday. If the child has learning difficulties or disabilities or is a care 
leaver their needs may extend to their 25th birthday Children Act 2004 

(Section 9 Children Act 2004). 

Child protection Is part of safeguarding and promoting welfare and is activity 
undertaken to protect specific children who are suffering, or are likely 

to suffer, significant harm. Working Together to Safeguard Children 
(2018) 

Children Act 

(1989) (2004) 

Introduced the concept of significant harm as the threshold for 

intervention to protect children. There are no set criteria when judging 
what constitutes significant harm. Abuse can occur in a family or an 
institutional or community setting, regardless of social class. The 

perpetrator may or may not be known to the child. Working Together 
to Safeguard Children (2018) defines 4 broad categories of abuse: 

 
1. Physical abuse. 
2. Emotional abuse. 

3. Neglect. 
4. Sexual abuse. 

Children Act 

(1989) main 
principles 

• The welfare of the child is paramount-considerations which apply 

some situations do not over-ride the right of children to be 
protected from harm.  

• Parents have responsibility for physical, emotion and moral 

welfare of their children. 

• Partnership working to improve outcomes for children. 

https://www.gov.uk/government/publications/serious-violence-strategy
https://www.ohchr.org/EN/ProfessionalInterest/Pages/CRC.aspx
https://www.ohchr.org/EN/ProfessionalInterest/Pages/CRC.aspx
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/942454/Working_together_to_safeguard_children_inter_agency_guidance.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/942454/Working_together_to_safeguard_children_inter_agency_guidance.pdf
https://www.legislation.gov.uk/ukpga/2004/31/section/9
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Term Definition 

• Participation is taking into consideration the wishes and feelings of 
children. 

• Protection (Section 47). 

• Provision of services (Section 17). 

Child 

safeguarding 
practice review 
panels 

From 2018 this panel has been responsible for identifying and 

overseeing reviews of serious child safeguarding incidents that raise 
complex issues. They are responsible for deciding how the system 
learns lessons on a national level, while local responsibility remains 

with the safeguarding partners. Copies of rapid reviews undertaken by 
local safeguarding partners are sent to the child safeguarding practice 

review panel for a decision to be made about whether a review needs 
to be made on a national level. 

Child sexual 
exploitation  

Is a form of child sexual abuse when, coercion is used to manipulate a 
child or into sexual activity. Abuse can occur even when sexual 

activity appears consensual. It can occur using technology. Child 
Sexual Exploitation (2017) and Working Together to Safeguard 

Children (2018) 

Contextual 
safeguarding 

Is an approach that recognises that young people’s experiences of 
significant harm reaches beyond their families: that they form in their 

neighbourhoods, schools and online which can feature abuse. 
Parents and carers have little influence over these contexts, and 
young people’s experiences of extra-familial abuse can undermine 

parent-child relationships. For more information read the contextual 
safeguarding network and serious violence strategy 2018. 

County lines Is a form of child criminal exploitation and describes gangs and 

organised criminal networks involved in exporting illegal drugs into 
one or more importing areas within the UK. Children and adults at risk 
can be used to move drugs and money, and coercion, intimidation, 

violence and weapons are often involved. Serious violence strategy 
(2018) 

Domestic abuse Can include a wide range of single or repeated behaviours, not limited 

to physical violence but can include emotional, psychological, 
controlling or coercive behaviour, sexual and/or economic abuse. 
Anyone can be a victim of this can take place inside or outside of the 

home. Domestic abuse has a significant impact on children and young 
people. Children may experience domestic abuse directly, as victims, 

or indirectly. Domestic abuse statutory guidance framework (2020) 

Emotional 
abuse 

Is the persistent emotional maltreatment of a child to cause severe 
and persistent adverse effects on the child’s emotional development. 

It may involve conveying to children that they are worthless or 
unloved, inadequate, or valued only as they meet the needs of 
another person. It may include not giving the child opportunities to 

express their views, deliberately silencing them or ‘making fun’ of 
what they say or how they communicate. It may feature age or 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/591903/CSE_Guidance_Core_Document_13.02.2017.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/591903/CSE_Guidance_Core_Document_13.02.2017.pdf
https://contextualsafeguarding.org.uk/
https://contextualsafeguarding.org.uk/
https://www.gov.uk/government/publications/serious-violence-strategy
https://www.gov.uk/government/publications/serious-violence-strategy
https://www.gov.uk/government/publications/serious-violence-strategy
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/896640/Draft_statutory_guidance_July_2020.pdf
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Term Definition 

developmentally inappropriate expectations being imposed on 
children. 

 
These may include interactions that are beyond the child’s 
developmental capability, as well as overprotection and limitation of 

exploration and learning, or preventing the child participating in 
normal social interaction. It may involve seeing or hearing the ill 

treatment of another. It may involve serious bullying (including cyber 
bullying), causing children frequently to feel frightened or in danger, or 
the exploitation or corruption of children. Some level of emotional 

abuse is involved in all types of maltreatment of a child, though it may 
occur alone. 

Fabricated or 

induced illness 

Is when a child suffers harm through the deliberate action of h is or her 

main carer and which is attributed by the adult to another cause. 
Fabricated or induced illness is relatively rare and is potentially lethal. 
Fabricated illness south west child protection procedures (2020) and 

safeguarding children in whom illness is fabricated (2008) 

Looked after 
child (LAC) on 

child in care 
(CIC) 

A child who is being looked after by their local authority is known as a 
child in care or a looked after child. Further information regarding 

definition of a looked after child can be found in the NSPCC looked 
after child explanation 2020 or Children Act 2004. 

Mental Capacity 
Act 2005 (MCA) 

Empowers people to make decisions for themselves as much as 
possible. The act applies to anyone aged 16 or over in England and 

Wales and is relevant for both care and treatment decisions. 
Professionals need to be aware of their responsibilities regarding 

safeguarding and the MCA in all that they do (Valuing every voice, 
June 2014). 

Neglect Neglect is the persistent failure to meet a child’s basic physical and/or 

psychological needs, likely to result in the serious impairment of the 
child’s health or development. Neglect may occur during pregnancy 
as a result of maternal substance abuse. Once a child is born, neglect 

may involve a parent or carer failing to: 
 

• provide adequate food, clothing and shelter (including exclusion 
from home or abandonment) 

• protect a child from physical and emotional harm or danger 

• ensure adequate supervision (including the use of inadequate 
caregivers) 

• ensure access to appropriate medical care or treatment 

Physical abuse This may involve hitting, shaking, throwing, poisoning, burning or 
scalding, drowning, suffocating, or otherwise causing physical harm to 

a child. Physical harm may also be caused when a parent or carer 
fabricates the symptoms of, or deliberately induces, illness in a child. 

Safeguarding 

children 

Is defined under the Children Acts 1989 and 2004 and Working 

Together to Safeguard Children (2018) as: 

https://www.proceduresonline.com/swcpp/somerset/p_fab_ind_illness.html?zoom_highlight=FII&zoom_highlight=FII
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/277314/Safeguarding_Children_in_whom_illness_is_fabricated_or_induced.pdf
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Term Definition 

 

• protecting children from maltreatment 

• ensuring that children grow up in circumstances consistent with 
the provision of safe and effective care 

• preventing impairment of children’s health or development 

• taking action to enable all children to have the best outcomes 

Section 17 (The 

Children’s Act 
1989) 

Places a general duty on all local authorities to safeguard and 

promote the welfare of children within their area who are in need. A 
child in need is a child who needs additional support from the local 
authority to meet their potential 

Section 47 (The 

Children’s Act 
1989) 

This is used when there is reasonable cause to suspect that a child 

who lives, or is found, in their area is suffering, or is likely to suffer, 
significant harm 

Sexual abuse Involves forcing or enticing a child or young person to take part in 

sexual activities, not necessarily involving a high level of violence, 
whether or not the child is aware of what is happening. The activities 
may involve physical contact, including assault by penetration (for 

example, rape or oral sex) or non-penetrative acts such as 
masturbation, kissing, rubbing and touching outside of clothing. They 

may also include non-contact activities, such as involving children in 
looking at, or in the production of, sexual images, watching sexual 
activities, encouraging children to behave in sexually inappropriate 

ways, or grooming a child in preparation for abuse (including via the 
internet). Sexual abuse is not solely perpetrated by adult males. 

Women can also commit acts of sexual abuse, as can other children. 

Think family 
approach 

Encourages practitioners to consider the parent, the child and the 
family as a whole when assessing needs and planning care. Think 
Family means securing better outcomes for adults, children and 

families by providing a coordinated approach to care from all 
organisations. Services working with adults or children should take 

into account family circumstances and responsibilities, in this way we 
can work in partnerships with families promoting resilience and 
building on their abilities. 

Trauma 
informed 
practice 

Is a strengths-based approach, seeking to understand and respond to 
the impact of trauma. The approach emphasises physical, 
psychological, and emotional safety, aiming to empower individuals to 

re-establish control of their lives. It recognises the impact of trauma 
people’s wellbeing and work with partner agencies to enable change 

needed. The impact of trauma continues to develop and includes 
knowledge of attachment, child development and cognitive memory. 
Understanding and use of trauma informed practice 2018. 

Voice of the 

child 

Is a general term used to express how we go about creating 

meaningful engagement with our children and young people. Many 
children report they do not feel involved in their care and did not see 

the point of accessing support. It is vital that we listen and engage 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/746766/Trauma_informed_practice_seminar_SW_8_Oct_2018_slides.pdf
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Term Definition 

them in planning the services they need. The voice of the child: 
learning lessons (2010) is a child-centred approach is required as 

much as possible (Children Act 2004).  

What is abuse 
and neglect? 

Abuse and neglect are forms of maltreatment of a child. Somebody 
may abuse or neglect a child by inflicting harm, or by failing to act to 
prevent harm. Neglect is the ongoing failure to meet a child's basic 

needs. Often a child will experience more than 1 type of abuse. 

  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/526981/The_voice_of_the_child.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/526981/The_voice_of_the_child.pdf
https://www.nspcc.org.uk/what-is-child-abuse/types-of-abuse/
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Appendix 2: What to do if you are concerned about a child 
being abused 
 
If you are concerned about a child’s safety, please contact the multi-agency referral unit 

(MARU) on 0300 123 1116. 
 

Details of services to support and protect children and young people from abuse can be 
found on the Cornwall and the Isles of Scilly OSCP website, including, what to do if you are 
worried about a child, how to recognise abuse and how to refer to social care. 

 

Safeguarding children flowchart for referral in Cornwall  
 

 

Practitioner has concerns about a child's 
welfare

Practitioner discusses with manager and/or 
other senior colleagues as they think 

appropriate

Still have concerns

Practitioner refers to social 
care with follow-up in writing 

within 48 hours

Social care to acknowledge 
referral within 1 working day

Acknowledge response and confirm 
happy with decision. Seek advice if not 

happy with outcome and consider 
escalation

No longer have concerns

No further safeguarding social 
care involvement or action 

action may be needed

Acknowledge response and 
confirm happy with decision. 
Seek advice if not happy with 

outcome and consider 
escalation

https://ciossafeguarding.org.uk/scp/p/our-partnership/oscp-board
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If you have concerns about a child’s immediate safety, contact the police via 999 or social 
care via telephone as appropriate.  

 
If you are unhappy about assessment decisions you can follow the escalation policy and 

contact your manager.  
 
Advice prior to referral (Monday to Friday 9am to 5pm): 

 

• designated nurse safeguarding children: scatconcern@nhs.net  

• named GP safeguarding children: mark.mccartney@nhs.net and scatconcern@nhs.net 

• Cornwall Partnership NHS Foundation Trust named nurse for safeguarding children: 

call 01208 834777 or email cft.safeguarding@nhs.net 

• Royal Cornwall Hospitals NHS Trust (RCHT) named nurse for safeguarding children: 
call 01872 254551 or email rcht.sgchildren@nhs.net 

• RCHT named midwives: call 01872 254551 or email 
rcht.maternitysafeguarding@nhs.net 

• RCHT named doctor: rcht.sgchildren@nhs.net 

• designated nurse for looked after children: kccg.scatconcern@nhs.net  

• named nurse for looked after children: call 01872 254590 or  
email rch-tr.Cornwallchildrenincarehealthteam@nhs.net 

 
After hours, contact the consultant paediatrician on-call on 01925 635911. 
 

Cornwall 
Email multiagencyreferralunit@cornwall.gov.uk 

Call the MARU on 0300 123 116. 
Out of hours call 01208 251300. 
 

Isles of Scilly 
 

Email ChildrensSocialCareGC@scilly.gcsx.gov.uk 
Call children’s social care on 01720 424354 
Out of hours call 01720 422699 

Download a referral form 
 

Police 
 
Call 101 and ask for the public protection unit. 

 
Useful website links 

 

• Cornwall and Isles of Scilly Safeguarding Children Partnership  

• NSPCC what to do if you are worried about a child 

 

mailto:scatconcern@nhs.net
mailto:mark.mccartney@nhs.net
mailto:scatconcern@nhs.net
mailto:cft.safeguarding@nhs.net
mailto:rcht.sgchildren@nhs.net
mailto:rcht.maternitysafeguarding@nhs.net
mailto:rcht.sgchildren@nhs.net
mailto:kccg.scatconcern@nhs.net
mailto:rch-tr.Cornwallchildrenincarehealthteam@nhs.net
mailto:multiagencyreferralunit@cornwall.gov.uk
mailto:ChildrensSocialCareGC@scilly.gcsx.gov.uk
http://scilly.gov.uk/node/2763
https://ciossafeguarding.org.uk/scp/p/professionals/what-you-need-to-know-about
https://learning.nspcc.org.uk/media/1065/worried-about-a-child.pdf
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Appendix 3: Impact assessment  
 
Name of policy, service or decision to be assessed: Safeguarding children’s policy 
Department or section: Safeguarding and quality  

Date of assessment: 3 May 2022 
Person(s) responsible for the assessment: Alison O’Neill  

Is this a new or existing policy Existing 
 

General background information 
 
Reason for undertaking full impact assessment: Change to policy or procedure 

 
Describe the aims, objectives and purpose of the policy, service change or 
development: 

To ensure NHS Kernow has processes in place to keep children safe and minimise or 
prevent abuse and harm. 

 
Anticipated timetable for decision: Less than 1 month 
  

What areas will this impact? Cornwall and Isles of Scilly 
 

Which of the strategic objectives apply to this full impact assessment? Other - 
improve care experience and improve health and well being 
 

What are the commissioning arrangements? Other – cover whole of NHS Kernow in 
all aspects of practice 

 
What are the contractual implications for the policy or service change? All staff 
and commissioned services should comply with this policy  

 
Who implements the policy or service? NHS Kernow 

 
Who benefits or is intended to benefit from this policy or service? All service users 
especially children and all staff.  

 
What health and social care outcomes are achieved or wanted from this policy or 

service? Reducing health inequalities 
 
How will this be monitored? Multiple sources 

 
What factors or forces could contribute or detract from the outcomes? service 

pressure can affect impact  
 
Who are the main stakeholders in relation to the policy or service? All staff and 

safeguarding partners 
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Is there clinical evidence for effectiveness of the policy or service? Yes - national 
 

Does this policy or service link to health and social care overall strategy for the 
next 5 years and current direction of travel for integrated communities? Yes 

 

Engagement 
 

How have you engaged stakeholders in gathering or testing the evidence 
available? policy based on national findings from public enquiries and legislation and 

local system policy 
 
What is the experience of individuals who access the service? Multiple – impact of 

the policy on safeguarding children is largely positive but due to the nature of the issues 
involved outcome can be mixed.  

 
How have you engaged stakeholders in testing the policy or service proposals?  
Based on multi-agency policy which is developed by stakeholders 

 
 

For each engagement activity, please state who was involved, how and when they 
were engaged, and the key outputs: 
N/A 

 

Impacts  
 
Access to services 
 

Aspect + or – 
impact 

Details and plans to minimise 
negative impact 

Ability of people to access 
the service 

positive  

Eligibility of people to receive 

the service 

positive  

Longer term sustainability of 
the service 

positive  

Reducing health inequalities positive  

Waiting times to receive 

service 

positive  

 
Quality of services 

 

Aspect + or – 
impact 

Details and plans to minimise 
negative impact 

Choice for members of the 

public 

positive  
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Aspect + or – 
impact 

Details and plans to minimise 
negative impact 

Clinical performance or 

outcomes 

positive  

Cohesion with wider services positive  

Operational effectiveness positive  

Statutory NHS targets positive  

 
Members of the public and carers 

 

Aspect + or – 
impact 

Details and plans to minimise 
negative impact 

Carer experience positive  

Psychological positive  

Privacy and dignity positive  

Public care journey and 

pathway 

positive  

Public care standards positive  

Public experience positive  

Public safety positive  

 
Wider community 

 

Aspect + or – 
impact 

Details and plans to minimise 
negative impact 

Cohesion with community 

strategy 

positive  

Community safety, crime, and 
disorder 

positive  

Environment, including 

climate change 

positive  

Information management positive  

Local economy positive  

Rural isolation positive  

Safeguarding* positive  

Social care positive  

Technology positive  

Transport positive  

 

* For safeguarding, consider the Care Act 2014 6 key principles: empowerment, 
prevention, proportionality, protection, partnership, and accountability. 
 

Wider system partners 
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Has consideration been given to sharing with all appropriate meetings, groups or 
organisations? 

 

Aspect + or – 
impact 

Details and plans to minimise 
negative impact 

Care homes positive  

Cornwall Council positive  

Cornwall Partnership NHS 

Foundation Trust 

positive  

Council of the Isles of Scilly positive  

Domiciliary care providers positive  

E-zec Medical Transport positive  

Hospice providers positive  

Kernow Health CIC positive  

NHS 111 (Vocare and 

Kernow Health CIC) 

positive  

Out of hours primary care positive  

Primary care positive  

Royal Cornwall Hospitals 
NHS Trust 

positive  

South Western Ambulance 

Service NHS Foundation 
Trust 

positive  

University Hospitals 

Plymouth NHS Trust 

positive  

Other system partners - 
please specify and add lines 
as necessary 

positive  

 

Financial aspect 
 

Aspect + or – 

impact 

Details and plans to minimise 

negative impact 

Implications for individual or 
carer 

positive  

Implications for local 

authorities 

positive  

Implications for NHS Kernow 
Clinical Commissioning Group 

positive  

Implications for other NHS 

commissioning organisations 

positive  

Implications for GP practice positive  

Implications for primary care 
network (PCN) 

positive  

Implications for surrounding 

practices 

positive  
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Aspect + or – 
impact 

Details and plans to minimise 
negative impact 

Implications for NHS provider 

organisations 

positive  

Implications for peninsula positive  

Implications for private sector positive  

Implications for voluntary 
sector 

positive  

 

Anticipated climate of opinion 
 

Aspect + or – 
impact 

Details and plans to minimise 
negative impact 

Clinical opinion No impact  

Colleagues No impact  

Local community No impact  

Media No impact  

Political No impact  

 
Protected characteristics 

 
What is the differential impact on people from the perspective of race, nationality 
and/or ethnic origin? Does this have a positive or negative impact on people who 

have a black, Asian and minority ethnic (BAME) background? How will any 
negative impacts be mitigated? 

 
This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience.  

 
What is the differential impact on people from the perspective of sex? Does this 

have a positive or negative impact on people who identify as male, female, or 
intersex? How will any negative impacts be mitigated? 
 

This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience.  

 
What is the positive or negative differential impact on people from the 
perspective of disability? How will any negative impacts be mitigated? 

 
This policy promotes equity in service provision and seeks to ensure all are safe from 

abuse and neglect regardless of background or experience. 
 
What is the differential impact on people from the perspective of sexual 

orientation? Does this have a positive or negative impact on people who identify 
as heterosexual, lesbian, gay, bisexual, pansexual, or asexual? How will any 

negative impacts be mitigated? 
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This policy promotes equity in service provision and seeks to ensure all are safe from 

abuse and neglect regardless of background or experience. 
 

What is the positive or negative differential impact on people from the 
perspective of age? How will any negative impacts be mitigated? 
 

This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. This policy is specifically 

aimed at protecting children but can be applied in any care setting or environment that 
may come into contact with children.  
 

What is the positive or negative differential impact on people from the 
perspective of religion or belief? How will any negative impacts be mitigated? 

 
This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 

 
What is the positive or negative differential impact on people from the 

perspective of marriage and civil partnership? This is particularly relevant for 
employment policies. How will any negative impacts be mitigated? 
 

This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 

 
What is the differential impact on people from the perspective of gender re-
assignment? Does this have a positive or negative impact on people who identify 

as trans or transgender, non-binary or gender fluid? How will any negative 
impacts be mitigated? 

 
This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 

 
What is the differential impact on people from the perspective of pregnancy and 

maternity? Does this have a positive or negative impact on people who are 
pregnant, breast feeding mothers, or those on maternity leave? How will any 
negative impacts be mitigated? 

 
This policy promotes equity in service provision and seeks to ensure all are safe from 

abuse and neglect regardless of background or experience. 
 
Other identified groups. How will any negative impacts be mitigated? 

 
This policy promotes equity in service provision and seeks to ensure all are safe from 

abuse and neglect regardless of background or experience. 
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Human rights 
 

How have the core human rights values of fairness, respect, equality, dignity, and 
autonomy been considered in the formulation of this policy, service, or strategy? 

If they have not, please review this document and amend to incorporate these 
values. 
 

This is included in the core content ot the policy 
 

Which of the human rights articles does this document impact? 
 
The right:  

 

☒ to life  

☒ not to be tortured or treated in an inhuman or degrading way 

☒ to liberty and security 

☒ to a fair trial 

☒ to respect for home and family life, and correspondence 

☒ to freedom of thought, conscience, and religion 

☒ to freedom of expression 

☒ to freedom of assembly and association 

☒ to marry and found a family 

☒ not to be discriminated against in relation to the enjoyment of any of the rights 

contained in the European Convention 

☒ to peaceful enjoyment of possessions 

 
What existing evidence (either presumed or otherwise) do you have for this? 

 
safeguarding is intrinsic to promoting human rights and ensuring prevention of 
discrimination and harm.  

 
How will you ensure that those responsible for implementing the policy are aware 

of the human rights implications and equipped to deal with them? 
 
governance is in place to ensure the policy is embedded in practice and this includes 

promoting human rights  
 

Social Value Act 2012 
 
NHS Kernow is committed and obliged to fulfil the requirements of the public sector 

Social Value Act 2012. This act requires the organisations to consider how services 
commissioned or procured might improve the economic, social, and environmental 

wellbeing of an area. Please describe how this will support and contribute to the local 
system, wider system, and community. 

https://doclibrary-kccg.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurOrganisation/Guidance/HumanRightsStatementAndGuidance.pdf
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Aspect + or – 
impact 

Details and plans to minimise 
negative impact 

Economic: promote skills, 
tackle worklessness, maintain 
employment, increase 

volunteer hours to support the 
community and promote 

inclusion 

Positive   

Environmental: support local, 
reduce congestion 

Not 
applicable 

 

Inclusion of small medium 
size enterprises (SMEs) in 

the process and supply chain 

Not 
applicable 

 

Social: reduce anti-social 
behaviour, tackle exclusion 

by promoting inclusion 
including to vulnerable groups 

Positive   

 

General public sector equality duties 
 
Describe how the policy contributes towards eliminating discrimination, 

harassment, and victimisation. 
 

This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 
 

Describe how the policy contributes towards advancing equality of opportunity. 
 

This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 
 

Describe how the policy contributes towards promoting good relations between 
people with protected characteristics. 

 
This policy promotes equity in service provision and seeks to ensure all are safe from 
abuse and neglect regardless of background or experience. 

 
Any other impact not identified above? 

 
no 
 

Summary 
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If the differential impacts identified are positive, explain how this policy is 
legitimate positive action and will improve outcomes, services and/or the working 

environment for that group of people. 
 

Promotion and adherence to this policy will ensure staff are confident to uphold the 
rights of children to live without abuse and neglect. this will be monitored via a robust 
governance structure. 

 
Explain what amendments have been made to the policy or mitigating actions 

have been taken, and when they were made. 
 
updated to ensure take into account changes in practice and legislation.  

 
If the negative impacts identified have been unable to be mitigated through 

amendment to the policy or other mitigating actions, explain what your next steps 
are using the following full impact assessment action plan. 
 

none identified  
 

Full impact assessment action plan 
 
Responsible person: Alison O’Neill  

 
Timescale for completion: 1 month  

 
Issues to be addressed: Not applicable 
 

Action required: Not applicable 
 

Action taken: Not applicable 
 
Comments: Not applicable 

 
This impact assessment should accompany the policy or service change documentation 

through the sign off process.  
 
Completed by: Alison O’Neill   

Date: 3 May 2022 
 

Agreed by (committee): Quality committee 
Date: 31 May 2022 



 

 
 

APPENDIX 3 
 
 

Before being published on the document library, this policy will be: 
 

• re-branded, taking account of the ICB logo, new organisation and committee 
names and job titles 

• checked for accessibility standards 
 

 

Date approved: 31 May 2022 
  

Patient safety incident response policy 
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1. Introduction  
 
This policy describes and defines the responsibility of for NHS Kernow as 
commissioners when proving oversight for organisations who have transitioned as ‘early 

adopters’ to PSIRF and for organisations for whom the serious incident framework (SIF) 
continues to apply. 

 
In 2020 NHS England and NHS Improvement published the introductory Patient Safety 
Incident Response Framework (PSIRF). The PSIRF is a key part of the Patient Safety 

Strategy (NHSE 2019) and supports the strategy’s aim to help the NHS to improve its 
understanding of safety by drawing insight and learning from patient safety incidents.  

 
The PSIRF replaces the Serious Incident Framework (2015) and makes no distinction 
between ‘patient safety incidents’ and ‘serious incidents.’ Serious incidents and their 

associated thresholds no longer exist under PSIRF. PSIRF promotes a proportionate 
approach to responding to patient safety incidents by ensuring resources allocated to 

learning are balanced with those needed to deliver improvement.  
 
Cornwall Partnership NHS Foundation Trust and the Royal Cornwall Hospital Trust are 

‘early adopter’ provider organisations of PSIRF, all other organisations nationally 
(excluding primary care) are expected to adopt PSIRF in 2022 as part of the NHS 

standard contract.  
 
Primary care services and independent providers of NHS funded care should continue 

to use the Serious Incident Framework (SIF) until additional national guidance is 
released for these organisations.  
 

This policy document will be reviewed and updated within 6 months to incorporate 
further national PSIRF guidance anticipated to be launched in summer 2022. 

 

2. Purpose  
 
This document sets out the general principles and processes for the management 
patient safety incidents (PSI’s) and Serious Incidents (SI’s) occurring within services 

commissioned by NHS Kernow Clinical Commissioning Group (NHS Kernow). 
 

This revised policy is based on the Introductory version Patient Safety Incident 
Response Framework (PSIRF) 20203 for which Royal Cornwall Hospitals NHS Trust 
(RCHT) and Cornwall Foundation Trusts (CFT) have early adopter status. The 

document is also informed by the National Serious Incident Framework published by 
NHS England in March 2015, which is relevant to NHS-funded care in the primary care 

and independent sectors.  
 
Adherence to this policy will support provider organisations and the Cornwall system to 

transition from the serious incident framework to the patient safety incident response 
framework. 
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This policy will define the responsibilities of NHS Kernow as commissioners in the 

development and monitoring of the individual organisations patient safety incident 
response plan, and the responsibilities of the commissioner for those organisations who 

continue to report serious incidents under the SIF. 
 
During the transition process to the establishment of the Cornwall and Isles of Scilly 

Integrated Care Board, this policy will remain relevant and used by NHS Kernow clinical 
commissioning group. 

 
This policy should be read in conjunction with the following guidance: 
Serious Incident Framework – NHS England (March 2015) 

Revised Never Events policy and framework and Never Events list (2018) 
The Patient Safety Incident Response Framework 2020 NHS England (2020) 

The patient safety strategy NHS England (2019). 
 

3. Definitions  
 
CQC – care quality commission 

HSIB – healthcare safety investigation branch 
ICB – integrated care board 

ICS – integrated care system 
LFPSE – learning from patient safety events 
LMNS – local maternity and neonatal system 

MHH – mental health homicide 
MHRA - medication and healthcare products regulation agency 
NHSE – NHS England 

Ofsted - Office for standards in education 
PSIRF – patient safety incident response framework 

PSP – patient safety partners 
PSS – patient safety specialist 
PSIR – patient safety incident response 

PSII – patient safety incident investigation 
SAR – safeguarding adult review 

SIF – serious incident framework 
SOP – standard operating procedure 
STEIS – Strategic executive information system 

 

4. Responsibilities (See appendix 1 for further details) 
 

4.1 NHS England National Team 
 
NHS England national team will oversee the activity of regional teams to support 
effective response to patient safety incidents, providing strategic direction and 

leadership while monitoring effectiveness of PSIRF. 
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4.2 NHS England Regional Team 
 

The NHS England regional teams will support CCG PSIRF leads with the learning 
system within NHS England and NHS Improvement. To support co-ordination of 

system-wide responses to patient safety incidents while identifying incidents that may 
require centrally co-ordinated and independent patient safety incident investigation. 
 

4.3 Integrated Care Boards 
 

To collaborate, develop and agreed provider PSIR policies and plans while overseeing 
effectiveness of systems response to patient safety incidents, offering co-ordination 

support in system-wide patient safety incident investigation sharing outcomes system-
wide to continuously improve safety. 
 

4.4 Providers of NHS-funded care 
 

Ensure organisations meet national patient safety incident response standards with 
PSIRF central to governance arrangements, while receiving assurance of learning 
response outputs. 

 

4.5 Local Maternity and Neonatal system (LMNS) 
 
The LMNSs and other local support networks play a crucial role in supporting 
improvement and facilitating review of patient safety incident responses. CCGs should 

ensure that provider organisations demonstrate their commitment to engaging with 
LMNSs and other local support networks as key stakeholders within their Patient Safety 

Incident Response Plan. In addition, providers organisations should use their LMNS and 
support networks to facilitate review of incident responses between peers. This will 
support organisations to learn from each other’s incident response approaches and 

reduce the risk of organisations becoming isolated and help to bring a level of 
standardisation regarding how incidents are reviewed.  

 

4.6 Care Quality Commission (CQC) 
 

The Care quality commission’s (CQC’s) assessment of a provider’s leadership and 
safety considers an organisation’s ability to respond effectively to patient safety 

incidents, including consideration of whether change and improvement follow its 
response to patient safety incidents. CQC teams will apply the PSIRF and associated 
Patient Safety Incident Response standards as part of their assessment of the strength 

of an organisation’s systems and processes for preparing for and responding to patient 
safety incidents. 

CQC will expect to be informed (via the regional relationship lead) of high profile and  
 

4.7 Healthcare Safety Investigation Branch 
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HSIB investigations identify the contributory factors that have led to harm or have the 
potential to cause harm to patients. HSIB recommendations aim to improve healthcare 

systems and processes to reduce risk and improve safety. HSIB aims to improve patient 
safety through effective and independent investigations that do not apportion blame or 

liability.  
 

4.8 Patient safety partners 
 
In line with the NHS Patient Safety Strategy NHS is committed to the recruitment of 

patient safety partners and anticipates that these posts will be recruited to by 
September 2022. Patient Safety Partners play an important role on oversight 
committees where patient safety incidents or concerns regarding patient safety are 

discussed. More information is provided in the framework for involving patients in 
patient safety.  

 

4.9 Safeguarding 
 
Everyone has the right to live their lives free from abuse, neglect, violence, and 
exploitation. Some people, because of their circumstances, may not be able to exercise 

this right and are unable to protect themselves from abuse and neglect. The CCG has a 
duty to take appropriate steps to support and protect babies, children, young people, 

and adults who may be at risk of abuse or neglect. As part of a response to any patient 
safety incident, it is expected that any safeguarding concerns will be identified and that 
the appropriate response will be provided in line with  

 
• The providers own safeguarding policies and procedures 
• The CCG’s safeguarding policies and procedures  

• Cornwall and Isles of Scilly Adult Safeguarding Board adult safeguarding policy  
• Cornwall and Isles of Scilly Safeguarding Children Partnership procedures 

 
When any patient incident raises concern about abuse or neglect arising from the 
actions of paid staff, the employing organisation will follow their own policy and 

procedure for responding to allegations made against staff. This must include 
consideration of whether to refer to the local authority designated officer for children. 

For adults, the organisation will consider whether to refer to the county council officer 
responsible for overseeing allegations made against people in position of trust, as per 
the Cornwall and Isles of Scilly policy. 

 
The CCG will ensure we are able discharge our duties to respond to safeguarding 

concerns that arise from a patient safety incident by providing CCG lead or designated 
professional oversight of all relevant patient safety incidents and attendance at the 
Cornwall systems patient safety meeting. The lead and designated professionals wi ll 

also provide information and advice on responding to concerns about abuse or neglect 
 

5. Patient safety incident reporting framework 
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The PSIRF sets out the NHS’s approach to developing and maintaining effective 
systems and processes for responding to patient safety incidents for the purpose of 

learning and improving patient safety. Patient safety incidents are unintended or 
unexpected events (including omissions), in healthcare that could have or did cause 

harm to one or more patients. 
 
PSIRF fundamentally shifts how the NHS responds to patient safety incidents for 

learning and improvement. Unlike the serious incident framework, the patient safety 
incident reporting framework is not an investigation framework that prescribes what to 

investigate. PSIRF advocates a co-ordinated and data-driven approach to patient safety 
incident response that prioritises compassionate engagement with those affected by 
patient safety incidents. PSIRF embeds patient safety incident response within a wider 

system of improvement and prompts a significant cultural shift towards systematic 
patient safety management. 

 
‘Early adopter’ provider organisations are required to develop a thorough understanding 
of their patient safety incident profile, ongoing safety actions (in response to 

recommendations from investigations) and established improvement programmes. To 
achieve this each organisation must collect and triangulate information from a wide 

variety of sources and collate via a wide stakeholder engagement exercise. The output 
of this patient safety incident response planning exercise is used to inform the selection 
of a proportionate response when something goes wrong. This may include a response 

to generate safety actions for improvement where this does not already exist, or to 
ensure that a safety improvement plan is put in place where learning from patient safety 

incident response has already been identified.  
 
The PSIRF approach is flexible and adapts as organisations learn and improve to 

ensure organisations can explore patient safety incidents relevant to their context and 
the populations they serve.  

 
The principles and practices endorsed by PSIRF are aligned with the NHS Patient 
Safety Strategy and wider initiatives under the strategy including the introduction of 

Patient Safety Specialists, the development of a National Patient Safety Syllabus, 
development of the Involving Patients in Patient Safety framework and the introduction 

of the Learn from Patient Safety Events service (the successor to the national reporting 
and learning system (NRLS). 
 

5.1 Who does PSIRF apply to? 
 

Currently PSIRF applies only to those organisations who have early adopter status 
(Royal Cornwall Hospitals NHS Trust and Cornwall Foundation Trust). When launched 
across England (anticipated summer 2022) PSIRF will be a contractual requirement 

under the NHS standard contract and as such is mandatory for services provided under 
that contract including acute, ambulance, mental health, and community healthcare 

providers. This will include specialities within organisations such as maternity services 
and all specialised services.  
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5.2 Secondary care providers that are not NHS Trusts 
 
Secondary care organisations that provide NHS-funded care under the NHS Standard 

Contract which are not NHS Trusts or Foundation Trusts (for example independent 
provider organisations) will also be required to adopt this framework for all aspects of 
NHS funded care and may apply this approach to their other services for consistency. 

These organisations may not need to undertake the full analysis required for patient 
safety incident response planning (for example due to limitations on data availability), 

however processes such as stakeholder engagement in preparing plans are still 
required.  
 

5.3 Primary Care and PSIRF 
 

Primary care services will continue to report patient safety incidents in line with the SIF 
(see section 10) until further national guidance is published regarding PSIRF and 

primary care. This guidance will be amended when further national guidance is 
received. 
 

6. Implementation plans and monitoring effectiveness 
 

6.1  NHS Kernow PSIRF aims 
 
NHS Kernow is aligned to the development and maintenance of an effective patient 

safety incident response system across Cornwall which integrates four key aims:   
 

Compassionate engagement and involvement of those affected by patient safety 
incidents including patients, families, carers, and staff 
 

NHS Kernow will ensure that those affected by patient safety incidents will have the 
opportunity to participate in patient safety investigations, to understand what has 

happened and answer any questions they have in relation to the incident and to be 
signposted to support as required. NHS Kernow will ensure that PSIR plans and policies 
for Cornwall organisations seek to work with those affected by patient safety incidents 

and to involve them meaningfully in the investigation process. 
 

NHS Kernow promotes and embraces a just culture to ensure that staff are treated fairly 
and appropriately following patient safety incidents. When providing system oversight 
for patient safety reviews and investigations NHS Kernow will ensure that engagement 

from staff has been sought and used to inform each investigation  
 

When considering organisations PSIR plans NHS Kernow will ensure that organisations 
have systems and structures in place to enable managers and wider staff to: 
 

• be confident about which incidents are being investigated and why 
• understand the potential impact of patient safety incidents on staff  
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• recognise and help to manage the signs and symptoms of stress (including those 
associated with post-traumatic stress disorder) in themselves and colleagues 

• have access to support following patient safety incidents. 
 

Detailed guidance and standards are available in the Patient safety Incident Response 
Framework 2020 Framework (NHS 2020).  
 

6.2 Application of a range of system-based approaches to learning 
from patient safety incidents 

 
PSIRF promotes a range of system-based approaches for learning from patient safety 

incidents, rather than methods that assume simplistic, linear identification of a single 
cause.  
Several national system-based learning response tools and guides have been 

developed and will be launched nationally in summer 2022 to encourage as systems-
based approach which explores contributory factors in relation to patient safety 

incidents to inform improvement. NHS Kernow staff and provider originations are 
encouraged to apply national tools or similar system-based equivalents.  
 

NHS Kernow will ensure that PSIR plans detail the provision of education and training 
for staff to ensure that they have the specific knowledge and experience required 

leading to lead patient safety incident investigations or reviews. NHS Kernow will also 
ensure that those involved in the oversight of PSIRF have the knowledge and skills 
required to undertake this role effectively.  

 

6.3 Considered and proportionate responses to patient safety 
incidents 

 
NHS Kernow recognises that organisations have finite resources available for patient 

safety incident response. PSIRF supports organisations to use their incident response 
resources to maximise improvement rather than repeatedly responding to patient safety 

incidents based on subjective thresholds and definitions of harm where limited new 
learning is possible. 
  

If an organisation and NHS Kernow is satisfied that improvement work is ongoing to 
address known contributory factors in relation to an identified patient safety incident and 

that safety actions are being monitored, it is acceptable to not undertake a detailed 
investigation into an incident other than engaging with those affected and recording that 
it occurred. 

 

6.4 Supportive oversight focused on strengthening response 
system functioning and improvement 

 

NHS Kernow will work collaboratively, with a common understanding of the aims of the 
PSIRF Framework, to provide an effective governance structure around the Cornwall 
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system response to patient safety incidents. NHS Kernow will facilitate collaboration at 
both place and local system level to support provider PSIR plans to be strong and 

effective. 
 

7. Update and review  
 

7.1 NHS Kernow PSIRF process 
 
7.1.1 The appointment of an CCG/ ICB PSS lead 

 
NHS Kernow will appoint an appropriate patient safety specialist (PSS) who will work 

collaboratively with the provider services across the system to develop, maintain and 
review each provider’s Patient Safety Incident Response Policy and Plan. 
  

NHS Kernow’s PSS lead will work as an integral collaborator with system providers to: 
 

• review the application of the national PSIRF standards 
• establish roles, responsibilities, and structures for oversight within the system 
• establish mechanisms for escalation of incidents and risks that may require 

support or action at system or regional level 
 

NHS Kernow when considering PSIR plans must ensure that it is clearly stated how the 
organisation intends to deliver an effective response to patient safety incidents. The 
response methods the organisation intends to use to respond to patient safety incidents 

for the purpose of learning and improvement must also be detailed.  
  

The designated CCG PSS will work collaboratively with provider services across the 
system as they develop and review their PSIR plans to:  
 

• understand the patient safety improvement profile of provider organisations 
• support the selection of appropriate response methods for anticipated patient 

safety incidents based on an understanding of potential for new learning and 
ongoing safety improvement work 

• support provider organisations to work in collaboration to identify themes and 

trends across the wider system to inform learning. 
 

7.1.2 Agreement of provider Patient Safety Incident Response Policies and Plans 
 
NHS Kernow is required to approve and sign off the incident response policies and 

plans for provider organisations in their system. Approval of an organisation’s Policy 
and Plan demonstrates NHS Kernow’s acknowledgement that the documents have 

been developed according to PSIRF guidance and meet (or demonstrate a plan to 
meet) PSIRF standards.  
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NHS Kernow patient safety specialist and quality leads will collaborate with provider 
organisations to assess whether the systems and processes put in place to respond to 

patient safety incidents have achieved demonstrable improvement.  
A national framework for understanding the effectiveness of learning response systems 

in place in achieving improvement and appropriate data to seek out, is due to be 
published in summer 2022. 
 

Considerations for CCG/ ICB oversight includes ensuring:  
 

• patient safety response teams are being trained/resourced appropriately and in  
line with standards 

• responses to patient safety incidents are timely (i.e., completed within the 

expected/planned timeframe) 
• the experience of those affected is sought and is positive/improving (e.g., via 

verbal feedback, interviews, review of complaints data, survey response) 
• incident response output is high quality (e.g., blame is avoided, contextual factors 

prioritised) 

• areas for improvement and safety actions identified are system-based 
• evidence that insight from incident response is being used to inform improvement 

(locally, ICS, and nationally as appropriate) 
• safety improvement plans are being strategically developed (e.g., is there 

strategic alignment with other areas of the business/ QI strategy?) 

• Clear plan for criteria of incidents requiring Patient safety incident investigation 
(PSII) including nationally defined incidents (see appendix 2) 

 
7.1.3 NHS Kernow responsibility when PSIR plans are challenged 
 

Where a provider’s systems and processes for responding to patient safety incidents 
are challenged NHS Kernow will provide support for safety improvement. This may be 

through seeking support from colleagues in regional teams, by sharing expertise or by 
linking with other organisations whose systems and processes are more developed.  
 

7.1.4 NHS Kernow support for co-ordination of cross-system PSII’s 
 

There is frequently more than one organisation involved in the care and service delivery 
in which a patient safety incident has taken place, all providers must have a process in 
place to recognise incidents that require a cross-system learning response.  

The organisation that identifies the incident is responsible for recognising the need to 
alert other providers, commissioners, and partner organisations via their respective risk 

management /governance teams. A lead organisation should be identified to coordinate 
the investigation, this should be agreed by all organisations involved.  
 

NHS Kernow quality team will facilitate discussion of which is the most appropriate 
organisation to take responsibility for co-ordinating the investigation process. Where no 

one provider organisation is best placed to assume responsibility for co-ordinating an 
investigation, the commissioner may lead this process (NHSE, 2015). If the incident 
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involves three or more organisations, NHS Kernow will consider coordinating the 
investigation process.  

 
The incident should be reported onto STEIS by the lead organisation until the LFPSE 

(learning from patient safety events system) is launched nationally. All providers are 
expected to respond and participate in joint serious incident and patient safety incident 
investigations when requested. Responses should be managed as locally as possible to 

facilitate the involvement of those affected by the incident and those responsible for 
delivery of the service where the incident occurred. However, where a PSII involving 

multiple providers and/or services across a care pathway is too complex or costly to be 
managed by a single provider NHS Kernow will support the co-ordination of a cross-
system PSII. 

  
NHS Kernow will seek the views of local system partners to ensure that learning 

responses are co-ordinated at the most appropriate level of the system. Where there is 
insufficient capacity and/or capability, providers should engage early with NHS Kernow 
who will support the co-ordination of a cross-system learning response.  

 
The NHS Kernow patient safety specialist will liaise with relevant providers (and other 

integrated care systems if appropriate) to agree how the patient safety incident 
investigation will be led and managed and how actions will be monitored.  
 

NHS Kernow will also ensure that providers have systems in place to support a co-
ordinated and measured, systems-based response to high profile or complex incidents 

such as mental health homicides (MHH) (appendix 2) which includes how to support the 
needs of those affected during the investigation. Provider organisations and NHS 
Kernow will work together to establish and undertake cross-system PSII’s. NHS 

England and NHS Improvement regional teams are available to provide support if 
challenges arise (see NHS England and NHS Improvement responsibilities appendix 1).  

 
7.1.5 PSII/ SI Interface with other types of review and/or investigation 
 

Certain types of incident trigger specific responses described in other legislation (e.g., 
where a person dies in prison or an incident that affects patients participating in a 

national screening programme). NHS Kernow is committed to contributing to and 
supporting system partners to engage in external PSII’s or investigations led by 
agencies such as the police, coroners, Health, and Safety Executive, HSIB (see 

appendix 2).  
 

NHS Kernow acknowledges that there are occasions where the PSIRF and SIF 
processes will coincide with other procedures, such as a domestic homicide review, 
mental health homicide, child rapid review or child safeguarding practice review, child 

death review or a safeguarding adult review (SAR), a safeguarding adult enquiry or 
another externally led investigation. In such circumstances, co-operation and 

collaborative working between partner agencies is essential for minimising duplication, 
uncertainty and/or confusion relating to the investigation process. Ideally, only one 
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investigation should be undertaken (by a team comprising representatives of relevant 
agencies) to meet the needs/requirements of all parties. However, in practice this can 

be difficult to achieve as investigations may have different aims/ purposes which may 
inhibit joint investigations. The undertaking of a parallel processes may also be required 

by law. Where this is the case NHS Kernow will make every effort to ensure duplication 
of effort is minimised. In such cases, a strategy discussion to agree how the interfaces 
between reviews will be managed. 

 
In the event of criminal proceeding, wherever possible, patient safety investigations and 

serious incident investigations should continue alongside criminal proceedings to 
maximise patient safety learning. Any immediate actions required to keep people safe 
should not be delayed if a delay would mean people experiencing significant and 

avoidable harm. It is important that any patient safety enquiries do not prejudice any 
investigations undertaken by agencies who have powers of prosecution. This includes 

but is not limited to the police, Care Quality Commission (CQC), Office for standards in 
education (Ofsted) and the medication and healthcare products regulation agency 
(MHRA). If there is a possibility that any agency may be undertaking a process of 

criminal investigation the CCG safeguarding team must be contacted for advice. A 
request must be sent any involved agencies to request a strategy meeting to coordinate 

all investigations. This meeting should clarify and agree which agency has primacy in 
relation to the investigation. It should also clarify if the patient safety investigation should 
be put on hold or continued and under what parameters. If a decision is made to 

suspend progress, arrangements to review this position must also be agreed. It is 
recognised that the timing of the reviews is not within the control of NHS organisations. 

However, the NHS has a duty of care to future patients and should therefore not unduly 
delay any necessary action pending the outcome of separate reviews. This principle 
should always be applied to any decisions regarding parallel processes The SI report 

may be utilised to form the basis of other reports. In these cases, a conversation needs 
to be had as soon as possible between the provider’s Head of governance, provider’s 

risk Manager, NHS Kernow lead safeguarding designate who is the head of nursing and 
patient safety specialist to ensure all parties are clear regarding terms of reference and 
the approach being taken. 

 

8. Management of Mental Health Homicide investigation 
(See appendix 3) 

 

Homicides committed by those in receipt of mental health care have devastating 
consequences for the family of the victim(s), patients and their families and a profound 
impact for all parties involved. These incidents are a defined nationally as a priority to 

be investigated as a PSII (see appendix 2). These incidents often require complex, 
multi-agency collaboration and engagement involving internal and external stakeholder 

across geographical and organisational boundaries. NHS Kernow will support the 
provider organisation, to engage external organisations and provide investigation 
support where required for example, terms of reference setting, multi-agency meeting. 
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If a mental health homicide investigation is considered by all stakeholders to be 
complex, then an external investigation maybe commissioned in consultation with the 

NHS England regional team. 
 

Following completion of any local PSII, the report will be shared with NHS England 
regional team who will consider if a further external investigation is needed. 
 

As with the PSIRF core values the victim’s family, the alleged perpetrator and their 
family will be offered the opportunity to participate in each stage of the investigation to 

inform system learning.  
 

8.1 Domestic homicide review 
 
Please see NHS Kernow Domestic Homicide review standard operating procedure  

 

9. Sharing and dissemination of learning across the 
system 

 

NHS Kernow have a responsibility to ensure that the insight and learning from patient 
safety incidents is shared and disseminated across the Cornwall system, to promote 
improvements in care and patient safety.  

 
Learning within the Cornwall system will be shared within, but not limited to the 
following: 

 

9.1 Cornwall system patient safety meeting  
 
This system wide meeting, open to those leading on patient safety in all Cornwall 

organisations, is chaired by the NHS Kernow patient safety specialist. A priority of the 
meeting is to enable the opportunity for system partners to come together to identify and 
share learning and good practice from patient safety incident investigations and 

reviews.  
 

NHS Kernow recognises that an essential part of improving how organisations learn 
from patient safety incidents is external review which this meeting will faci litate. External 
review is important to help improve quality and to reduce siloed approaches to learning 

that can embed unintentional bias. It can also act as a means for anticipating future 
problems by reflecting on systems in place and anticipating risks. The Cornwall systems 

patient safety meeting will facilitate external review of patient safety investigations (after 
an incident has been signed off by an organisation’s board or delegated executive lead). 
This will offer the opportunity for providers to review their own practice to ascertain 

‘could this happen here?’ 
 

The Cornwall systems patient safety meeting will provide a forum to enable 
identification of themes and trends, and the opportunity for anticipating future problems 
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or risks and to support actions to be taken in mitigation. This meeting will also deliver a 
platform to discuss the progression of multi -agency investigations, to provide support if 

required and to gain insight and shared learning across the system. Concerns regarding 
delivery of the PSIR plan will be raised at this meeting to enable the offer of cross 

system support. 
 
The meeting will also provide the opportunity to share investigation tools and 

approaches and to highlight what went well or areas for potential learning. 
 

9.2 Cornwall System learning events 
 
The Cornwall patient safety specialists (PSS) in conjunction with patient safety partners 

(PSP’s) are committed to introducing a biannual learning event which will bring together 
multi-disciplinary partners and colleagues from across Cornwall. This will be an 

inclusive forum to enable discussion and shared learning from patient safety incidents to 
be highlighted at system level. NHS Kernow will seek to identify and share areas of 
good practice in relation to patient safety incident response and investigations within 

this forum.  
 

More information is provided in the framework for involving patients in patient safety.  
 

10. Process for reporting patient PSII’s on STEIS 
 
Under the patient safety incident response framework, the STEIS reporting platform will 

change from a system enabling commissioners to monitor the process and progress 
relating to individual investigations, to a reporting and monitoring system for providers.  

 
• Under PSIRF commissioners should move to using STEIS to conduct a single, 

annual audit of progress against each local provider’s PSIRP. In line with these 

changes:  Reporting incidents previously defined as ‘Serious Incidents’ to STEIS 
will stop and providers will instead use STEIS to log and monitor all patient safety 

incidents identified as requiring a patient safety investigation (in line with national 
and locally identified priorities in their local PSIRPs. 

 

• Management and monitoring of individual investigations should be picked up 
immediately by providers 

 
The following standing operating procedures form part of this policy, defining the 
process undertaken by the quality team under the direction of the head of patient safety. 

These dictate the commissioning responsibilities for the organisations who must still 
implement the serious incident framework 2015 and do not have access to STEIS.  

 
The following list of SOPs is not exhaustive and will updated as and when required by 
the quality team (see appendices): 

 
1. Serious incident notification  
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2. Determining a provider without access to STEIS incident.  
3. Reviewing final reports - all providers. 

 

11. Serious Incident Framework for Primary care and 
organisations who are not early adopters of PSIRF 

 

Primary care and independent providers (who provide NHS care) Cornwall are required 
to comply with the Serious Incident Framework (2015), until additional PSIRF guidance 
is launched nationally. NHS Kernow, as a commissioner of these services, is 

accountable for quality assuring the robustness of serious incident (SI) investigations 
and the subsequent actions arising from lessons learnt. This involves gaining assurance 

from the provider organisation that incidents are properly identified and reported and 
then investigated to identify lessons learnt. Lessons should then be used to ensure that 
the risk of a similar incident happening again is minimised. It is a requirement of all 

registered organisations to report serious incidents to the Care Quality Commission 
(CQC). This process in no way replaces this requ irement. 

 

11.1 Serious incident definitions 
 
In broad terms, serious incidents are events in health care where the potential for 
learning is considered significant, or the consequences to patients, families and carers, 

staff or organisations are so significant, that they warrant using additional resources to 
mount a comprehensive response. Serious incidents can extend beyond incidents 
which affect patients directly and include incidents which may indirectly impact patient 

safety or an organisation’s ability to deliver ongoing healthcare. 
 

In accordance with the SI Framework (2015), there is no definitive list of 
events/incidents that constitute a serious incident and lists should not be created. Every 
incident must be considered on a case-by-case basis using the description below and 

reported to NHS Kernow:  
 

• Acts and/or omissions occurring as part of NHS-funded healthcare (including in 
the community) that result in: 

• Unexpected or avoidable death of one or more people. This includes suicide/self-
inflicted death and homicide by a person in receipt of mental health care within 
the recent past 

• Unexpected or avoidable injury to one or more people that has resulted in 
serious harm. 

• Unexpected or avoidable injury to one or more people that has requires further 
treatment by a healthcare professional to prevent death or serious harm. 

• Actual or alleged abuse; sexual abuse, physical or psychological ill -treatment, or 
acts of omission which constitute neglect, exploitation, financial or material 
abuse, discriminative and organisational abuse, self-neglect, domestic abuse, 

human trafficking, and modern-day slavery where healthcare did not take 
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appropriate action/intervention to safeguard against such abuse occurring or 
where abuse occurred during the provision of NHS-funded care. 

• An incident (or series of incidents) that prevents, or threatens to prevent, an 
organisation’s ability to continue to deliver an acceptable quality of healthcare 

services (full details are provided in the SI Framework). 

• Major loss of confidence in the service, including prolonged adverse media 

coverage or public concern about the quality of healthcare or an organisation.  

• A Never Event – all never events are defined as serious incidents. However, not 
all result in serious harm or death (refer to never event policy) 

 

11.2 Reporting of a serious incident to NHS Kernow 
 
All providers are required to report serious incidents on STEIS (Strategic Executive 
Information System) within two working days of the incident being identified. Once 

reported on STEIS an automated email providing unique identifier will be sent to 
Kernow CCG generic email inbox KCCG.SI@nhs.net and quality team leads by way of 

notification. 
   
This policy in no way interferes with existing lines of accountability and does not replace 

the duty to inform the police and/or other agencies/organisations where appropriate. A 
no harm or near miss event in relation to any of the above should also be recorded by 

NHS provider organisations and potential aggregated trends and clusters analysed 
using root cause analysis. Any emerging trends, which constitute a significant risk in 
any of the above categories, should be reported using this policy. 

 

11.3 Retraction of SI’s 
 
All incidents meeting the serious incident threshold must be investigated and reviewed 

according to the principles set out in the framework. If, after initial investigation, the 
provider organisation feel that it no longer meets the criteria, then a request should be 
submitted to KCCG.SI@nhs.net with justification and supporting documents (72 hour 

report (template appendix 2) for consideration by NHS Kernow quality team staff. If the 
request and rationale are considered appropriate, the incident will be downgraded, and 

a deletion request made to STEIS support staff for removal of incident from the system. 
 
The CCG may request that any ongoing investigation and learning is shared to inform 

any themes or trends.  
 

11.4 Serious incident reporting requirements 
 
The NHS England serious incident framework indicates that an initial update should be 

sent to the CCG within three working days of reporting the incident. This is to provide 
more detail to the CCG with regards to immediate action taken, Duty of Candour and 

Terms of Reference. 
 

mailto:KCCG.SI@nhs.net
mailto:KCCG.SI@nhs.net
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The investigation should be completed, and a final report and action plan submitted 
within 60 working days of the incident being reported. This report should be submitted to 

KCCG.SI@nhs.net with the STEIS number (for example 2020/****) in the subject. Action 
plans should be submitted with the final report with clear actions described, 

responsibilities and action deadlines set and plans to monitor and review including 
planned follow-up audits to gain assurance that the learning has been implemented and 
changes embedded into practice. 

 

11.5 Incident extension requests 
 
If there is a likelihood that the report will not be completed within the 60-day time frame, 
then an extension request can be submitted to NHS Kernow.  All requests for 

extensions must be made in writing via the generic serious incident inbox at least seven 
working days prior to the original date the final report was due. Extensions will be 

granted for justifiable circumstances such as inquest, safeguarding investigations, 
criminal proceedings, new information coming to light which requires further 
investigation, multi-organisation incidents, incidents of significant complexity, significant 

local or national NHS pressures (for example the covid pandemic) or similar. 
 

12. NHS Kernow patient safety training requirements 

2022/23 
 
NHS Kernow recognises that those involved in the review of patient safety incident and 
investigations and those providing an oversight function require specific knowledge and 

skills. This includes knowledge of systems thinking and system-based approaches to 
learning from patient safety incidents. NHS Kernow is committed to providing access for 

staff to appropriate, high quality training patient safety training. 
 
Those involved in the quality assurance of patient safety incident response (such as 

provider boards and executive leads) must have knowledge to constructively challenge 
the strength and feasibility of recommendations and safety actions to improve 

underlying system issues. They must be able to recognise when safety actions following 
patient safety incident response do not take a system-based approach, for example, 
inappropriately focusing on individual behaviours or not appreciating why an adaptation 

to the system was necessary with recommendations targeted at ‘retraining’ or additional 
policies and checks lists.  

 
Those in system oversight roles (such as provider board PSIRF lead(s), ICS PSIRF 
leads, CQC relationship managers and inspectors) must have knowledge of effective 

oversight and supporting processes including effective use of data for assurance and 
patient safety incident response system development. 

 
Staff in oversight roles must receive appropriate training to support the practical 
application of PSIRF oversight principles and standards. 

 

mailto:KCCG.SI@nhs.net
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12.1 Training procurement framework  
 

An NHS suppliers training framework has been developed to assist with identifying 
training suppliers for the following required PSIRF training courses:  

 

• Systems approach to learning from patient safety incidents  

• Involving those affected by patient safety incidents in the learning response 
process 

• Oversight of learning from patient safety incidents 

 

12.2 Patient Safety Syllabus 
 
As part of the NHS Patient Safety Strategy, work is underway to develop and deliver 

NHS-wide patient safety training. The National Patient Safety Syllabus was published 
by Health Education England in May 2021 covering five levels of training. Level 1 
(essentials for patient safety) and level 2 (access to practice) became available for all 

NHS staff via the eLearning for health platform in October 2021.  
Please see table 2 for a breakdown of training requirements. 

Levels 3-5 will be developed and released throughout 2022.  
 
12.2.1 Table 1. Training requirements for those in PSIRF oversight roles 

 

Topic Minimum duration Content 

Systems approach to 
learning from patient 

safety Incidents 

2 days/12 hours ● Introduction to complex 
systems, systems thinking and 

human factors. 
● Learning response methods: 
including interviewing, and asking 

questions, capturing work as done, 
data synthesis, report writing, 

debriefs and after-action reviews.  
● Safety action development, 
measurement, and monitoring 

Involving those affected 
by patient safety 
incidents in the learning 

process 

1 day/6 hours ● Duty of Candour 
● Just culture 
● Being open and apologising  

● Effective communication 
● Effective involvement 

● Sharing findings 
● Signposting and support 

Patient Safety Syllabus 
Level 1: Essentials for 

patient safety 

eLearning ● Listening to patients and 
raising concerns 

● The systems approach to 
safety, where instead of focusing on 

the performance of individual 
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members of staff, we try to improve 
the way we work 
● Avoiding inappropriate blame 

when things do not go well 
● Creating a just culture that 

prioritises safety and is open to 
learning about risk and safety 

Patient Safety Syllabus 

Level 2: Access to 
Practice 

eLearning ● Introduction to systems 

thinking and risk expertise 
● Human Factors 
● Safety culture 

Continuing professional 

development 

Minimum annual ● To stay up to date with best 

practice (through conferences, 
webinars etc) 

 

13. Implementation plans and monitoring effectiveness 
 

This policy will be introduced through a series of lunch and learn sessions, a link will be 
shared in the weekly bulletin and via e mail. Teams will be asked to share the policy in 
staff meetings. 

It will also form an integral part of the countywide patient safety meeting. 
 

Annual review and monitoring of provider organisation’s patient safety incident report 
plans will indicate the effectiveness of the policy at system level. 
 

14. Update and review  
 

The head of patient safety is responsible for ensuring that this policy reflects current 
national guidance. Due to national guidance currently being revised this policy will  
require revision by October 2022.  

 

15. Policies referred to in this document 
 
Incident management policy (2019) 

Data protection policy (2019) 
Information Governance policy (2019) 
Pseudonymisation policy (2019) 

PSIRF 
Adult safeguarding policy (2022) 

Safeguarding children policy (2022) 
Cornwall and Isles of Scilly Adult Safeguarding Board adult safeguarding policy  
Cornwall and Isles of Scilly Safeguarding Children Partnership procedures 

Never Events policy (2018) 
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Appendix 1: Overview of organisational responsibilities 
 
While denoted below the reporting ‘tree,’ all organisations will openly communicate. 
 

Executive Quality Committee 
 

Oversees the activity of regional teams to support effective response to patient safety 
incidents 
Provides strategic direction and leadership 

 

National Patient Safety Team 
 
Monitors effectiveness of framework 
 

Care Quality Commission 
 

Access the strength of an organisations systems and processes to prepare for and 
respond to patient safety incidents 

 

NHS England and NHS Improvement regional teams 
 

Support PSIRF ICB leads 
Support a learning system within NHS England and NHS Improvement 

Support co-ordination of cross-system response to patient safety incidents 
Identify incidents that may require centrally co-ordinated and independent PSII 
 

Integrated Care Boards 
 

Collaborate in the development of provider PSIR policies and PSIR plans 
Oversee effectiveness of system in place to respond to patient safety incidents 
Support co-ordination of cross-system PSII’s 

Share insights and information across organisations/services to improve safety 
 

Local maternity and neonatal systems 
 
Support improvements 

Facilitate peer review 
 

Providers of NHS-funded care 
 

Ensure organisation meets national patient safety incident response standards 
Ensure PSIRF is central to overarching governance arrangements 
Quality assures learning response outputs 
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Appendix 2: Priorities for PSII review 
 
1. Nationally defined priorities for external PSII review 

• Maternity and neonatal for HSIB led PSII 

• Mental health related homicides 

• Child deaths 

• Death of a person with a learning disability 

• Safeguarding 

• Incidents in screening programmes 

• Deaths of patients in custody, in prison or on probation where healthcare was/is 

NHS funded and delivered through an NHS contract. These are reviewed by the 
Prisons and Probation Ombudsman (PPO; see Appendix 6) who will work with 
NHS England and NHS Improvement to commission an independent clinical 

review of the healthcare received. 
 

2. Nationally defined priorities for local PSII review 
 

• Never events 

• Learning from deaths 

• Death of a person with mental illness in accordance with the Royal college of 

psychiatrists 

• Learning disability death where patient safety incident may have contributed 

• Suicide/self-harm of person in state care 

• Deaths of patients in custody, in prison or on probation where there is reason to 

believe problems in healthcare may have impacted 
 

3. Locally defined priorities for PSII review 
 

• Emergent incidents which justify a heightened level of response because the 

consequences for patients, families and carers, staff or organisations are so 
significant and the potential for learning is so great 

• Locally predefined incidents prioritised based on all the following criteria: • actual 
and potential impact of incident • likelihood of recurrence • potential for learning. 
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Appendix 3: Standard operating procedure Independent 
Mental Health homicide  
 
Number: 14 

 
Author(s): Maria Patterson and Nikki Thomas  

 
Date: September 2017 to March 2022 
 

Review date: March 2022 
 

 

Procedure overview 
 
The process for the investigation review of mental health homicides. All providers of 
NHS funded services are required to be open and transparent with families and patients 

when things go wrong with their healthcare. In April 2013 NHS England became 
responsible for commissioning independent investigations into homicides (sometimes 

referred to as mental health homicide reviews) that are committed by patients being 
treated for mental illness. The purpose of an independent investigation is to review 
thoroughly the care and treatment received by the patient so that the NHS can: 

 
Be clear about what, if anything, went wrong with the care of the patient 
Minimise the possibility of a reoccurrence of similar events 

Make recommendations for the delivery of health services in the future 
 

An independent investigation is carried out separately from any police, legal and 
Coroner’s proceedings. It is done by an independent, expert organisation, which is 
given access to all the information and reports about the individual patient’s care and 

treatment (within the usual patient confidentiality rules), and who can also request 
interviews with any NHS staff involved. 

 
Criteria for an independent investigation 
 

The criteria for an independent investigation to be carried out is: 
• As outlined in appendix 1, 3 and 4 in the NHS Serious Incident Framework 

• To investigate the care and treatment of patients and establish whether a 
homicide could have been prevented and if any lessons were learned for the future 
• Increase public confidence 

• Provide an assurance framework for those trusts providing specialist mental 
health services and a platform for demonstrating learning from action plans. 

 

Requirements 
 
Access to STEIS database 
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Access to NHS Kernow IRIS/quality team/serious incident register/reports and 
documents tile 

Access to NHS Kernow quality team shared drive 
 

Other (reference documentation) 
 
NHS England Serious incident reporting framework 

NHS England Patient safety incident response framework 
Contact list of relevant teams to be notified by incident type, location, or provider. 

 

Procedure 
 

Ensure the following steps are considered/actioned as appropriate. 
 

1. PSIRF investigation completed as per provider patient safety incident response plan.  
2. Completed investigation report shared with patient safety forum and IRLG 
3. If independent investigation commissioned, quality and pathways of care committee 

informed via quality report (part 2) 
4. Oversight and assurance of independent investigation process agreed with provider. 

Suggested quarterly reporting Lead for each independent investigation appointed and 
appropriate staff engaged e.g., safeguarding, commissioner  
5. Escalation route as per quality assurance and accountability framework - integrated 

assurance meeting.  
6. System partner in external oversight and assurance process as described by NHS 

England.  
7. Record action in IRIS. 
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Appendix 4: Standard operating procedure: Patient Safety 
Incident Notification (from Provider) 
 
Number: 1 

 
Author(s): Maria Patterson and Heather Anderson 

 
Date: September 2017 to March 2022 
 

Review date: September 2022 
 

Procedure overview 
 

To review the information provided and determine appropriate response, to record the 
incident and actions taken. 
 

Requirements 
 

Access to STEIS database 
Access to NHS Kernow IRIS database 
Contact list of relevant teams to be notified by incident type, location, or provider. 

Access to NHS Kernow quality team shared drive 
 

Other (reference documentation) 
 
NHS England serious incident framework 

NHS England patient safety incident response framework  
 

Procedure 
 
Team support assistant shall monitor, control, and maintain the generic serious 

incidents inbox 
 

1. Notification received into the serious incident’s inbox (displayed in link format) 
2. Open STEIS, select ‘search all incidents’ searching on incident ID number 

supplied in notification and open record. 

3. Sense check incident - concentrating specifically on Incident occurred and 
incident recorded dates, site of incident, duty of candour, plus anything which 

may be deemed missing or questionable (particularly if recorded as a Never 
Event).  

4. Are there any concerns that suggest people may be at ongoing risk of harm if so 

refer to quality manager discuss with safeguarding lead? 
5. Are there any concerns that suggest the police or other agencies may need to 

investigate- if so refer to quality manager discuss with safeguarding lead? 
6. If questionable, return to reporter with queries.  
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6. If correct, go to ‘correspondence history’ box entering disclaimer: <Days date> - 
NHS Kernow CCG: Incident noted by commissioners (your initials) 

7. Save and submit, to save record 
8. Save a pdf copy of STEIS record by right clicking ‘create record from the 

webpage’ and create and save in a folder under reporting provider by STEIS 
number on the shared drive at S:\SED\Pt Safety Incidents\1_ Serious Incidents - 
ALL PROVIDERS 

9. Return to inbox, move notification (link) by colour coded action to ‘Update to 
Sitrep’ folder in preparation for following days’ upload to IRIS. 
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Appendix 5: Standard operating procedure: Determining a 
patient safety incident from provider without access to STEIS 
 
Number: 2 

 
Author(s): Maria Patterson and Heather Anderson 

 
Date: September 2017 to March 2022 
 

Review date: September 2022 
 

 

Procedure overview 
 
To review the information provided and determine appropriate response 
Record the incident and actions taken 

 

Requirements 
 
Access to STEIS database 
Access to NHS Kernow IRIS database 

Contact list of relevant teams to be notified by incident type, location, or provider. 
Access to NHS Kernow quality team shared drive 

 

Other (reference documentation) 
 

NHS England Serious incidents framework 
NHS England Patient safety incident response framework 

NHS Kernow Providers without access to STEIS form 
NHS Kernow Patient safety incident notification (from provider) standard operating 
procedure 

NHS Kernow Data import from STEIS to IRIS standard operating procedure 
 

Procedure 
 
For incidents raised by providers without access to STEIS database. Patient safety 

team support assistant will process and respond to provider confirming identifier 
information as appropriate. 

 
1. Initial incident notification received into serious incident inbox from reporting 

organisation 

2. Patient safety team support assistant to sense check submission for accuracy 
before forwarding to relevant area quality manager for review and decision 

against patient safety incident response framework 
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3. Are there any concerns that suggest people may be at ongoing risk of harm if so 
refer to quality manager discuss with safeguarding lead? 

4.  Are there any concerns that suggest the police or other agencies may need to 
investigate- if so refer to quality manager discuss with safeguarding lead? 

5. Quality manager to email to patient safety team support assistant with decision 
outcome: - 

6. If no, a justification should be shared with reporting organisation. 

6.2 If yes, patient safety team support assistant to email ‘Providers without access to 
STEIS’ form to reporting organisation requesting completion and return via email. 

7. On receipt of completed form, patient safety team support assistant will access 
STEIS database using NHS Kernow login (UR11N) and password (blagrix678) 

8. Copy and paste information from form to STEIS and save 

9. Create file in appropriate provider folder and save STEIS record. 
10. Upon STEIS record notification email in inbox, select colour category ‘await 

update to sitrep’ in preparation for following day checking of successful upload of 
record to IRIS 

11. Email reporting organisation confirming unique STEIS number ID and expected 

(SIRI) completion date. 
 

 

Appendix 6: Impact assessment 
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1: Introduction 

The NHS needs to be able to plan for and respond to a wide range of emergencies and 
business continuity incidents that could affect health or patient safety. The Health and 

Care bill 2022 requires Integrated Care Boards (ICB) to fulfill the role of a category one 
responder in line with the requirements of the Civil Contingencies Act (CCA) 2004. 

Therefore, NHS Cornwall and the Isles of Scilly Integrated Care Board (ICB), as a 
Category one responder will be subject to a full set of civil protection duties.  
 

The aim of this policy is to provide structure and governance to Cornwall and the Isles of 
Scilly ICB and define its role in leading the integrated care system (ICS) EPRR functions, 
incident response, business continuity response and associated workstreams.  

The ICB will provide leadership in the coordination of system EPRR incident response 
ensuring that the system acts in accordance with the CCA, the Health & Social Care Act 

and the Department of Health national policy and guidance by undertaking the duties listed 
below, the ICB will lead and coordinate the health response to level 1 and 2 incidents 
within the footprint of the ICS. 
 

• Clearly define Board level responsibilities, lines of accountability throughout the 
organisations that comprise the ICS and fulfil their requirements under the levels of 

delegated responsibility from NHS England (NHSE) to the ICB. 

• Ensure that system level incident response plans and business continuity plans have 

been established and are well communicated. 

• Ensure that the plans address the consequences of all situations that might feasibly 

occur. 

• Lead the system recovery process for the ICS and ensure that plans involve robust 
arrangements for the operational recovery from all such incidents 

• Ensure that all key stakeholders are consulted and collaborated with concerning their 
role in the plan that they understand those responsibilities and ensure that the plans 

are tested and are regularly reviewed. 

• Ensure that funding and resources are available to respond effectively to incidents. 

• Ensure that the ICB has access to up-to-date guidance relating to EPRR and the 
appropriate level of resource to support delivery of the EPRR function. 

• Ensure that staff receive emergency preparedness training that is commensurate with 

their role and responsibilities, including enhanced director on call training for staff 
recognising the change from a category 2 to category 1 responder role. 

• Ensure that indicators demonstrating emergency preparedness and/or early warning of 
risk are used within escalation processes, contracts, and service specifications. 

• Ensure that the whole system is monitored and audited regularly against EPRR core 
standards (2015) and the necessary assurances are provided to NHSE. 

 
This document should be read in conjunction with the ICB system incident response and 
business continuity plans, provider level plans, other EPRR related guidance and plans, 

which detail the operational response to be implemented by the ICB to any incident. 
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2:  Purpose and scope 
 

The ICB will be responsible for planning for, responding to and leading recovery from 
incidents to ensure the NHS and partner organisations are joined up at times of greatest 

need. The ICB will be responsible for the co-ordination of level 1 and 2 incidents within its 
area of operations. The ICB will provide support to NHSE in the response to level 3 and 4 
incidents, as defined below: 

 

Level 1  An incident that can be responded to and managed by a local health 
provider organisation within their respective business as usual capabilities 

and business continuity plans in liaison with local commissioners.  

Level 2  An incident that requires the response of a number of health providers 

within a defined health economy and will require NHS coordination by the 

local commissioner(s) in liaison with the NHS England local office.  

Level 3  An incident that requires the response of a number of health organisations 

across geographical areas within a NHS England region.  

NHS England to coordinate the NHS response in collaboration with local 

commissioners at the tactical level.  

Level 4  An incident that requires NHS England National Command and Control to 

support the NHS response.  

NHS England to coordinate the NHS response in collaboration with local 

commissioners at the tactical level.  

 

 

For Level 1 & Level 2 Incidents – area management 

The ICB Accountable Emergency Officer (AEO) will be responsible for support to the Local 

Resilience Forum (LRF) Strategic Coordination Group (SCG). Where more than one ICB is 
within an LRF Boundary, then one ICB AEO will need to take primacy for the health 

response, most likely based on geography (i.e., a major incident in Cornwall, health will be 
led by the Cornwall AEO at the Devon Cornwall Isles of Scilly (DCIOS) LRF, with Devon 

ICB AEO in a supportive role) 

Regional NHSE EPRR and on call will support the relevant ICB at the Strategic 

Coordination Group (SCG). 

For Level 3 & Level 4 Incidents  

(NHSE) Regional EPRR, on call and regional incident control centre (ICC) will have 
primacy in the management of the incident, supported by relevant ICB AEO, EPRR and on 

call staff 
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NB – The Regional NHSE organisation retain their category one responder status 

and therefore have statutory obligations to deliver at the SCG. 

 

3: Statutory requirements and the EPRR framework 
 

The newly formed ICB is defined in the Health and Care bill 2022 as Category one 
responder and is also expected to be later defined as such under the Civil Contingencies 

Act 2004 (CCA). Therefore, it will be required under the CCA to: 
 

• assess the risk of emergencies occurring and use this to inform contingency 

planning. 
• put in place emergency plans. 

• put in place business continuity management arrangements. 
• put in place arrangements to make information available to the public about civil 

protection matters and maintain arrangements to warn, inform and advise the public 

in the event of an emergency. 
• share information with other local responders to enhance co-ordination. 

• co-operate with other local responders to enhance co-ordination and efficiency. 
 

The core standards to be maintained by the ICB are currently defined as those for clinical 

commissioning groups (CCGs) in the document “NHS England Core Standards for 
Emergency Preparedness, Resilience and Response”. However, in 2022 we expect the 
core standards to be updated to reflect the change of category, current expectations are 

listed below: 
 

General matters: 
NHS organisations and providers of NHS funded care must:  

• nominate a director level accountable emergency officer who will be responsible for 

EPRR; and  

• contribute to area planning for EPRR through local health resilience partnerships 

(LHRPs) and other relevant groups.  
 

EPRR: 
NHS organisations and providers of NHS funded care must:  

• have suitable, proportionate and up to date plans which set out how they plan for, 

respond to, and recover from emergency and business continuity incidents as 
identified in national and community risk registers. 

• exercise these plans through:  
o communications exercise every six months.  

o desktop exercise once a year. 
o major live exercise every three years.  

• have appropriately trained, competent staff and suitable facilities available round 

the clock to effectively manage an emergency and business continuity incident; and  

• share their resources as required to respond to an emergency or business 

continuity incident.  
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Business Continuity: 
NHS organisations and providers of NHS funded care must have suitable, proportionate 

and up to date plans which set out how they will maintain prioritised activities when faced 
with disruption from identified local risks, for example, severe weather, IT failure, an 

infectious disease, a fuel shortage, or industrial action.  
 
This planning should be aligned to current nationally recognised business continuity 

standards.  
 

This policy document seeks to explain how the ICB will respond to the requirements of 
these core standards through planning, training, and exercising, and the embedding of 
EPRR principles in daily operations within the ICB. 

 

3.1 Other legislation and policies 
 
Legislation  

• NHS Act 2006, Sections 252A & 253 (as amended by the Health & Social 
Care Act 2012). 

• NHS Constitution 

• Civil Contingencies Act 2004. 

• Health and Social Care Act 2012. 

• Health and Safety at Work Act 1974 
 

Policy 

• NHS England EPRR Framework 2015. 

• NHS England Business Continuity Management Framework (Service 
Resilience) 2013. 

• NHS England and NHS Improvement annual Core Standards for EPRR 
(2019 

 
References and underpinning materials 
 

• The Civil Contingencies Act 2004 

• The Health and Social Care Act 2012 

• NHS standard contract 

• NHS England EPRR documents and supporting materials 

• NHS England Emergency Preparedness Resilience and Response 
Framework 2015 

• BSI PAS 2015 – Framework for Health Services Resilience 

• ISO 22301 Societal Security - Business Continuity Management Systems 
Requirements 

• NHS Constitution 
 

 

4: Definitions and responsibilities 
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In the context of EPRR the following definitions apply, and are provided as part of this 
policy document to provide the user of the ICB’s EPRR plans with clarity on their meaning: 

 

Term Definition 

Emergency 

Preparedness 

The extent to which plans, arrangements and instructions enable 
prompt action to be taken to respond to and recover from incidents 

and relevant emergencies. 

Resilience Ability of the community, services, area, or infrastructure to detect, 
prevent and, if necessary, to withstand, handle and recover from 

disruptive challenges. 

Response Decisions, plans, arrangements, instructions, and actions taken in 

accordance with the strategy and tactical and operational 

objectives defined by emergency responders. 

Emergency An emergency relevant to the ICB is one causing serious damage 
(harm, injury, or illness) to human welfare or serious damage to 

the security of the UK. 

Incident For the NHS, incidents are classed as either:  

• Business Continuity Incident  

• Critical Incident  

• Major Incident  

Each will impact upon service delivery within the NHS, may 
undermine public confidence and require contingency plans to be 

implemented. NHS organisations should be confident of the 
severity of any incident that may warrant a major incident 
declaration, if a critical incident has not been raised previously 

through the appropriate local escalation procedure. 

Business Continuity 

Incident 

An event or occurrence that disrupts, or might disrupt, an 
organisation’s normal service delivery, below acceptable 
predefined levels, where special arrangements are required to be 

implemented until services can return to an acceptable level.  

Critical Incident Any localised incident where the level of disruption results in 

temporary or permanent loss of ability to deliver critical services, 
patients may have been harmed or the environment is not safe, 
requiring special measures and support from other agencies to 

restore normal operating functions. 

Major Incident Any occurrence that presents serious threat to the health of the 
community or causes such numbers or types of casualties, as to 

require special arrangements to be implemented. 
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Local Health 
Resilience 

Partnership 

The Strategic Planning Group made up of Accountable 
Emergency Officers with responsibility for Emergency 

Preparedness, Resilience and Response. For the ICS this is a 

peninsular wide partnership. 

System incident 
response plan 
(SIRP) 

The overarching incident response plan for the ICB to manage 

system level incidents 

 

5 Major incident and critical incident response 

The ICB as a category one responder will coordinate the ICS response to any declared 
level 1 or 2 major or critical incident. The system incident response plan (SIRP) will cover 

the details of the response, accountability and roles are outlined below. The ICB will 
convene a virtual incident control centre using Microsoft teams in the event of a declared 

incident that requires invocation of ICB and/or ICS command and control. 

5.1 ICB – director on call.  

Will be the 1st point of contact for NHS E/I and the Local Resilience Forum (LRF) when 

alerting the system to a declared incident. The ICB director on call will follow their action 
card in the SIRP to notify the system and coordinate the response as appropriate. Specific 

duties (not exhaustive) are listed below: 

• Ensure the system is notified of the incident as appropriate. 

• Be a point of contact for NHS E/I and the LRF. 

• Coordinate the system response to level 1 and 2 incidents working collaboratively 

with NHS Devon ICB where required for cross border facilitation of response. 

• Attend the strategic coordination group (SCG) or tactical coordination group (TCG) 

or delegate responsibility, as required. 

• Ensure the NHSE situation report (SitRep) is completed according to the ’battle 

rhythm’ agreed. 

• Ensure communication strategy is agreed with the ICB communications lead, 
signed off by NHSE communication team and is aligned as appropriate to other 

category one responder’s communication strategies for the incident as appropriate. 

 

5.2 ICS directors on call 

• Providers will ensure that their organisation is covered by a system of on call 
response and that they have the required-on call notification system to receive and 

act on system incident notification from the ICB. 

• Providers may also receive direct notification of major incident declared by South 

Western Ambulance Service NHS Foundation Trust (SWASFT). On receipt of this 
notification and invocation of their Major incident plan they will notify the ICB 
director on call. 

• Providers may declare a critical incident for their own organisation . As part of their 
on-call process they must urgently inform the ICB director on call who will 

coordinate the system response as appropriate and will inform NHSE regional team 
if support is required outside of the ICS. 
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• Communication strategy will be shared with the ICB to ensure messaging is aligned 
to the ICS response structures. 

 

6.0 Business continuity within the ICB 

The requirements for Business Continuity Management (BCM) are set out in ISO 22301. 

The ICB’s business continuity arrangements are broadly aligned to these requirements 
and include plans for recovery of and restoration of critical services. Provider organisations 
within the ICS are also expected to have robust business continuity plans in-situ aligned to 

ISO22301. 
 

ISO 22301 defines business continuity as “the capability of the organisation to continue 
delivery of products or services at acceptable predefined levels following a disruptive 
incident”. 

 
ISO 22301 applies the “Plan-Do-Check-Act” (PDCA) model to establishing, maintaining, 

and improving the effectiveness of a BCM System.  
 
For the purpose of the ICB business continuity management system, the following 

definitions have been taken from ISO-22301 to mean; 

6.1 Business continuity terminology 

Business Continuity Management System (BCMS) 
‘A holistic management process that identifies potential threats to an organisation and the 
impacts to business operations that those threats, if realised, might cause, and which 

provides a framework for building organisational resilience with the capability for an 
effective response that safeguards the interests of its key stakeholders, reputation, brand, 

and value-creating assets’ 
 
Business Impact Analysis (BIA) 

‘The process of analysing activities and the effect that a business disruption may have 
upon them’ 
 

Prioritised Activities 
‘Those activities to which priority must be given following an incident in order to mitigate 

impacts’ 

Products and Services 
‘The beneficial outcomes provided by an organisation to its customers, recipients and 

interested parties, e.g., manufactured items’ 

Maximum Tolerable Period of Disruption (MTPOD) 
‘The time it would take for adverse impacts, which might arise as a result of not providing a 

product/service or performing an activity, to become unacceptable’  

Minimum Business Continuity Objective (MBCO) 

‘The minimum level of services and/or products that is acceptable to the organisation to 

achieve its business objectives during a disruption’ 
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Recovery Time Objective (RTO) 
‘The period of time following an incident within which: 

o Product or service must be resumed; or  
o Activity must be resumed; or 

o Resources must be recovered. 
 
The Recovery Time Objective must be less than the Maximum Tolerable Period of 

Disruption’ 

Incident identification 
An incident or set of circumstances which might present a risk to the continuity of a service 

might be identified by any member of staff. 

7. Accountability and responsibilities 

 

7.1 Governance arrangements 

In accordance with the NHSE EPRR core standards, the ICB and provider organisations 

within the ICS are required to appoint an Accountable Emergency Officer (AEO) at Director 
level and are required to identify a non-executive director to support the AEO in their work. 
For CIOS ICB, the AEO role is fulfilled by the chief nursing officer and by the chief 

operating officers of the provider organisations. The supporting non-executive director 
is/are identified by each organisation ’s Board. 

 

The prime committees which hold responsibility for oversight of EPRR matters within their 
terms of reference are. 

• For the ICB is the Quality and Patient Pathway Committee 

• For Royal Cornwall Hospitals NHS Trust is the EPRR Committee reporting to the 
Quality Assurance Committee 

• For Cornwall Partnership Foundation Trust is the Health and Safety committee 

• For Kernow Health CIC is within the Business Continuity and Resilience Committee 
quarterly meetings 

 

7.2 ICB workplan 

The ICB EPRR workplan will include system governance requirements and will be jointly 

developed within the ICS working collaboratively with providers to develop an ICS 
workplan to incorporate annual training, exercising, on call staff training at a system level 

and other matters to provide assurance to NHSE regional EPRR team that the ICB and 

ICS have plans in place to meet their statutory obligations and will include the following  

• Local, national risks. 

• Learning requirements identified from incidents and exercises. 

• Mandatory training including CBRN/HazMat. 

• On call training. 

• Exercising. 
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• Key plan review and development. 

• Working with key partners. 

 

Organisational EPRR leads will also manage their internal EPRR workplans which reflect 
the individual organisations needs, e.g., CBRN/HazMat, local EPRR training and specific 

workstreams developed from lessons identified in incidents and training. 

As a minimum, the AEO’s will report no less than annually to the ICB and provider 
committees on EPRR activity in the year, and to their respective governing bodies on the 

progress made against the EPRR assurance framework. Reports on response to incidents 
and disruptions will be submitted as they occur with identified learning points included in 

the workplan as appropriate. 

 

8.0 staff responsibilities 

 

8.1 Chief executive designate (CED) 

Overall responsibility for EPRR sits with the CED who delegates the function to the chief 

nursing officer who fulfills the role of accountable emergency officer. 

8.2 The accountable emergency officer (AEO) 

The accountable officer is ultimately responsible for ensuring that the ICS has adequate 
plans in place for management of major incidents and business continuity disruption. Day-

to-day management of the providers procedures will be delegated to the ICB AEO and 
provider AEO’s (Chief Operating Officers) 

 

The ICB Chief nursing officer is the AEO and is responsible for the strategic 
implementation of system incident planning. On a day-to-day basis this is delegated to the 

head of EPRR supported by the EPRR manager who will ensure that the ICB and ICS                                                                                                                                                       
adhere to EPRR core standards.  

The provider AEO’s are responsible for the implementation of their organisations local 

incident response arrangements which will be delivered under the umbrella of the ICS 
strategic incident response plan (SIRP). The ICB AEO will represent the ICS on the LHRP, 
or delegate to the head of EPRR as appropriate.  

 

Specific responsibilities include: 

• Ensuring that the ICB jointly plans across the ICS with acute trusts, community 

providers, ambulance services, NHSE regional teams and local authorities (and other 
category one and two responders as required).  

• Attending or sending a representative to the LHRP and Local Resilience Forum. 

• Developing and continuously monitoring the emergency plans. 

• Ensuring that staff are appropriately trained and have the necessary skills to respond 
to an incident notification at a category one responder level. 

• Providing regular updates and annual reports to the Board via designated ICB 

committee and agreed governance procedures.  

• Lead the resilience elements of the ICB Risk Register. 
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• Overseeing the audit and fit for purpose requirements for both emergency planning 
and business continuity. 

 

 8.3 Head of 

EPRR                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                 

This role is responsible to the ICB AEO, for ensuring that, 

• The ICB has appropriate, regularly reviewed plans in place at ICB, ICS level, and at 
ICB internal departmental level. 

• The ICB is appropriately represented at the Local Resilience Forums and NHSE 
EPRR regional meetings. 

• ICB staff are suitably trained and understand their roles and obligations as a category 

one responder in the event of an incident requiring an EPRR response. 

• Appropriate relationships are maintained with the NHSEI EPRR regional team, and as 

part of the wider ICS emergency planning network. 

• Primary care networks (PCNs) are supported in meeting their business continuity 

obligations. 
 

8.4 EPRR manager  

The role is responsible to the head of EPRR for ensuring that EPRR policies, plans and 

procedures are maintained. The role will deputise for the head of EPRR if required. The 
post holder will on an ongoing basis collate evidence for and support the preparation, 

delivery, and coordination of the annual EPRR assurance process (NHS EPRR Core 
standards). The post holder will assist in delivery of the ICB’s training and exercising 

program working collaboratively with other category one responders and key stakeholders. 

8.5 EPRR administrator 

The role is responsible to the head of EPRR for ensuring that the EPRR inbox which is the 

single point of contact for the ICB incident management is maintained, including all returns 
to NHSE are submitted on time and key information/national guidance is disseminated to 
the system. The role also includes providing administrative support to the EPRR and 

clinical governance team. 

8.6 Senior managers and heads of service 

Working in association with the ICB EPRR team and with EPRR teams at ICS provider 

level, senior managers and heads of service should: 

• Ensure that where necessary, relevant department level plans, business impact 

analyses and training requirements are completed and maintained. 

• Support the management team in the response to emergency and business continuity 
incidents.  

• Ensure that staff attend training and complete follow up actions relevant to their role. 

 

8.7 Loggists 

The loggist role is recognised in national policy as being necessary to ensure decisions 
made by the incident directors and the rationale for those decisions made during 
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emergency incident responses are recorded in an incident logbook.  

Loggists will be trained to enable on-call staff to be supported by them in the fulfilment of 
their duties, and a list of loggists maintained by the EPRR team will be accessible within 

the on-call rota. On-call directors will be briefed on the role of the loggist in order to 

understand their importance to them and how best to work with them 

8.8 On call directors within the ICB 

The on-call directors within the ICB are the first point of contact for any incident notification 
from the NHSE regional on call team and hold organisational executive level responsibility 

for coordinating system level response to incidents occurring outside of office hours. The 
detail of the structure and governance on call processed are covered in detail in the on-call 
policy, the primary requirements are listed below. 

 
The on-call system will comprise a single tier director on-call rota. On-call directors will 

participate in an on-call rota that allocates them to duty periods that are primarily a period 
of seven days, starting at 09:00 hours on a Monday and finishing at 09:00 hours the 
following Monday. The on-call period is 24/7 duty. On-call directors will be activated via a 

single point of contact telephone number which will enable partners and staff to contact 
whoever is on-call at the time they dial the number. This will be via Bodmin switchboard. 
On-call staff will be supported by an on-call pack prepared and maintained by the EPRR 
team further enhanced with the on-call pack being available virtually through Microsoft 
teams. On-call staff may swap duty periods by finding another rota participant to cover 

their duty period and then notifying the EPRR team of the change; the EPRR team will 

then amend the on-call rota and inform Bodmin switchboard. 

8.9 All employees 

All employees are required to: 

• Familiarise themselves with and adhere to system and local EPRR policies, 
procedures and plans designed to minimise the impact of disruption to service 

provision.   

• Be aware of their local arrangements for business continuity and emergency 
response, including the alternatives which are available to their systems of work and 

working practices and which of these alternatives provides them with a suitable 
contingency for the local incidents and emergencies that they may reasonably 

anticipate.  

• Cooperate and participate in the implementation of EPRR activities and take part in 
appropriate, related training and exercising. 

 

9.0 Governance 

 

9.1 ICB board 

The ICB board is expected to: 

• Receive assurance from the Quality and pathways committee on contingency 
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planning. 

• Receive a report on the NHSE annual assurance outcome for the ICS, which they 

are required to formally acknowledge and accept, approving any related action 

plans where issues have been identified. 

9.2 Quality and pathways committee  

The quality and pathways committee is recognised within its terms of reference as the 

Governing Body prime committee with responsibility for EPRR matters, and are expected 

to: 

• Provide assurance to the Governing Body that the ICB has adequate plans and 

procedures in place to address emergencies and disruption in business of the ICB. 

• Review and recommend the annual NHSE self-assessment as part of the annual 

assurance process to the ICB board. 

• Ensure all relevant programmes are sighted on emergency planning policies and 

procedures of the ICB. 

• Obtain assurance that the ICB is meeting its obligations on obtaining assurance in 

relation to third party supplier contracts and primary care network business 

continuity plans. 

 

10 Participation in health and multi-agency EPRR structures       

  

10.1 Local resilience forum (LRF) 

The Local Resilience Forum (DCIOS LRF) is a statutory process for the integration of 
emergency preparedness in the local area, to the benefit of the community. The LRF has 

an Executive meeting element (the Chief Officers Group (COG)) and an emergency 

planning practitioner element (the monthly on thursday (MoT) meeting). 

The NHS is currently formally represented at the LRF COG by NHSE and the ICB CED. 
The ICB EPRR team attends the monthly MoT meetings, on behalf of system partners in 

Cornwall. All emergency responding organisations listed as Category one or two in the 
Civil Contingencies Act 2004 are invited to participate in the LRF MoT meetings . Pre event 
assessment teleconference (PEAT) calls will be convened by the LRF to alert the ICB to a 

live or potential incident, these will be attended by the head of EPRR or EPRR manager in 

hours and the director on call out of hours 

 

10.2 Engagement with health partners 

The ICB acknowledges that one of the underpinning principles of good EPRR practice is 

positive engagement based on mutual trust and understanding to facilitate information 
sharing. The ICB recognises the benefits and requirement of mutual trust and co-operation 
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throughout the system to ensure an efficient response to any incident. Critical to this 
relationship building is maintaining good relationships with  system colleagues including 

other category one responders, partner NHS organisations, NHSE, service providers, the 
local authority, and other members of the Local Resilience Forum. 

 

To support this engagement, the ICB will ensure it has representation as far as is 

reasonably possible at any Local Resilience Forum meetings, NHSE EPRR meetings etc. 
 

10.3 Local Health Resilience Partnership (LHRP) 

The ICB AEO’s for Cornwall & Isles of Scilly and NHS Devon ICB will take over the joint 

chairmanship of the DCIOS LHRP from July 2022. Secretariat will be jointly covered by the 
EPRR leads for both ICB’s. NHSE will become an attendee to the LHRP meeting, the new 

terms of reference for the group are to be agreed. 
 

10.4 Devon, Cornwall and Isles of Scilly (DCIoS) Business Management Group 

(BMG) 

The Business Management Group is the EPRR operational level group with the     

responsibility for implementing the strategic direction of the LHRP.   
It is an EPRR practitioner group, chaired by an NHSE EPRR Manager, whose purpose is 

to implement the strategic directions provided by the LHRP. The ICB will be represented at 
BMG by the head of EPRR. 
 

10.5 Monthly provider meetings 

The ICB EPRR team will chair and provide secretariat for the monthly provider meeting. 

Terms of reference will include standard agenda items. 

• To develop a continuous assurance framework with providers, reviewing key 
arrangements on a rolling monthly basis 

• Development of system level plans, training and exercising will be standard agenda 
items  

• To review incidents and share key learning, build any key training requirements, or 
plan reviews into the system workplan 

• Horizon scan for potential system risks and plan accordingly 

• To provide a joint training and exercising capability, sharing EPRR leads knowledge 
and expertise to deliver training sessions 

• To share any key developments in EPRR 

• To identify and mitigate where possible any EPRR risks and escalate when 

appropriate  
 

11.0 Documenting plans 

The ICB EPRR team are responsible for the system level incident response plan (SIRP) to 

fulfill is expected obligations as a Category 1 responder and to deliver the delegated function of 

system level 1 and 2 incident responses devolved from NHSE. 

The ICB business continuity plan will detail the response to an incident affecting the function of 
the ICB. Provider organisations within the ICS will also hold organisational business continuity 

plans to ensure resilience of their own organisational functions which in turn supports overall 
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system resilience. 

Service catagorisation in the ICB BCP will be assessed as below. 

Critical Activities which must be resumed within 12 - 72 hours 

Essential Activities which could be scaled down if necessary but should be 
resumed within 1 week 

Necessary Activities which could be suspended if necessary for up to 2 weeks 

Desirable Activities which could be suspended if necessary for up to 1 month  

 

The ICB BCP will also cover 

• Severe Weather. 

• Fuel disruption. 

 

11.1 Standalone plans. 

• Pandemic Influenza. 
 

11.2 System incident response plan and business continuity plan 

This system level incident response plan may be supplemented by additional provider incident 

specific plans but will include the following key elements: 

Key Functions of the ICB and the ICS which would need to continue in case of a major, 
critical, or business continuity incident. These are the functions the plan is based around 

and therefore must be all inclusive and classed according to the categories above. 

Priority of Functions to ensure the most critical functions are brought online first, and 
acceptable recovery times mandated. 

 

People:  

• Roles and responsibilities, including delegation of response at system level during 

the incident, will be defined by the SIRP and ICB business continuity plans (BCP).  

• The SIRP will include a clear communication plan, covering both internal 
communications to ensure information and direction is cascaded all key 

stakeholders, including staff and governing body members, and processes to 
communicate with partner organisations and the wider population as required. Out of 

hours communications if required would be issued with agreement from NHSE 
communication on call teams 

• The SIRP will list the officers of the ICB who can declare a business continuity or 

critical incident where business continuity is disrupted or at risk of disruption. 

• The SIRP will list the key roles and responsibilities for the ICB in responding to a 

major incident. The plan will be supported by organisational level major incident 
plans which detail the response at an operational level. 
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• The BCP will identify team cover arrangements, recognising if certain staff members 
may have a specific knowledge or fields of expertise which need special mitigation 

when it’s no longer available.  

• The provision of patient care, access to services, communication with staff, patients, 

public and the health and safety of the workforce should be of paramount 
importance in the activation of the SIRP. 

 

Premises 

• Any parts of the ICB BCP relating to the ICB premises will be developed in conjunction 

with the relevant local landlord, in case the building becomes inaccessible following a 
business continuity or other incident and the plan will cover contingency arrangements 

for each site. 

• Provider business continuity plans will detail their own organisational premises 

requirements in the event of loss of premises or denial of access. 

• Alternative working arrangements may be team specific, e.g., work from home / 
alternative location and apply to both building and work area disruptions. 

• Access to I.T servers and key I.T equipment will be covered by the Royal Cornwall 
Hospital Trust (RCHT) ICT Disaster Recovery Plan. 

 

ICT processes will be included in the RCHT IT disaster recovery plan 

Business continuity considerations, including 

• How to identify and escalate a business continuity issue both locally and at system 
level. 

• Identification and prioritisation of key departments, people, and process in all 
organisations. 

• Key stakeholder analysis. 

• Completion of a Business Impact Assessment (BIA) establishing Recovery Time 
Objective (RTO), Minimum Business Continuity Objective (MBCO), and the 

Maximum Tolerable Period of Disruption (MTPOD). 
 

11.3 Regional plans 

The ICB SIRP and/or BCP will link to regional plans 

• Mass Casualty (Regional Mass Casualty Plan) 

 

 

12 Debriefing 

Post incident actions such as hot and cold debriefs will be completed, using an after-action 
review process, and review of logs. The plan must ensure provision of post-incident 

reviews is highlighted as an essential part of the incident management process. Learning 
identified must be shared at an ICS level and embedded throughout the system shared 

with other ICS’s and NHSE as appropriate. 
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13. Planning and review 

ICB and ICS plans will be reviewed as a minimum on a bi-annual basis, or when new 

guidance is issued by NHS England.  
 
Following the annual assurance process, any lessons or actions identified will be 

incorporated into future system and organisational plans. 

 

14. Risk management 

The risk management framework adopted by the ICB will be used to identify, record, and 

manage all risks relating to EPRR and business continuity for the ICB to ensure relevant 
managers, executives and the governing body have full sight of all EPRR and business 
continuity risks. Providers in the system will adhere to their internal risk management 

processes and risks should also be reviewed for their impact on  the system.  
 

Risk assessment will take into consideration the assessment of risks undertaken by the 
Local Resilience Forum (LRF) and published in the Community Risk Register (CRR); it will 
also take into consideration any risk assessment undertaken by the Local Health 

Resilience Partnership (LHRP) and any high rated risks on the national risk register. 
 

New risks identified will also be discussed at the monthly provider meeting chaired by the 
ICB EPRR team and added to the ICB and/or provider risk registers, if required. 
 

The National Risk Register, produced by the Cabinet Office, provides a national picture of 
the risks the UK faces. DCIOS LRF will assess the hazards and risks presented across the 

peninsular, which will be collated onto a local risk register which is maintained by the 
appropriate local authority. Through membership of the LRF, the ICB and ICS providers 
will be able to influence and have input to this local risk register. 

 
Based on the outcomes of the risk assessment and impact assessment the ICB will 

explore the options that exist to minimise the level of risk faced by the organisation.  
 
Strategies will be devised for all risks identified from very high to low scores, based on the 

following proposed framework:  

• Mitigation: identifying strategies, activities, modifications, or controls aimed at 

reducing the risk  

• Acceptance: ensuring the risk is owned at the appropriate level (normally director 

level) within the organisation 

• Transferring: changing the process, ceasing the practice, outsourcing the service, 
or transferring the risk 

• Eliminating: if possible, removing the cause, avoiding the risk or introduce 
preventative measures  

• Recovery: developing and testing recovery plans to deal with any threats and 
hazards identified. For significant risks (rated High or Extreme) this will involve 

developing specific contingency plans, if appropriate, as part of the corporate 
business continuity plan. Other risks (rated Medium or Low) will be managed at 
directorate level as part of directorate business continuity plans 
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14. Training and exercising 

The ICB acknowledges its obligations to meet, as a minimum, the core standards for 
training and exercising specified by NHS England, the ICB expects providers to also meet 

the same obligations as listed in section 3. 

This will be achieved through internal exercise planning and delivery, and collaborative 
working with local providers and NHS England to attend third party training and exercising 

opportunities. Internal exercising will be included in the ICB annual EPRR work plan 
working collaboratively with ICS colleagues to take advantage of joint training and 

exercising opportunities wherever possible. 

Training unique to role – for example, directors on call and decision loggists – will be 

arranged as required, ensuring those moving to a category one responder role in the ICB 
are fully conversant with their responsibilities. This will include annual mandatory refresher 

training for directors on call. 

15. Annual EPRR Assurance 

15.1. Each year, NHSE require that all NHS organisations are assured against the core 

standards for EPRR. 

The responsibility for undertaking the assurance of Cornwall and Isles of Scilly NHS 

providers lies with the ICB and will be carried out by the EPRR team under the oversight of 
NHSE. The ratings against the core standards for providers will be presented at the NHSE 

ICB assurance meeting. 

The ICB will continue to be assured against the core standards by NHSE 

Following the assurance of the ICB and all Cornwall and Isles of Scilly NHS providers, the 

EPRR team will provide the ICB board with a written report on the state of Cornwall and 

the Isles of Scilly Integrated Care System NHS providers’ emergency preparedness. 

The ICB will provide a written submission to the LHRP, presented by the ICB AEO, on the 

EPRR Assurance outcomes for Cornwall and the Isles of Scilly ICB and the ICS.  

16.0 Communications 

The ICB will ensure that this policy and relevant plans are available to all staff via its 
intranet site. To support resilience, a hard copy of the plans will also be maintained by the 

ICB EPRR team and organisational EPRR teams and available in the director on call 

teams’ site. 

The approach to incident communications will be detailed in the ICB SIRP in response to 
the incident specifics. As part of its incident planning, the ICB will ensure it has a robust 

plan in place for communication and information sharing with system partners, internal 

staff, including the implementation of a communications cascade process. 
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Equality impact assessment 

 

An equality impact assessment is used to establish how a policy or similar document may 
impact on individuals, communities, or equality groups to identify and minimise or remove 

any disproportionate impact. A full impact assessment should be undertaken for policies, 
strategies, procedures, or projects which are anticipated to have an impact on members of 
the public. Read guidance on how to complete this document. 

 
Name of policy or service to be assessed: Cornwall and the Isles of Scilly Integrated 

Care System emergency preparedness, resilience, and response policy. 
Department or section: Emergency preparedness, resilience and response (EPRR) 
Date of assessment: 16 December 2021 

Person(s) responsible for the assessment: Jess Child 
Is this a new or existing policy? New 

 

Aims, objectives and purpose of the policy 

 
Describe the aims, objectives, and purpose of the policy. 

The policy outlines how Cornwall and the Isles of Scilly Integrated Care Board will meet its 
legal obligations and NHS requirements and will provide documented evidence of 
continued commitment to delivery of system critical services in the event of disruption 

and/or an incident. The policy outlines the accountable individuals, operating principles 
and activation process which will apply in response to incidents. 

 
Who is intended to benefit from this policy, and in what way? 
Cornwall and the Isles of Scilly Integrated Care Board staff, patients and the public will 

benefit from the implementation of robust incident response structures to ensure continued 
service delivery. Patients will benefit as disruption to the function of Cornwall and the Isles 

of Scilly Integrated Care Board in maintaining commissioning services will be minimised 
wherever possible. 
 

The Local Resilience Forum is a statutory process for the integration of emergency 
preparedness in the local area, to the benefit of the community. The ICB AEO’s for 

Cornwall and the Isles of Scilly and NHS Devon ICB will take over the joint chairmanship 
of the DCIOS LHRP from July 2022. Secretariat will be jointly covered by the EPRR leads 
for both ICB’s. The new terms of reference for the group are to be agreed. 

 
The provision of patient care, access to services, communication with staff, patients, public 

and the health and safety of the workforce should be of paramount importance in the 
activation of the system level incident response plan. 
 

What outcomes are wanted from this policy? 
Staff awareness of the content of the policy and key staff completing EPRR training will 

contribute to incident response. 
 
What factors or forces could contribute or detract from the outcomes? 

http://intranet-kccg.cornwall.nhs.uk/services/impact-assessments/
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Lack of awareness of the policy and the responsibilities of the organisation in responding 
to incidents. 

 
Who are the main stakeholders in relation to the policy? 

Business continuity leads, directors on call, incident commanders and all staff. 
 
Who implements the policy, and who is responsible for the policy? 

The policy is implemented by the incident commanders and business continuity leads. 
Policy responsibility rests with the EPRR team.  

 
Differential impacts 
 

Does this have a positive or negative impact on people who have a black, Asian and 
minority ethnic (BAME) background? How will any negative impact be mitigated? 

The policy reflects the current national guidance and best practice and is designed to 
protect the rights of all, irrespective of racial groups. 
 

Does this have a positive or negative impact on people who identify as male, female 
or intersex? How will any negative impact be mitigated? 

The policy reflects the current national guidance and best practice and is designed to 
protect the rights of all, irrespective of sex or how they identify themselves. There are no 
sections within the policies that distinguish between sexes. 

 
What is the positive or negative differential impact on people from the perspective 

of disability? How will any negative impact be mitigated? 
This policy is designed to protect all staff and it is anticipated that this should not impact on 
any one group of people over another, however it is acknowledged that the detail of the 

policy may prove difficult to understand and monitoring of the number of queries raised by 
this group of staff to ensure that they are not disproportionately affected will be 

undertaken. Information can be made available in alternative formats so that staff are able 
to access the policy. Adjustments will be made for any member of staff with a disability 
requiring assistance to enable them to understand how to implement incident response to 

the necessary standards. 
 

Does this have a positive or negative impact on people who identify as 
heterosexual, lesbian, gay, bisexual, pansexual or asexual? How will any negative 
impact be mitigated? 

This policy is designed to protect all colleagues and does not impact on any one group of 
people over another. 

 
What is the positive or negative differential impact on people from the perspective 
of age? How will any negative impact be mitigated? 

This policy is designed to protect all colleagues and does not impact on any one group of 
people over another. 

 
What is the positive or negative differential impact on people from the perspective 
of religion or belief? How will any negative impact be mitigated? 
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This policy is designed to protect all colleagues and does not impact on any one group of 
people over another. 

 
What is the positive or negative differential impact on people from the perspective 

of marriage and civil partnership? This is particularly relevant for employment 
policies. How will any negative impact be mitigated? 
None, this plan provides guidance to staff regardless of marriage or civil partnership. 

 
Does this have a positive or negative impact on people who identify as trans or 

transgender, non-binary, or gender fluid? How will any negative impact be 
mitigated? 
This policy is designed to protect all colleagues and does not impact on any one group of 

people over another. 
 

Does this have a positive or negative impact on people who are pregnant, breast 
feeding mothers, or those on maternity leave? How will any negative impact be 
mitigated? 

This policy is designed to protect all colleagues and does not impact on any one group of 
people over another. 

 
Are they any other identified groups? How will any negative impact be mitigated? 
This policy is designed to protect all colleagues and does not impact on any one group of 

people over another. 
 

Human rights values 
 
How have the core human rights values of fairness, respect, equality, dignity, and 

autonomy been considered in the formulation of this policy, service, or strategy? 
The plan gives guidance to staff in implementing and in support of these values. 

 
Which of the human rights articles does this document impact? None of these values 
are impacted. 

 

☐ To life 

☐ Not to be tortured or treated in an inhuman or degrading way 

☐ To liberty and security 

☐ To a fair trial  

☐ To respect for home and family life, and correspondence 

☐ To freedom of thought, conscience, and religion 

☐ To freedom of expression 

☐ To freedom of assembly and association 

☐ To marry and found a family 

☐ Not to be discriminated against in relation to the enjoyment of any of the rights 

contained in the European Convention 

☐ To peaceful enjoyment of possessions 

 

https://doclibrary-kccg.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurOrganisation/Guidance/HumanRightsStatementAndGuidance.pdf
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What existing evidence (either presumed or otherwise) do you have for this? 
 This plan is designed to protect all colleagues and does not impact on any one group of 

people over another.  
s.  

 
How will you ensure that those responsible for implementing the policy are aware of 
the human rights implications and equipped to deal with them? 

Human rights training is available and there is organisational guidance.  
 

Public Sector Value Act 2020 
 
CIOS ICB is committed and obliged to fulfil the requirements of the Public Sector Social 

Value Act 2012. This Act requires the organisations to consider how services 
commissioned or procured might improve the economic, social, and environmental 

wellbeing of an area.  
 
Please describe how this will support and contribute to the local system, wider 

system, and community. 
This policy details how we will plan for, respond to, and recover from incidents to enable a 

return to business as usual with minimal disruption.    
 
Describe how the policy contributes towards eliminating discrimination, 

harassment, and victimisation. 
N/A 

 
Describe how the policy contributes towards advancing equality of opportunity.  
N/A 

 
Describe how the policy contributes towards promoting good relations between 

people with protected characteristics.  
N/A 
 

If the differential impacts identified are positive, explain how this policy is legitimate 
positive action and will improve outcomes, services and or the working 

environment for that group of people. 
N/A 
 

Explain what amendments have been made to the policy or mitigating actions have 
been taken, and when they were made. 

N/A 
 
If the negative impacts identified have been unable to be mitigated through 

amendment to the policy or other mitigating actions, explain what your next steps 
are using the following equality impact assessment action plan. 

N/A 
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Equality impact assessment action plan  
 

Issue to be 
addressed 

Action 
required 

Responsible 
person 

Timescale for 
completion 

Action taken 

Insert issue Insert action Who is 
responsible? 

Insert dates Insert action 
taken 

 

Comments on action plan: 
N/A 

 
Signed (completing officer): Jess Child 
 

Date: 26 January 2022 
 

Signed (head of department or section): Jess Child 
 
Date: 26 January 2022 

 
Please ensure that a signed copy of this form is sent to both the corporate governance 

team with the policy and the equality and diversity lead. 
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Introduction  
 
Speaking up about any concern at work is important. In fact, it’s vital because it will help 
NHS Cornwall and the Isles of Scilly integrated care board (the ICB) to keep improving 

services for patients and the working environment for colleagues. Senior leaders and 
the board of the ICB are committed to an open and honest culture. Any colleague who 

wishes to raise a concern will be fully supported. 
 

Purpose  
 
This standard integrated policy was one of several recommendations of the review by 

Sir Robert Francis into whistleblowing in the NHS, aimed at improving the experience of 
whistleblowing in the NHS. This policy has been produced nationally by NHS England 
and NHS improvement (NHSEI) and has been adopted by the ICB to help to normalise 

the raising of concerns for the benefit of all colleagues and patients. 
 

This document is a key element of the ICBs standards of business conduct and should 
be read in conjunction with the NHS code of conduct and section 9 of the constitution.  
 

No one will be discriminated against or suffer a detriment because of making such a 
disclosure. This applies equally to member practices or employees of the ICB. 

 
Should colleagues have a concern about their own employment or issues that affect 
them personally, they should refer to the grievance and dignity at work policy. 

 

Definitions  
 

Whistleblowing 
 
Whistleblowing is the term used when a worker contacts their employer with a concern 
about the organisation and its services. The concern will typically, although not always, 

be regarding something they have witnessed at work. 
 

Responsibilities 
 

Board and executive team 
 
The deputy director of corporate governance, as the whistleblowing guardian, holds 

lead responsibility in the ICB for dealing with concerns raised and can report directly to 
the accountable officer on issues of concern. 

 
The non-executive member who chairs the audit committee is the designated 
whistleblowing champion for the ICB and is available to assist and support colleagues 

when required. 
 

http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/GrievancePolicy.pdf
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These postholders will create a culture of openness and transparency that welcomes 
the opportunity to address and resolve concerns as quickly as possible. They will 

respond positively to escalated concerns, by taking or arranging appropriate action. 
 

Senior managers 
 
Senior managers will: 

 

• champion this policy and ensure effective implementation 

• ensure all managers understand their responsibilities in relation to this policy 

• respond positively to any concerns raised and take appropriate action as required 

 

Line managers 
 
Line managers will: 
 

• respond positively to any concerns and take appropriate action 

• ensure anyone raising a concern has support within a non -punitive framework 

• foster and promote an open culture 

• provide regular opportunities for colleagues to speak up 

• discuss concerns at both an individual and team level 

• respond to concerns seriously and consider them fully, sympathetically and fairly  

 

People and organisational development  
 

The people and organisational development (POD) team is responsible for ensuring all 
colleagues have the awareness and appropriate training to support them to raise 

concerns. They can advise on the implementation of the policy. 
 

Colleagues 
 
All colleagues have the right and a responsibility to bring to the attention of the 

organisation, any matter where the interest of themselves or others within the 
organisation may be at risk. They can contact a POD team member, a trade union 

representative or their appropriate professional body for advice and guidance at any 
stage of the process. 
 

What concerns can be raised? 
 

Concerns about risk, malpractice or any wrongdoing that could be harming the services 
commissioned by the ICB. Some examples of this might include but are not restricted 
to: 

 
 

• unsafe patient care 
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• unsafe working conditions 

• inadequate induction or training for colleagues 

• lack of, or poor response to a reported patient safety incident 

• bullying within a team 

• suspicions of fraud  
 

Confidentiality 
 

Colleagues who raise a genuine concern under this policy, will not be at risk of losing 
their job or suffering any form of reprisal as a result. The harassment, victimisation or 

bullying of anyone raising a concern, will not be tolerated. Such behaviour could result 
in disciplinary action. 
 

The ICB hopes that colleagues will feel comfortable raising a concern openly with their 
line manager or a member of the executive team in the first instance. However, 

colleagues can also raise concerns confidentially if they do not wish for their identity to 
be known. There may be instances where anonymity makes a complaint more difficult 
to investigate. Occasionally it might not be possible to resolve a concern without 

revealing someone’s identity. An example of this would be if it was needed by the police 
or evidence was needed in court. If this should happen, colleagues would be advised 
how to proceed. 

 
If there was any immediate risk to safety, the organisation might have to act with speed 

and efficiency, in which case a support plan would be agreed to support the colleague 
fully.  
 

Who can raise concerns? 
 

Anyone who works or has worked in the NHS, or for an independent organisation that 
provides NHS services can raise concerns. This includes agency workers, temporary 

workers, students, volunteers, member practices of the ICB and governors. 
 

How to raise a concern 
 

Stage 1 
 
Wherever possible, colleagues should raise concerns through informal discussions with 

their manager. The line manager should acknowledge receipt of the concern and meet 
with the colleague within 7 working days. 
 

Should a line manager be unsure how to respond, they should initially contact their 
relevant people partner or Emma Goudge, head of POD for advice, 

emmagoudge@nhs.net. 
 

mailto:emmagoudge@nhs.net
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Stage 2 
 

If unable to raise the matter with their line manager, or if the concern has not been dealt 
with satisfactorily under stage 1, colleagues can raise the matter with our:  

 

• speak up guardian, Trudy Corsellis on 07881 804867 or email 

trudy.corsellis@nhs.net  

• head of POD, Emma Goudge, email emmagoudge@nhs.net  
 

The speak up guardian has been given special responsibility and training to deal with 
whistleblowing concerns and will make contact and arrange a meeting within 14 days to 

resolve the matter or agree on appropriate action to be taken. Colleagues can be 
accompanied at these meetings should they wish to be, by another colleague or a trade 
union representative.  

 
The speak up guardian will also treat concerns confidentially, unless otherwise agreed. 

They will ensure colleagues who raise concerns receive timely support to progress their 
concern. 
 

Stage 3 
 

If these channels have been followed and there is still a concern, or if it is so serious 
that it cannot be discussed as described in stage 2, colleagues should contact Kate 
Shields, accountable officer, at kateshields@nhs.net.  

 
The accountable officer will acknowledge receipt of the concern and arrange a meeting 

within 14 days to resolve the issue or take appropriate action.  
 
If appropriate colleagues may also contact: 

 

• Martin Sykes, non-executive board member with special responsibility for 

whistleblowing, email martin.sykes3@nhs.net  

• John Govett, chair of the ICB board, email john.govett@nhs.net 

 

Stage 4 
 

Colleagues can also contact external bodies to raise concerns about: 
 

• how NHS trusts and foundation trusts are being run 

• other providers with an NHS provider licence 

• NHS procurement, choice and competition 

• the national tariff 

• primary medical services (general practice) 

• primary dental services 

• primary ophthalmic services 

mailto:trudy.corsellis@nhs.net
mailto:emmagoudge@nhs.net
mailto:kateshields@nhs.net
mailto:martin.sykes3@nhs.net
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• local pharmaceutical services 
 

Contact the Care Quality Commission (CQC) for quality and safety concerns. 
 

Contact Health Education England for education and training in the NHS. 
 
Fraud can also be reported to the local anti-crime specialist Tony Hall, 0845 300 3333 

or 07580 971240 or the NHS fraud and corruption reporting line: 0800 028 4060. There 
is also an online reporting form available. 

 

Advice and support 
 
Local support can be sought from: 
 

• line managers 

• speak up guardian, Trudy Corsellis 

• POD team 

• Speak Up Direct which is a free, independent, confidential advice service 

 

Investigation 
 
When issues are raised, it may be necessary for someone who is independent from the 
issue to carry out a proportionate investigation. They will usually be from a different part 

of the organisation. Once the investigation is complete, they will contact the person who 
has raised the concern, to discuss their findings. 

 
The investigation will be objective, and evidence based and will produce a report that 
focuses on identifying and rectifying any issues and learning lessons to prevent 

problems recurring. It may be necessary for a complaint to be looked at under another 
process; for example, the organisation’s process for dealing with bullying and 

harassment. If so, this will be explained. 
 
Where an investigation identifies improvements that can be made, these actions will be 

tracked to ensure the changes take place and work effectively. Lessons will be shared 
with teams across the organisation, or more widely, as appropriate. 

 

Raising or receiving concerns outside of the ICB 
 
As a commissioning organisation, ICB colleagues will often visit providers of services 
and may have concerns which relate to the providers rather than the ICB itself. 

Similarly, non-ICB colleagues may opt to raise concerns about other organisations to 
us.  

 
Where possible, these concerns should be redirected and reported via the provider’s 
own whistleblowing arrangements. The concerns should also be raised with the ICB’s 

https://cfa.nhs.uk/reportfraud
https://speakup.direct/
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designated officers, particularly if those concerns relate to that provider’s handling of the 
whistleblowing concern. Further action may be taken, as appropriate. 

 

Board oversight 
 
The board will be given high level information about all concerns raised by colleagues 

through this policy and about action that’s taken to address any problems. The ICB will 
include similar high-level information in the annual report. The board, and in particular 
the whistleblowing champion, fully support colleagues raising concerns and encourage 

colleagues to speak up. 
 

Review 
 
The effectiveness of this policy and local process will be reviewed annually, with any 

changes and outcomes also published as appropriate. 
 

Making a protected disclosure 
 

There are very specific criteria that need to be met for a colleague to be covered by 
whistleblowing law when they raise a concern. There is a defined list of prescribed 
persons, to whom colleagues can make a protected disclosure. Independent advice 

about protected disclosures can be obtained from the whistleblowing helpline for the 
NHS and social care, public concern at work, a legal representative or a trade union. 

 

National guardian freedom to speak up 
 

The new national guardian can independently review how colleagues have been treated 
having raised concerns where ICBs, NHS trusts and foundation trusts may have failed 

to follow good practice, working with some of the bodies listed above to take action 
where needed. 
 

Implementation plans and monitoring effectiveness 
 

Applications and outcomes should be monitored annually, in partnership with local 
employee representatives.  

 
Monitoring information should be analysed and used to review and revise policies and 
procedures to ensure their continuing effectiveness.  

 
Applications and outcomes, from both employer and employees, should be recorded 

and kept for a minimum of 1 year.  
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Update and review  
 
This policy should be reviewed every year. 

 

Policies referred to in this document 
 

• grievance and dignity at work policy 

• disciplinary policy and procedure 

• complaints and compliments policy  

• antifraud and bribery policy 

• health and safety policy  

• incident management policy 

  

http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/GrievanceAndDignityAtWorkPolicy.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/GrievanceAndDignityAtWorkPolicy.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/DisciplinaryPolicyAndProcedure.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurOrganisation/Policies/ComplaintsAndComplimentsPolicy.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurOrganisation/Policies/AntiFraudAndBriberyPolicy.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurOrganisation/HealthAndSafety/HealthandSafetyPolicy.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurOrganisation/HealthAndSafety/IncidentManagementPolicy.pdf
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Appendix 1: A vision for raising concerns in the NHS 
 

 
 

Source: Sir Robert Francis QC (2015) freedom to speak up: an independent report into 
creating an open and honest reporting culture in the NHS.  
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Appendix 2: Equality impact assessment 
 
Name of policy or service to be assessed: Whistleblowing policy 
Department or section: People and organisational development (POD) 

Date of assessment: 30 January 2021 
Person(s) responsible for the assessment: Tricia Phillips, POD 

Is this a new or existing policy? Existing 
 

Aims, objectives and purpose of the policy 
 
Describe the aims, objectives and purpose of the policy: 

To set out the process by which an employee can raise a concern about a possible risk, wrongdoing or malpractice that 
has a public interest aspect to it. 
 

Who is intended to benefit from this policy, and in what way? 
Any person who had previously experienced detriment prior to the successful conclusion of the whistleblowing procedure. 

Any employee who required a process in which to raise their concern. 
 
What outcomes are wanted from this policy? 

That the process by which an employee can raise a concern about a possible risk, wrongdoing or malpractice that has a 
public interest aspect to it, is clearly set out and understood. 

 
What factors or forces could contribute or detract from the outcomes? 
Lack of employee, line manager, designated officer or authorised external body understanding of the process. 

 
Who are the main stakeholders in relation to the policy? 

Employees, designated officers, named appeal persons. 
 
Who implements the policy, and who is responsible for the policy? 

Employees, team managers and designated officers implement the policy. POD is responsible for updating the policy. 
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Differential impacts 
 

Does this have a positive or negative impact on black, Asian and minority ethnic (BAME)? How will any negative 
impact be mitigated? 

 
There is currently no information to indicate that this document will disadvantage or have a negative impact on this group 
if implemented and operated as described within this policy and procedure. 

 
Does this have a positive or negative impact on people who identify as male, female or intersex?  How will any 

negative impact be mitigated? 
 
There is currently no information to indicate that this document will disadvantage or have a negative impact on this group 

if implemented and operated as described within this policy and procedure. 
 

What is the positive or negative differential impact on people from the perspective of disability? How will any 
negative impact be mitigated? 
 

Employees with a learning disability may have more difficulties understanding the process. 
 

Designated officers of POD team members can provide advice and guidance. 
 
Does this have a positive or negative impact on people who identify as heterosexual, lesbian, gay, bisexual, 

pansexual or asexual? How will any negative impact be mitigated? 
 

There is currently no information to indicate that this document will disadvantage or have a negative impact on this group 
if implemented and operated as described within this policy and procedure. 
 

What is the positive or negative differential impact on people from the perspective of age? How will any negative 
impact be mitigated?  

 
There is currently no information to indicate that this document will disadvantage or have a negative impact on this group 
if implemented and operated as described within this policy and procedure. 
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What is the positive or negative differential impact on people from the perspective of religion or belief? How will 
any negative impact be mitigated? 

 
There is currently no information to indicate that this document will disadvantage or have a negative impact on this group 

if implemented and operated as described within this policy and procedure. 
 
What is the positive or negative differential impact on people from the perspective of marriage and civil 

partnership? This is particularly relevant for employment policies. How will any negative impact be mitigated? 
 

There is currently no information to indicate that this document will disadvantage or have a negative impact on this group 
if implemented and operated as described within this policy and procedure. 
 

Does this have a positive or negative impact on people who identify as trans or transgender, non-binary or 
gender fluid? How will any negative impact be mitigated? 

 
There is currently no information to indicate that this document will disadvantage or have a negative impact on this group 
if implemented and operated as described within this policy and procedure. 

 
Does this have a positive or negative impact on people who are pregnant, breast feeding mothers, or those on 

maternity leave? How will any negative impact be mitigated? 
 
There is currently no information to indicate that this document will disadvantage or have a negative impact on this group 

if implemented and operated as described within this policy and procedure. 
 

Other identified groups 
 
There is currently no information to indicate that this document will disadvantage or have a negative impact on other 

identified groups if implemented and operated as described within this policy and procedure. 
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Human rights values 
 

How have the core human rights values of fairness, respect, equality, dignity and autonomy been considered in 
the formulation of this policy, service or strategy?  

 
This policy and procedure are based on the principles of openness and intelligent transparency and therefore supports 
these principals. 

 
Which of the human rights articles does this document impact? 

 

☐ To life 

☐ Not to be tortured or treated in an inhuman or degrading way 

☐ To liberty and security 

☐ To a fair trial  

☐ To respect for home and family life, and correspondence 

☒ To freedom of thought, conscience and religion 

☐ To freedom of expression 

☐ To freedom of assembly and association  

☐ To marry and found a family 

☒ Not to be discriminated against in relation to the enjoyment of any of the rights contained in the European Convention 

☐ To peaceful enjoyment of possessions 

 

What existing evidence (either presumed or otherwise) do you have for this? How will you ensure that those 
responsible for implementing the policy are aware of the human rights implications and equipped to deal with 
them? 

 
This policy and procedure are based on the principles of openness and intelligent transparency.  
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Public Sector (Social Value) Act 2012 
 

The ICB is committed and obliged to fulfil the requirements of the Public Sector (Social Value) Act 2012. This Act requires 
the organisations to consider how services commissioned or procured might improve the economic, social and 

environmental wellbeing of an area.  
 
Please describe how this will support and contribute to the local system, wider system and community.  

 
Please consider: 

• The inclusion of small medium size enterprises (SMEs) in the process and supply chain  

• Economic – promote skills, tackle worklessness, maintain employment, increase volunteer hours to support the 

community and promote inclusion 

• Social – reduce anti-social behaviour, tackle exclusion by promoting inclusion including to vulnerable groups 

• Environmental – support local, reduce congestion. 

 
This policy might contribute to the reduction of anti-social behaviour, tackle exclusion and promoting inclusion including 

vulnerable groups as it encourages workers to contact their employer with a concern about the organisation and its 
services.  

 
Describe how the policy contributes towards eliminating discrimination, harassment and victimisation. 
 

The policy has a section on how to raise your concern which sets out our obligations and principles around eliminating 

discrimination, harassment and victimisation for whistleblowers and those dealing with whistleblowing complaints. 

 
Describe how the policy contributes towards advancing equality of opportunity.  

 
This policy is designed around giving all groups the right and means to raise a concern. It allows for various routes to 

achieve this, giving choice to the whistleblower. 
 
Describe how the policy contributes towards promoting good relations between people with protected 

characteristics.  
 

N/A. 
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If the differential impacts identified are positive, explain how this policy is legitimate positive action and will 

improve outcomes, services and/or the working environment for that group of people. 
 

N/A. 
 
Explain what amendments have been made to the policy or mitigating actions have been taken, and when they 

were made. 
 

N/A. 
 
If the negative impacts identified have been unable to be mitigated through amendment to the policy or other 

mitigating actions, explain what your next steps are using the following equality impact assessment action plan.  
 

N/A. 
 
Signed (completing officer): Jo Tomlinson 

 
Date: 30 September 2021 

 
Signed (head of department or section): Emma Goudge 
 

Date: 30 September 2021 
 

 



 

Name of  policy | Page 1 

 

APPENDIX 6 
 

 
Before being published on the document library, this policy will be: 
 

• re-branded, taking account of the ICB logo, new organisation and committee 
names and job titles 

• checked for accessibility standards 

 
Date approved: 18 May 2021 
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1. Introduction  
 
This policy sets out the principles and procedure for managing organisational change 
within NHS Kernow Clinical Commissioning Group (NHS Kernow). It aims to ensure that 

change is handled in a way that is sensitive, consistent, fair and in line with statutory 
requirements and best practice. It seeks to balance the need for fairness and full 

involvement of the relevant workforce with the aim of ensuring that the organisation can 
be efficient and flexible in the way it responds to an ever-changing environment. 
 

The organisational change process is dependent on the nature of the change but will be 
consistent with the principles set out in this policy and in line with the statutory 

requirements and NHS guidance and terms and conditions. People and organisational 
development (POD) can provide information for managers on how to approach 
organisational change with their teams, how to write the business case, the steps in the 

process and POD team involvement are required. It also provides information for 
colleagues on what to expect during a change process and how they can help and 

contribute to the process. 
 

2. Purpose  
 
The policy aims to provide a framework by which NHS Kernow will implement 

organisational change. This includes pay protection. 
 
It will also provide guidance on the steps to be taken during organisational change and 

ensure fairness and equity throughout the process. The policy aims to support the 
retention of the knowledge and expertise of the workforce as well as ensuring 

engagement in the change process. 
 
It will ensure that employees affected by change are not discriminated against, either 

directly or indirectly on the grounds of age, disability, gender reassignment, marriage 
and civil partnership, pregnancy and maternity, race including nationality and ethnic 

origin, religion or belief or no religion or belief, sex, or sexual orientation. 
 
The policy applies to all employees of NHS Kernow but excludes on contracts for 

service. 
 

It deals with major organisational change which includes situations in which teams or 
services are restructured in such a way as to impact directly on the terms and 
conditions of employment, scope and/or nature of individual roles. Organisational 

change can include mergers, restructuring or introducing materially different working 
practices. For example., restructuring, relocation of offices, merger, expansion or 

closure or transfer of a service or a major change in working practice or changes 
affecting employees’ contracts of employment. 
 

A change which puts an employee at potential risk of redundancy must be dealt with 
under this policy. 



 

Areas that are not covered by this policy 
 
The formal procedures in this policy do not apply to minor changes in work practice 

such as variations to the working environment or line management structures where 
there is no change to contractual terms and conditions or where they are minimal and 
where a substantial part of the employee’s experience at work is unchanged. In these 

cases, a fair and reasonable process must nevertheless be followed, and this should be 
carried out in a consultative manner. Employees are required to accept reasonable 

changes where appropriate following appropriate discussion. 
 
Individual changes initiated by employees such as flexible working requests are covered 

by other policies. 
 

The ending of individual fixed term contract does not constitute organisational change 
and will be managed in line with the guidance on fixed term contracts. 
 

3. Definitions  
 

Colleagues at risk  
 

This means employees whose posts may potentially be redundant as a result of 
organisational change if suitable alternative employment cannot be found. 
 

Ring fencing 
 

The process by which a post or posts in a new structure are made available only for an 
identified specific group of colleagues affected by change. 
 

Slotting in 
 

This is when colleagues at risk are appointed to a post within the new structure that is 
the same or broadly similar to their current substantive post. 

 

TUPE 
 

Transfer of Undertakings (Protection of Employment) Regulations aimed at protecting 
employees if the business in which they are employed changes hands. 

 

Mark time 
 

This means that the rate of earnings is preserved without the benefit of any subsequent 
increments or pay awards, on a mark time basis, until the new earnings reach the level 

of the previous earnings or until the protection ends whichever is the sooner. 
 



Secondment  
 

Temporary movement of an employee from their substantive role to another role within 
NHS Kernow or to an external organisation. 

 

4. Responsibilities 
 

Directors 
 

This includes the governing body, directors and people and organisational development 
committee (POG). They will: 

 

• ensure that managers consistently and fairly apply this policy 

• authorise any major change proposals with a clear auditable trail via POG 

• provide support to line managers managing difficult changes 

• be aware of the impact on employees of being pay protected 

 
They should also ensure that all proposals for major organisational change are robust 

and supported by a clear business case and POD have been involved throughout 
including development of the business case. POG will sign off the business case. 

 

Managers 
 

Managers need to: 
 

• seek advice and guidance from POD  

• treat all employees affected by change with fairness and equity  

• recognise the different needs of individuals 

• ensure robust plans for any proposed organisational change 

• consult meaningfully with employees and trade union representatives 

• ensure that proposals are communicated clearly to all concerned 

• give proper, recorded consideration to views expressed during consultation 

• provide appropriate feedback on views expressed 

• assist with the process of redeployment 

• decide on the appropriate approach to secondees 
 

In respect of pay protection managers should: 
 

• highlight to employees the impact and extent of pay protection  

• provide access to the organisational change policy 

• produce a contract amendment form (CAF) at the start 

• produce a CAF at the end of the pay protection period 

• be familiar with the pay protection requirements 



• to support employees in receipt of pay protection as far as reasonably possible to 
secure future employment at a salary commensurate with their previous band or 

level 
 

People and organisational development (POD) team 
 

• The director in charge of POD will sign off on minor organisational change. 

• Ensure that early review is conducted as to the need for change. 

• Support the organisation in exploring alternatives. 

• Provide advice and guidance to managers and employees on to pay protection. 

• Liaise with payroll to ensure accuracy of pay protection information . 

• Support the organisation and managers in developing robust cases for change. 

• Provide advice and guidance to line managers and employees. 

• Provide advice and guidance to employees in respect of career counselling support. 

• Manage the redeployment process with input from the manager and the employee. 

• Review each change for potential discrimination. See equality impact assessment. 
 

Communications 
 

• In major change, assist with the communications to colleagues affected. 
 

Individuals 
 

• Participate in changes and consultation processes in a positive manner. 

• Give full consideration to any offers of suitable alternative employment. 

• Undertake training or retraining as may be necessary. 

• Understand pay protection. 

• Ensure pay protection is started or stopped at the appropriate times. 

 
Individuals should also seek advice and clarification where required from appropriate 
lines of contact for example line managers, trade union representatives and a POD tam 

member to understand the potential impact on their own job. 
 

Individuals are also expected to cooperate with the redeployment process including 
giving full consideration to redeployment opportunities and participating in redeployment 
training 

 

5. Policy statement 
 
Any proposed organisational change that might impact on continued employment for an 

affected employee will be the subject of formal consultation and regular communication 
with employees and their trade union representatives. Employees will be actively 
encouraged to seek advice and support from their trade union representatives. 

 



Consultation with employees and representatives will take place at the earliest 
opportunity when firm proposals are ready to be discussed and will provide opportunity 

for full contribution and feedback. Adequate time will be given in which to respond and 
for feedback to be given. See time periods for consultation. All reasonable efforts will be 

made to consult with colleagues away from work on extended leave for reason such as 
maternity leave, sick leave, and secondments. 
 

Where reductions in staffing levels are necessary, or significant changes in the profile of 
workforce are required, NHS Kernow will take all reasonable steps to explore options 

available. These will include redeployment and retraining of employees to maximise 
opportunities for identifying suitable alternative employment and therefore avoid 
redundancies where possible. NHS Kernow will also minimise the impact of the 

changes by considering pausing potential individual changes to roles or posts, for 
example, via requests to recruit, band or level reviews or flexible working requests. This 

provides the opportunity to consider the requests in the context of the wider needs of 
the organisation given the pending changes. 
 

NHS Kernow will consider funding, where appropriate, the use of careers advice, CV 
writing support, interview skills training and other relevant training and development to 

support either redeployment or securing employment elsewhere. See the redeployment 
policy. 
 

NHS Kernow will seek to maximise the opportunities for existing employees to apply for 
posts in the new structure and will give prior consideration to existing post holders. 

 
Where job losses may result, the statutory requirements for disclosure of information 
and notification to trade unions and the department for business, energy and industrial 

strategy will apply. 
 

Following formal consultation, a clear implementation plan will be communicated to all 
affected parties. Employees will be offered a 1 to 1 meeting to discuss the personal 
impacts of the change or changes and will be reminded of the right to bring a trade 

union representative with them. 
 

Support 
 
As well as accessing support from trade union representatives, NHS Kernow will 

provide support from occupational health and counselling services and consider other 
support services as appropriate. 

 

Consultation requirements 
 

Where changes may affect job security or contractual terms and conditions of 
employment, a formalised consultation process will take place, including formal 

notification to, and engagement with the trade unions. Prior to the commencement of 



consultation, such changes must be supported by a business case agreed by NHS 
Kernow’s executive team and people and organisational governance committee. 

 

Time periods for consultation 
 
The timing and extent of consultation for organ isational change will be proportionate to 
the degree of the proposed change, the number of employees affected and the impact 

on individuals. Generally, consultation will be for a minimum of 3 weeks, but a minimum 
of 4 weeks may be required for more significant changes. However, the period of 

consultation will be based on the nature and complexity of the change and can be 
reduced and extended with explicit agreement with the organisation and trade union 
representatives and colleague representatives. 

 
Whilst there is no statutory timescale for consultation periods because fewer 

redundancies are proposed, such as where 1 to 19 redundancies are proposed, the 
period of consultation will be as set out above. 
 

TUPE time periods 
 

There is no legal minimum period for formal consultation where a TUPE is proposed. 
However, consultation must be meaningful and allow sufficient time for employees and 

representatives to consider the proposals. NHS Kernow is committed to ensuring that it 
will collaborate with other organisations to ensure that the TUPE regulations are applied 
where areas of business are transferred under these circumstances. They will also 

ensure colleagues have clear and consistent communications about the impact and the 
process from both organisations. 
 

Other time period considerations 
 

In all cases, NHS Kernow will allow sufficient time for meaningful consultation with 
colleagues and their representatives. In exceptional circumstances where changes 

need to be made very quickly, the trade unions will be briefed immediately, and the 
verbal briefing will be followed by a written brief. 
 

In a collective redundancy scenario, consultation will commence for a period of no less 
than the statutory timescales. Where 20 to 99 redundancies are proposed at 1 

establishment then consultation should commence at least 30 days before the first 
redundancy takes place. Where 100 or more redundancies are proposed then 
consultation should commence at least 45 days before the first redundancy takes place 

 
NHS Kernow and employee representatives can decide that they have informed and 

consulted on the issues and do not need 45 days. If that is the case, and there is explicit 
agreement between the organisation and the representatives to demonstrate that they 
have been fully informed and consulted with, then dismissal notices can be served. 

However, no dismissal can take effect prior to the formal consultation period ending 
either 30 or 45 days as required. 



 
Trade unions and employees may request additional information or an extension of the 

consultation period if this is necessary to enable them to understand and contribute to 
an informed discussion on the merits of the proposals. Such requests will not be 

unreasonably refused, and where they cannot be accommodated a reason will be given. 
 

6. Procedure 
 

Initiating a proposal for organisational change 
 
Any proposal for major organisational change will be set out in a business case. If the 

proposal is agreed by POG then formal consultation can commence. The manager will 
meet with the POD team to discuss and map out the consultation and implementation 
plan. Minor changes will be agreed by the director in charge of POD. 

 

Redundancy, redeployment and change of role 
 
Before the organisation has determined the need for change it may be appropriate to 
consider offering a mutually agreed resignation scheme (MARS) prior to commencing 

the formal consultation process. MARS is a scheme under which an individual 
employee, in agreement with the organisation, chooses to leave employment in return 

for a severance payment. MARS is not a redundancy or a voluntary redundancy, which 
would be covered by Section 16 of the NHS terms and conditions of service handbook. 
MARS seeks to encourage turnover and provide more flexibility to redesign resource 

around organisational needs. It also aims to reduce the need for formal consultations. 
See the MARS policy. MARS is subject to NHS England and NHS improvement 

(NHSEI) approval and their policy. 
 
In situations where the number of new roles is greater or equal to the number of 

employees who are directly affected by the change then they will be given priority for 
the vacant jobs. 

 

Collective and individual consultation 
 

The organisational change proposal will be presented as soon as practicable. This will 
include the colleague side representative and/or relevant trade union representative in 

confidence prior to the consultation, detailing the consultation and implementation 
methodology and timetable.  
 

Informal consultation at the earlier stages is important to the partnership arrangements 
with trade unions and benefits NHS Kernow in creating the opportunity for a shared 

understanding of the issues and possible options to minimise the impact on colleagues. 
This will be undertaken in confidence with union colleagues. 
 

Group discussions may be held when appropriate and a 1 to 1 meeting should be 
offered between the manager, and all directly affected employees during the formal 

https://www.nhsemployers.org/publications/tchandbook
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/MutuallyAgreedResignationSchemePolicy.pdf


consultation period. These meetings will provide an opportunity to outline the proposals 
in greater detail and explore all the potential implications for the employee in terms of 

their future employment.  
 

Communications 
 
It is the responsibility of the manager to ensure that the affected employee, their 

representative and other relevant stakeholders are kept fully informed throughout the 
change implementation phase. The involvement and responsibilities of specific 

managers will be set out in the business case for major change so that managers all 
clearly understand their role. The POD team will support and guide managers with 
advice on when communication needs to take place. The change plan will include a 

timetable which refers to key communication needs. The communications team will 
assist with communications planning and implementation. 

 

Process to align with new roles 
 
Where the organisational change requires a process to align existing employees into 
new roles within a revised structure, a process will be agreed in partnership with trades 

unions and will include considerations of fairness and equity along with the best use of 
public resources. 

 

Confirming in post  
 

An employee will be confirmed in post where the following criteria are both met: the 
number of jobs is equal to or greater than the number of job holders in the comparator 

jobs in the current structure and the core activities, duties and responsibilities of the job 
in the new structure are the same as the employee’s current job content. 
 

Slotting in  
 

An employee will be slotted into a post where the following criteria are both met: the 
core activities, duties, and responsibilities of the job in the new structure are 
substantially the same as the employee’s substantive role and the number of jobs in the 

new structure is equal to or greater than the number of job holders. 
 

In some circumstances where individuals may have been undertaking different duties or 
responsibilities for a significant period of time such as a secondment and it may be 
relevant to consider the knowledge and experience gained as well as the substantive 

role. 
 

Where there are more posts than people suitable for slot in, colleagues may be asked to 
complete an expression of interest against the available posts at their band or level. 
These expressions of interest will be considered by a panel of at least 2 people 

including a member of the POD team who will decide best fit of colleagues taking into 
account organisational need, individual skill set and individual expressions of interest 



where possible. Where appropriate existing colleagues may be interviewed. The final 
selection decision will be made by the panel.  

 
Where expressions of interest are requested colleagues, who have been displaced from 

their role will be considered ahead of those unaffected by the change.  
 

Ringfencing  
 
Ringfencing occurs when individuals who might be displaced because of the changes 

are given priority consideration for any other roles in the structure which could be 
considered a suitable alternative. 
 

There may be a number of reasons that might require ringfencing including (but not 
limited to) the number of roles in the new structure is less than the number of people in 

the current structure such as an individual cannot be confirmed in post or slotted in 
because there are insufficient new posts to allow this. Another reason could be the roles 
in the new structure are different and not considered the same or substantially similar to 

current roles because they require different skills or responsibilities. 
 

In situations where there is no suitable alternative employment the redundancy 
procedure described below would apply with the aim of avoiding redundancy wherever 
possible. 

 

New posts  
 
New posts are where the duties and responsibilities of the job have been newly created 
or significantly changed to the extent that it is not the same or substantially the same to 

any existing job. It can also be where the job may be the same or substantially the same 
as another, but the number of vacancies is greater than the number of comparator jobs 

in the established structure. 
 
New posts will initially be considered as potential redeployment opportunities for 

employees who have been ringfenced. Where new posts do not represent suitable 
alternative employment opportunities for those employees, the jobs will be advertised 

internally and/or externally.  
 

Secondments 
 
Where an employee is currently on secondment and their substantive job is at risk of 

redundancy or is subject to change, the employee will be consulted and supported in 
the same way as other employees. 

 
Where an employee has been on secondment in the same job for a meaningful length 
of time period at the start of the consultation period, the line manager will consider 

matching into the new structure on the basis of their seconded or substantive role.  
 



Fixed term contracts 
 

An employee on a fixed term contract will be eligible for matching into the new structure 
based on their current job. This may include matching to an interim position in the 

structure. 
 
Fixed term employees covered by the organisational change would be included in the 

consultation process but will be unable to claim redundancy without 2 years continuous 
service. They should be considered for suitable alternative employment. 

 

Protection of pay and conditions of service 
 
If, as a result of organisational change, an employee is redeployed to a different job that 
attracts a lower band or level of salary, pay protection arrangements in line with NHS 

Kernow’s pay protection guidelines below. 
 

Travelling expenses 
 
Excess travel expenses incurred as a consequence of organisational change will be 

dealt with in line with NHS Kernow’s travel subsistence and expenses policy. 
 

Redundancy procedure 
 
Redundancy is the last resort, and the NHS Kernow will seek to avoid compulsory 

redundancies by the following means: 
 

• natural turnover 

• redeployment and retraining where appropriate 

• voluntary redundancy or early retirement 

• non-renewal of temporary contracts 

• reduction in the use of agency workers in areas where jobs are at risk 
 
In addition, NHS Kernow will suspend and/or restrict recruitment which could include the 

pausing of resource request processes and job matching reviews. They will also review 
of overtime and other working arrangements which attract additional payments. 

 
Any other reasonable proposals submitted by staff side, aimed at reducing 
redundancies will be considered. 

 
Where employees are displaced because of organisational change, they will be deemed 

to be at risk of redundancy. Contractual notice will then be given and opportunities for 
redeployment will be fully considered. 
 

Employees who are put under notice of redundancy will have the right to appeal and the 
arrangements for this will be set out in their letter. 

 

http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/TravelSubsistenceExpensesPolicy.pdf


The redeployment process will run at the same time as an individual’s contractual notice 
period and in accordance with NHS Kernow’s redeployment guidance. The appropriate 

manager should continue to meet with the individual employee, on a regular basis 
throughout the notice period to provide any support and explore possible alternatives. 

This includes trial periods for suitable alternatives. 
 
NHS Kernow will liaise with other local NHS employers to try and identify where other 

employment opportunities might exist and flag to the potential employer the risk of 
redundancy. 

 
Employees will normally be expected to work their notice period and to take any 
remaining annual leave during this period. There may be occasions where it is possible 

to agree to an earlier release date, where it is in the interests of both the employee and 
NHS Kernow. 

 
In the event of organisational change that could result in compulsory redundancies, 
NHS Kernow may consider offering the opportunity of voluntary redundancy or early 

retirement on the grounds of redundancy; on the basis that it may be a more positive 
method of achieving the required reduction in workforce numbers. 

 
Where expressions of interest in voluntary redundancy are sought, selection criteria wil l 
be specified, and selection decisions will be made by the relevant director with support 

from the line manager and POD. NHS Kernow is under no obligation to accept any 
requests for voluntary redundancy. 

 
During an employee’s notice of redundancy, reasonable time will be given during work 
hours to look for new employment or undertake training or retraining which supports 

future employment. Any such time must be agreed in advance with the relevant line 
manager. 

 
If the employee has obtained, been offered, or unreasonably refused to apply for or 
accept, suitable alternative employment with NHS Kernow or another NHS employer 

and that employment starts within 4 weeks of the termination date, they will not be 
eligible for a redundancy payment. Any payments that have been made in respect of the 

redundancy will be repayable.  
 
Where an employee unreasonably refuses an offer of suitable alternative employment, 

they will forfeit their right to a redundancy payment. 
 

Management support during and following a change 
 
Managers should consider marking the start of a new team structure or saying farewell 

to colleagues who are leaving by suitable team events. 
 

Where appropriate, these events could reaffirm the benefits of the change and highlight 
the importance of colleagues in delivering the benefits. 



 
Where changes have resulted in redundancies or redeployment, managers should hold 

discussions with remaining colleagues to reassure them of their importance and the 
value of their contribution. Manager’s need to support colleagues in recognising the 

challenges of going through a change process both operationally and personally and 
recognise that support is also required once the change process is completed. 
 

7. Pay protection 
 

The organisation will make all reasonable efforts to redeploy and find suitable 
alternative employment for colleagues who are affected by change. 

 
Pay protection refers to the arrangements that would be put in place should an 
employee suffer a loss of earnings following an organisational change wh ich results in 

being offered a lower band or level of job. In these circumstances, employees will 
continue to receive their former salary for a defined period of time to enable them to 

adjust to the new circumstances. 
 

When pay protection applies 
 
Pay protection applies to all employees with a minimum of 24 months’ service with the 

NHS. 
 
Pay protection does not apply when an employee: 

 

• has less than 24 months’ service 

• has requested to make a change which affects their earnings 

• is redeployed due to a performance or health capability issue 

• is redeployed as a sanction given because of a disciplinary case 

• is seconded internally or externally to the organisation  

 
If an employee, in receipt of pay protection requests a reduction in their working hours, 
under NHS Kernow’s flexible working policy, pay protection will only apply to the 

subsequent change such as a reduction from 37.5 to 30 hours per week will mean that 
pay protection will only apply to the 30 hours, and for the original pay protection period. 

 

Pay protection when moving to a different band or level 
 

Where an employee is moved to a lower band or level of job because of organisational 
change, they will be assimilated to the equivalent salary, where there is an overlap 

between the 2 bands or levels and in such cases no pay protection of basic salary is 
required. However, where the employee’s previous salary is more than the band or level 
maximum for the new job, the employee shall be assimilated to the top of the band or 

level and pay protection of basic salary will apply. For very senior managers, their pay 
will be protected at their current level, and they will be moved to the appropriate level for 

their position in line with pay protection principles.  

http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/Flexibleworkingpolicy.pdf


 

Basis of pay protection 
 
If pay protection applies, it will be on a mark time basis where the protected salary is not 

subject to any increases such as incremental progression or annual pay award. If 
increases within the new band or level reach the protected salary, then at that point the 
pay protection will end and revert to the new band or level and be subject to progression 

and pay awards as appropriate. 
 

Level of pay protection 
 

The level of pay protection for those with 24 months or more service is: 
 

• 12 months at 100% protection 

• 12 months at 50% of the difference 
 

Pay protection is conditional on an employee undertaking additional duties, as and 
when reasonably required, which are commensurate with the level of protected salary. 
 

Change of job 
 

During the pay protection period an employee may be required to move to a job at the 
protected band or level if it becomes available and is considered by both the 

organisation and employee to be a reasonable, appropriate alternative. If the employee 
unreasonably refuses to move to such a job, their right to pay protection could be 
forfeited. 

 
Where an employee in receipt of pay protection voluntarily secures an alternative job 

within NHS Kernow at either the same or a lower band or level than the job, they are 
being pay protected on, pay protection will cease or be reduced accordingly. Similarly, if 
an employee in receipt of pay protection secures an alternative job at a band or level 

higher than their protected salary, pay protection will no longer be required and the 
payment will cease. 

 

End of pay protection 
 

At the end of the pay protection period, if an employee has not secured alternative 
employment at a level matching or exceeding their protected salary, or if the new band 

or level maximum has not caught up with the protected level of salary, their basic pay 
will move to band or level maximum of the job. 
 

Protection of additional earnings 
 

Where it is anticipated that through organisational change, an employee’s additional 
payments above that of basic salary, for example, contracted or non-contracted 
overtime, on call, unsocial hours will be removed, or the requirement reduced; pay 



protection will not apply. Employees affected will be given 3 months’ notice of the 
changes in these cases. 

 

Excess mileage 
 
Employees who are required to change their base of work as a result of organisational 
change may be reimbursed their daily travelling expenses on the basis of the difference 

between the mileage from the home to new base, less the mileage from the home to 
former base. The mileages should be calculated as the shortest practicable route. This 

is paid at the reserve rate which is approximately 50% of the standard mileage rate. The 
provisions and arrangements relating to this are outlined in our flexible working policy. 
 

Notice period 
 

If an employee is required to move to a new role, the notice period for the new job will  
apply, regardless of the notice period of the previous role. 

 

8. Support 
 

There are a number of ways in which colleagues can access support during a change 
process. Questions and concerns about the process should be raised with the line 

manager, a POD team member or senior manager responsible for leading the change. 
 
Trade unions also provide support to their members not just through representation 

during the process, but they can also offer advice and support about careers and 
retraining. 

 
Other areas or sources of support can include but are not limited to: 
 

• career counselling or coaching 

• redeployment processes 

• wellbeing actions or sessions such as sessions on resilience and dealing with 
change 

• learning and development 

• occupational health including counselling 

• the Advisory, Conciliation and Arbitration Service (ACAS) guidance 

• benefits and welfare information 

 

9. Keeping records 
 

All stages of this procedure should be recorded and retained in the employee’s personal 
file. Records kept will be referred to at future stages of the procedure, as necessary. 

 

10. Implementation plans, updating and review arrangements 
 

http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/Flexibleworkingpolicy.pdf


The policy will be discussed with staff voice groups, issued to staff side and to 
colleagues for review, any comments will be reviewed, and it will then be implemented.  

 
This policy will be reviewed following the implementation of major organisational change 

in terms of its effectiveness in supporting the process and employees or following a 
change to legislation. It will also be reviewed every 3 years. 
 

Training will be included in management training where appropriate. 
 

11. Policies referred to in this document 
 

• Travel subsistence and expenses policy 

• Partnership agreement 

• Performance policy 

• Equality and diversity policy 

• Flexible working policy 

• MARS policy 
 

 
 

 
 
 

 

http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/TravelSubsistenceExpensesPolicy.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/PartnershipAgreement.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurOrganisation/Policies/EqualityAndDiversityPolicy.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/Flexibleworkingpolicy.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/MutuallyAgreedResignationSchemePolicy.pdf
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Appendix 1: Equality impact assessment  
  
Name of policy or service to be assessed: Organisational and service change policy 
Department or section: People and organisational development 

Date of assessment: 1 February 2021 
Person(s) responsible for the assessment: Tricia Phillips people and organisational development 

Is this a new or existing policy? Existing 
 

Aims, objectives and purpose of the policy 
 
Describe the aims, objectives and purpose of the policy 

 
To support the process of organisational change. 
 

Who is intended to benefit from this policy, and in what way? 
 

All employees of NHS Kernow. 
 
What outcomes are wanted from this policy? 

 
Clear and consistent process. 

 
What factors or forces could contribute or detract from the outcomes? 
 

Failure to apply the appropriate process. Failure to involve people and organisational development at early stages of 
considering organisational change as a possibility. 

 
Who are the main stakeholders in relation to the policy? 
 

Employees, trade union representatives and management. 
 

Who implements the policy, and who is responsible for the policy? 
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Managers implement with POD support. The director in charge of POD is responsible for the policy with appropriate 
committee approval.  

 

Differential impacts 
 
Perspective of race, nationality and/or ethnic origin 
 

Does this have a positive or negative impact on black, Asian and minority ethnic (BAME)? 
 

There will be no negative impacts on this group providing the policy is applied consistently and any criteria used, for 
example, in selecting for redundancy is objective and agreed in  partnership with trades unions. 
 

How will any negative impact be mitigated? 
 

Not applicable. 
 
Perspective of sex 

 
Does this have a positive or negative impact on people who identify as male, female or intersex? 

 
There will be no negative impacts on this group providing the policy is applied consistently  and any criteria used, for 
example, in selecting for redundancy is objective and agreed in  partnership with trades unions. Proposed models for new 

structures if predicated on an assumption of full time working, may indirectly discriminate against women. Equal pay 
benchmarking should be considered. 

 
How will any negative impact be mitigated? 
 

Not applicable. 
 

Perspective of disability 
 
What is the positive or negative differential impact on people from the perspective of disability? 
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There will be no negative impacts on this group providing the policy is applied consistently and any criteria used, for 
example, in selecting for redundancy is objective and agreed in partnership with trades unions. 

 

All reasonable efforts will be made to consult with colleagues away from work on extended leave, for example, those on 
sick leave. 

 
How will any negative impact be mitigated? 
 

Not applicable. 
 

Perspective of sexual orientation 
 
Does this have a positive or negative impact on people who identify as heterosexual, lesbian, gay, bisexual, 

pansexual or asexual? 
 

There will be no negative impacts on this group providing the policy is applied consistently and any criteria used, for 
example, in selecting for redundancy is objective and agreed in  partnership with trades unions. 
 

How will any negative impact be mitigated? 
 

Not applicable. 
 
Perspective of age 

 
What is the positive or negative differential impact on people from the perspective of age?  

 
There will be no negative impacts on this group providing the policy is applied consistently  and any criteria used, for 
example, in selecting for redundancy is objective and agreed in  partnership with trades unions. 

 
How will any negative impact be mitigated? 

 
Not applicable.  
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Perspective of religion or belief 
 

What is the positive or negative differential impact on people from the perspective of religion or belief?  
 

There will be no negative impacts on this group providing the policy is applied consistently and any criteria used, for 
example, in selecting for redundancy is objective and agreed in  partnership with trades unions. 
 

How will any negative impact be mitigated? 
 

Not applicable. 
 
Perspective of marriage and civil partnership 

 
What is the positive or negative differential impact on people from the perspective of marriage and civil 

partnership? This is particularly relevant for employment policies. 
 
There will be no negative impacts on this group providing the policy is applied consistently and any criteria used, for 

example, in selecting for redundancy is objective and agreed in  partnership with trades unions. 
 

How will any negative impact be mitigated? 
 
Not applicable. 

 
Differential impact perspective of gender re-assignment 

 
Does this have a positive or negative impact on people who identify as trans or transgender, non-binary or 
gender fluid? 

 
There will be no negative impacts on this group providing the policy is applied consistently and any criteria used, for 

example, in selecting for redundancy is objective and agreed in  partnership with trades unions. 
 
How will any negative impact be mitigated? 
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Not applicable. 
 

Perspective of pregnancy and maternity 
 

Does this have a positive or negative impact on people who are pregnant, breast feeding mothers, or those on 
maternity leave? 
 

There will be no negative impacts on this group providing the policy is applied consistently and any criteria used, for 
example, in selecting for redundancy is objective and agreed in  partnership with trades unions. 

 
How will any negative impact be mitigated? 
 

Not applicable. 
 

Other identified groups 
 
Consider carers, veterans, different socio-economic groups, people living in poverty, area inequality, income, resident 

status (migrants), people who are homeless or living in unstable accommodation, long-term unemployed, people who are 
geographically isolated, people who misuse drugs, those who are in stigmatised occupations, people with limited family or 

social networks, and other groups experiencing disadvantage and barriers to access. 
 
How will any negative impact be mitigated? 

 
No other negative groups. 

 

Human rights values 
 

How have the core human rights values of fairness, respect, equality, dignity and autonomy been considered in 
the formulation of this policy, service or strategy?  

 
The policy aims to ensure fairness through consistent application for all employees. The consultation process recognises 
not just statutory entitlement but principles of actively engaging with colleagues as individuals to respect their individual 

needs and circumstances and in doing so recognises the equality, dignity and autonomy of each individual. 
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Which of the human rights articles does this document impact? 

 

☐ To life 

☐ Not to be tortured or treated in an inhuman or degrading way 

☐ To liberty and security 

☐ To a fair trial  

☒ To respect for home and family life, and correspondence 

☐ To freedom of thought, conscience and religion 

☐ To freedom of expression 

☐ To freedom of assembly and association 

☐ To marry and found a family 

☒ Not to be discriminated against in relation to the enjoyment of any of the rights contained in the European Convention  

☐ To peaceful enjoyment of possessions 

 

What existing evidence (either presumed or otherwise) do you have for this? 
 

Changes in work organisation may impact on home and family life and these are identified and addressed through the 
consultation process. 
 

How will you ensure that those responsible for implementing the policy are aware of the human rights 
implications and equipped to deal with them? 

 
POD involvement in the design process and consultation with trades unions and individuals allow NHS Kernow to 
understand and potential impact on the individuals and home l ife and consider these and mitigate accordingly.  

 

Public Services (Social Value) Act 2012 
 
NHS Kernow is committed and obliged to fulfil the requirements of the Public Services Sector (Social Value) Act 2012.  
This Act requires the organisations to consider how services commissioned or procured might improve the economic, 

social and environmental wellbeing of an area.  
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Please describe how this will support and contribute to the local system, wider system and community.  
 

Please consider: 
 

• The inclusion of small medium size enterprises (SMEs) in the process and supply chain  

• Economic – promote skills, tackle worklessness, maintain employment, increase volunteer hours to support the 

community and promote inclusion 

• Social – reduce anti-social behaviour, tackle exclusion by promoting inclusion including to vulnerable groups 

• Environmental – support local, reduce congestion. 

 
Describe how the policy contributes towards eliminating discrimination, harassment and victimisation. 

 
Consistent application of this policy will ensure a fair system 
 

Describe how the policy contributes towards advancing equality of opportunity.  
 

This policy ensures a fair process at times of change 
 
Describe how the policy contributes towards promoting good relations between people with protected 

characteristics.  
 

It creates a fair process for all 
 
If the differential impacts identified are positive, explain how this policy is legitimate positive action and will 

improve outcomes, services and/or the working environment for that group of people. 
 

Not applicable. 
 
Explain what amendments have been made to the policy or mitigating actions have been taken, and when they 

were made. 
 

Not applicable. 
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If the negative impacts identified have been unable to be mitigated through amendment to the policy or other 
mitigating actions, explain what your next steps are using the following equality impact assessment action plan.  

 
If applicable, please complete table below. The action plan should be completed if the equa lity impact assessment has 

identified that additional steps need to be taken to address adverse outcomes for particular protected groups, or to collect 
additional evidence to inform the analysis. Please list below any recommendations for action that you pl an to take as a 
result of this impact assessment. 

 

Equality impact assessment action plan 
 

Issues to be 
addressed 

Action required Responsible 
person 

Timescale for 
completion 

Action taken Comments 

Potential indirect 

discrimination for 
women if part time 
working is not 

facilitated 

Review by POD 

team members 
for each 
consultation.  

Director in charge 

of POD 

To be completed 

for each change 

Added to 

responsibilities 

 

 
Signed (completing officer): Tricia Phillips  

 
Date: 1 February 2021 
 

Signed (head of department or section): Emma Goudge 
 

Date: 1 February 2021 
 
Please ensure that a signed copy of this form is sent to both the corporate governance team with the policy and the 

equality and diversity lead. 



 

 
 

APPENDIX 7 
 
Before being published on the document library, this policy will be: 

 

• re-branded, taking account of the ICB logo, new organisation and committee 

names and job titles 

• checked for accessibility standards 

 

Date approved: 18 May 2021 
  

Grievance and dignity at work policy 
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1. Introduction  
 
NHS Kernow Clinical Commissioning Group (NHS Kernow), together with trade unions 
and professional organisations, is committed to providing a healthy working 

environment where all colleagues are treated with dignity and respect. The organisation 
aims to value diversity and promote inclusion for all colleagues. As part of this overall 

commitment, we want to promote an inclusive culture in which all colleagues have the 
right to be treated with dignity and respect at work, where bullying and harassment is 
not tolerated. We want colleagues to feel safe to speak out and discuss any matters of 

concern without fear of reprisal. 
 

2. Purpose  
 
The purposes of this policy are to explain the nature of a grievance, so th at colleagues 

understand the circumstances in which the grievance procedure should be used and to 
confirm NHS Kernow’s approach towards grievances. To provide a framework within 

which colleagues can raise their concerns formally and have them resolved promptly 
and fairly. 
 

It also aims to minimise the risk of bullying, harassing and victimising behaviour and 
encourage a proactive approach to the early recognition of such behaviour so that 

conflicts can be resolved effectively and speedily if they occur. It also clarifies the 
difference between acceptable and unacceptable interventions and behaviours. 
 

This policy applies to everyone who works for NHS Kernow regardless of their contract 
type. 

 
This policy does not address whistleblowing. This is addressed specifically by NHS 
Kernow’s whistleblowing policy and procedure.  

 

3. Definitions  
 

Grievance 
 
A cause for complaint, usually, but not always, about unfair treatment or bullying and 
harassment. 

 

Collective grievance  
 
A complaint presented by 2 or more colleagues. 
 

  

http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/WhistleblowingPolicy.pdf
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Mediation 
 

A voluntary and confidential form of alternative dispute resolution. It involves an 
impartial third party helping 2 or more individuals or groups reach a solution that is 

acceptable to everyone concerned. 
 

Harassment 
 
Harassment as defined in the Equality Act 2010 as unwanted conduct related to a 

relevant protected characteristic, which has the purpose or effect of violating an 
individual’s dignity or creating an intimidating, hostile, degrading, humiliating or 

offensive environment for that individual. 
 

Protected characteristics 
 
Protected characteristics include:  

 

• age 

• disability 

• gender reassignment  

• race 

• religion or belief  

• sex 

• sexual orientation 

• marriage and civil partnership 

• pregnancy and maternity 
 

Harassment may also occur where a person engages in unwanted conduct towards 
another because they perceive that the recipient has a protected characteristic, when in 
fact they do not. An example of this is where there is a perception that they are gay or 

disabled. Similarly, harassment could take place where an individual is harassed 
because of another person with whom the individual is connected or associated. 

Examples of this would include if their child were disabled, partner is pregnant, or friend 
holds devout religious beliefs. 
 

Bullying 
 

Bullying may be characterised as: offensive, intimidating, malicious or insulting 
behaviour, an abuse or misuse of power through means that undermine, humiliate, 

denigrate, or injure the recipient. 
 

  

https://www.legislation.gov.uk/ukpga/2010/15/contents
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Victimisation 
 

Victimisation occurs when an individual is treated less favourably because they have 
made an allegation or are witness to an allegation or are supporting a colleague in 

making a complaint. 
 

Gas lighting 
 
Gas lighting is manipulating someone by psychological means into doubting their own 

sanity. 
 

Ghosting 
 
Ghosting is the practice of ending a personal relationship with someone by suddenly 

and without explanation withdrawing from all communication. 
 

4. Responsibilities 
 

Board members and senior managers 
 

• Providing an environment where colleagues can raise concerns constructively. 

• Setting out organisational values which support a positive working environment. 

• Actively seeking assurance that the policy is followed. 

• Providing active support for those managing allegations of bullying and harassment. 

• Setting the example of treating others with dignity and respect. 

• Actively seeking to support timely investigations.  
 

Managers 
 

• Treating colleagues fairly and equitably. 

• Responding to formal and informal complaints as quickly as reasonably practicable.  

• Ensuring reference to NHS Kernow’s values and policies. 

• Making attempts to resolve all issues that arise, informally in the first instance. 

• Contacting the people and organisational development (POD) team if informal 

resolution is not successful. 

• Dealing with issues proactively, as they arise in 1 to 1’s.  

• Setting a good example by their own behaviour. 

• Conducting thorough investigations into grievance when appropriate. 

• Chairing grievance hearings when appropriate. 
 

In addition, managers should support colleagues by: 
 

• making sure that colleagues know the standards of behaviour expected of them 

• intervening to stop bullying or harassment 
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• ensuring support is available for any colleague affected 

• ensuring that there is a supportive working environment 

• reporting any complaint promptly to POD 
 

People and organisational development  
 

The POD team is responsible for advising anyone who feels they have a concern. They 
can provide mediation or facilitate meetings as necessary and offer advice about the 
resolution of informal or formal grievances or complaints relating to dignity and respect 

at work. 
 

In the event of a formal grievance, POD can advise about: 
 

• the applicable procedure and compliance with it  

• compliance with timescales 

• the strength of the evidence 

• whether any further enquiries may be necessary or useful 

• the remedies and recommendations that may be available to a manager 

• whether the proposed outcome is reasonable in all circumstances  
 

Individuals 
 

• Behaving in accordance with NHS Kernow values and behaviours.  

• Considering and communicating what action or outcome they are seeking.  

• Being clear about whether their grievance is formal or informal. 

• Treating colleagues with dignity and respect. 

• Taking a stand if they think inappropriate jokes or comments are being made. 

• Intervening where appropriate to stop harassment or bullying. 

• Supporting those who are being bullied or harassed. 

• Making it clear that they find harassment and bullying unacceptable. 

• Seeking support if required. 

 
Being managed or supervised, having conversations and or receiving feedback about 

performance and taking part in appraisals and 1 to 1 meetings are normal management 
processes. They are not normally a cause for complaint unless an individual feels they 
are being treated unfairly or differently to their colleagues. 

 
All individuals should have an awareness of how their own behaviour may affect others 

and change it, if necessary. Words or actions could still be offensive, even if they are 
meant as a joke. 
 

Where issues do arise, every attempt should be made to try and resolve them quickly 
and informally whenever possible. 
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It might not always be obvious to others that something they have said or done has 
caused offense. If anyone is offended by the action, language, or words of someone 

else, they should tell them as soon as possible. 
 

All colleagues are responsible for reporting harassment or bullying to their manager or 
POD and supporting the organisation in the investigation of complaint. If a complaint of 
harassment or bullying is made, they must not prejudge and should never victimise the 

complainant or alleged perpetrator. 
 

Commissioning responsibilities 
 
In addition to directly engaged colleagues, it is NHS Kernow’s responsibility to ensure 

that commissioned and independent contractors have arrangements in place to deal 
with grievances including those relating to bullying and harassment. 

 
This requirement forms part of NHS Kernow’s quality schedule, which is included within 
each of the key contacts and service level agreements. Contract monitoring and quality 

assurance processes will confirm that the individual independently contracted practices 
have arrangements in place to deal with complaints made by their own directly 

employed colleagues. The frequency of contract monitoring is recommended as 
monthly, in the department of health contract guidance. 
 

5. Policy statement 
 

NHS Kernow believes that all colleagues should be treated fairly and with respect. 
Anyone who is unhappy about the treatment they have received or about any aspect of 

their work, should discuss it in the first instance with their line manager or with the POD 
team if their manager is the cause of the complaint. 
 

Grievances should be resolved at the earliest possible stage, but where attempts to 
resolve issues informally do not work, it may be appropriate to raise a formal grievance 

under this procedure.  
 
It is important that the nature of any grievance is clearly set out and the outcome sought 

is indicated. During the formal stages of the grievance procedure everyone has the right 
to be accompanied at meetings, by an NHS Kernow colleague or a trade union 

representative.  
 
Complaints that amount to an allegation of misconduct on the part of another colleague 

may be investigated and dealt with under the disciplinary policy and procedure at the 
most appropriate point. 

 
Grievances may be concerned with a wide range of issues relating to employment. 
These might include the allocation of work, bullying and harassment, the working 

environment or conditions or pay or treatment by a colleague or manager.  
 

http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/DisciplinaryPolicyAndProcedure.pdf
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If a complaint relates to bullying or harassment by another colleague, the matter will be 
taken seriously. Any colleague found to be involved in the harassment or bullying of 

another colleague may face disciplinary penalties, up to and including dismissal. 
 

NHS Kernow will also not tolerate victimisation of a person for making allegations of 
bullying or harassment in good faith or supporting someone to make such a complaint. 
Victimisation is a disciplinary offence. 

 
Acts of violence, aggression, gas lighting and ghosting will also not be tolerated and will 

be dealt with through the disciplinary procedure. 
 
Unacceptable behaviour from people outside of NHS Kernow should be managed with 

reference to the acceptable behaviour policy. 
 

6. Detailed process information 
 

The main steps in the process are: 
 

• mediation (which can be requested by any party at any stage) 

• making the complaint 

• informal stage 

• investigation 

• formal stage 

 
Mediation can be undertaken where both parties agree. Mediation can be requested by 
either party at any stage throughout this procedure with the agreement of both parties. 

Mediation can be from any source including the POD team, counselling, independent 
line manager. In some circumstances help from an external party such as the Advisory, 

Conciliation and Arbitration Service (ACAS) may be sought. An appropriate mediator 
will be identified with support from the POD team. This person will be independent from 
the parties concerned, with no stake in the outcome. Mediation does not impose a 

resolution but facilitates both parties to work together to come up with an agreed way 
forward. Mediation can: 

 

• assist parties to clarify their issues and resolve their differences 

• explore solutions and facilitate an agreement through collaborative problem solving 

• acknowledge feelings as well as facts 

• rebuild relationships for the future 
 
Mediators do not provide advice but help with communication. All parties should be 

aware that should mediation be unsuccessful, or the agreement not maintained then 
there may be no option other than a formal investigation. 

 

  

http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/AcceptableBehaviourPolicy.pdf


 

Grievance and dignity at work policy | Page 11 

Making the complaint 
 

If a complaint cannot be resolved informally, the individual may escalate it to the formal 
stage of the grievance process and should put their complaint in writing. This written 

statement will form the basis of any subsequent hearing and any investigations, it is 
important to set out clearly the nature of the grievance and indicate the desired 
outcome. A written grievance should be fact based and free from language that is 

insulting or abusive. 
 

In most cases grievances should be dealt with by an immediate line manager. 
Nevertheless, if the line manager is the subject of a complaint, then the complaint may 
be sent to the next level manager. The POD team can advise anyone who is unsure 

who to contact with a complaint. 
 

Colleagues may insist on the matter proceeding to a full grievance hearing should they 
feel that their complaint cannot be resolved satisfactorily at an informal level. 
 

Investigation 
 

Before proceeding to a full grievance hearing, it may be necessary to carry out 
investigations of any allegations made. This may involve accessing a colleague’s 

personal file, although the confidentiality of the grievance process will be respected, 
wherever possible. In exceptional circumstances, any evidence given by individuals 
during an investigation may have to remain confidential. Where confidentiality is 

necessary, a summary of evidence will be presented that protects the identity of the 
individual.  
 

Unlike a disciplinary issue, where it is advisable for different people to conduct the 
investigation and the hearing, the investigation can be conducted by the same manager 

hearing the grievance, although this does not have to be the case. The employer could 
decide to appoint another officer to investigate and prepare an investigation report. In 
such cases the manager may wish to produce terms of reference so that the 

investigating officer is clear on their remit. 
 

Any information uncovered as part of a grievance investigation may be used as 
evidence to initiate disciplinary or capability and performance procedures. 
 

Formal process 
 

All complaints will be investigated promptly and, if appropriate, disciplinary proceedings 
may be brought against the alleged harasser or other colleagues involved. Colleagues 

have the right to be accompanied by a work colleague or trade un ion representative at 
formal meetings. The manager hearing the grievance will decide on a balance of 
probabilities, after considering all available evidence, whether or not the grievance is 

upheld.  
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Grievance hearing 
 

The hearing will be held as soon as is reasonably practicable, but all parties should be 
given 7 days’ notice to attend a formal meeting.  

 
Where appropriate it may be necessary to have a manager or responding party at the 
meeting. Where appropriate, the meeting may be adjourned to allow further 

investigations to take place. 
 

Following the meeting and providing that any further investigation is not necessary the 
colleague will be informed in writing of the outcome and told of any action that NHS 
Kernow proposes to take as a result of the complaint. They will, however, retain 

confidentiality to other parties where necessary. This will consist of an explanation of 
what action has been taken or will be taken, or an explanation that no action can be 

taken, along with the reasons for this.  
 
In some circumstances the deciding manager may consider that this feedback is best 

delivered face to face, but this is not essential. In all cases the outcome will be 
confirmed in writing. It is important for colleagues raising a grievance to be aware that if, 

as a result of the grievance, disciplinary action is taken against another colleague, they 
will not be able to receive details of the outcome of any disciplinary hearing held. 
 

Making an appeal 
 

If a colleague is not satisfied with the outcome of the grievance hearing they may 
appeal. Any appeal should be made in writing to the manager who conducted the initial 
grievance hearing. It should clearly state the grounds of the appeal and should be 

submitted within 7 working days of the written notification of the outcome of the 
grievance. 

  

Appeal hearing 
 
An appeal hearing will be arranged as soon as reasonably possible. It will be chaired by 
an impartial manager and where appropriate this might be either a director, deputy 

managing director, managing director, or Governing Body member or chair depending 
on the position of the complainant and the nature of the complaint. They will consider 

the grounds that you have put forward and assess whether the conclusion reached in 
the original grievance hearing was appropriate. A member of the POD team may also 
be present at an appeal hearing and may be part of the decision-making panel. 

 

Appeal outcome 
 
The outcome of any appeal will be final and there will be no further right to challenge the 
decision made. 
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Accessibility  
 

If any aspect of the grievance procedure causes difficulty on account of any disability, or 
if assistance is needed in the event of anyone not having English as a first language, 

the POD team should be informed and will make appropriate arrangements. 
 

Conducting the grievance procedure 
 
NHS Kernow recognises that a formal grievance procedure can be a stressful and 

upsetting experience for all parties involved. Everyone involved in the process is entitled 
to be treated calmly and with respect. NHS Kernow will not tolerate abusive or insulting 

behaviour from anyone taking part in or conducting grievance procedures and will treat 
any such behaviour as misconduct under the disciplinary procedure. 
 

Disclosing information 
 

Each party shall disclose any written evidence that will be referred to during the course 
of the appeal for prior distribution to the panel and each party. 
 

Anonymous witnesses 
 

An investigating officer can anonymise witness statements obtained during a grievance 
procedure. However, while there is no legal requirement to disclose the identity of 
witnesses, failure to do so undermines the colleague's right to challenge properly the 

evidence. The investigating officer should explore the witness's reasons for wishing to 
remain anonymous and decide whether it should disregard such evidence or not. 

 

Ill health or absence 
 

Circumstances may arise where a colleague is too ill to participate in the investigation, 
adequately prepare for a hearing or attend the hearing itself. Where this is the case, we 

will use a number of principles.  
 
The first of these is that ill health of a colleague will not usually be a ground for stopping 

a grievance procedure. Secondly, where the absence is likely to be short, the chair or 
investigating officer will usually wait until the colleague recovers and is able to take a full 

part in the process Thirdly, when the absence is ongoing and it appears that the 
colleague is likely to remain off sick for an extended period, we’ll require the colleague 
to cooperate with the occupational health department in determining whether or not he 

or she is sufficiently fit to take part in the grievance process. Fourthly, if, following 
consultation with the occupational health department it appears that the colleague is fit 

to take part in the grievance process, the process will continue, although the chair may 
at their discretion also take any of the steps listed in special measures. Fifthly, where it 
appears that the colleague is not fit to take a full part in the standard grievance 

procedure, the chair will consider taking any of the special measures. 
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If after taking into account the special measures, the colleague is still not able to attend, 
the chair should hold the meeting in their absence. 

 

Disciplinary policy 
 
Complaints about a disciplinary process should be dealt with as an appeal under the 
disciplinary procedure. Grievances raised by someone who is subject to disciplinary 

proceedings will usually be heard only when the disciplinary process has been  
completed. Insofar as a grievance has any bearing on the disciplinary proceedings, it 

can be raised as a relevant issue in the course of those proceedings in the first 
instance. 
 

On occasion it may be considered appropriate to temporarily suspend the disciplinary or 
performance process to deal with the grievance if the allegation is so serious it would be 

unreasonable to proceed with the disciplinary or capability or performance proceeding. 
 
If the grievance is unrelated to the disciplinary or capability or performance proceedings, 

there would normally be no reason for disciplinary or capability or performance 
proceedings to be postponed. Both proceedings should continue to run at the same 

time. 
 

7. Special measures 
 
NHS Kernow may, at its discretion, propose adjusting the standard grievance  

procedure by taking any or all the measures set out below with a view to ensuring the 
effective participation of the colleague in the grievance process. 

 

Venue 
 

We will consider holding the grievance hearing at a venue other than the organisation's 
premises, either to reduce the stress caused to the colleague by attending the hearing 

or to accommodate any physical needs that the colleague may have. 
 

Representation 
 
Where it appears that the colleague's illness may affect their ability to explain their case, 

we will consider any request that the colleague may have to be represented in the 
process by a colleague or union official. The representative may be allowed an 
expanded role in the process where this would assist the colleague in ensuring that their 

case is fully explained. 
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Written representations 
 

Where the colleague may have difficulty in explaining their case, consideration will be 
given to allowing the colleague to rely on written representations, which may be 

prepared by a representative. 
 

Documentation 
 
NHS Kernow will take particular care to ensure that the colleague receives all 

documentation relating to the grievance process sufficiently in advance to allow them to 
prepare fully, taking into account any effect that the colleague's health may have on 

their ability to analyse the information and prepare a response. 
 

Timings 
 
While being committed to the principle that matters should be dealt with promptly, NHS 

Kernow may allow extra time for any stage of the grievance process to ensure that the 
colleague can participate effectively. Particular attention will be given to the duration of 
any grievance hearing and its impact on the colleague and the need to take appropriate 

breaks. 
 

8. Collective grievances 
 
If more than 1 colleague has identical grievances, the colleagues may wish them to be 

addressed in the same grievance process. Colleagues wishing to do this will raise a 
collective grievance via this grievance procedure. 

 
The colleagues must agree, without any pressure being exerted on colleagues to join 
the collective process, to do this. The colleagues will be entitled to only 1 grievance 

hearing and, if applicable, 1 appeal hearing. 
 

If colleagues do not voluntarily agree to enter a collective grievance or if the grievances 
are not identical, NHS Kernow will arrange to hear the grievances on an individual 
basis. 

 
If the colleagues are all members of the same trade union, the trade union 

representative can, if all wish him or her to do so, raise the grievance on the colleague’s 
behalf. Alternatively, the colleagues can agree to nominate 1 of the colleagues raising 
the grievance to act on behalf of all of colleagues raising the collective grievance. If 

there is not 1 nominated representative, the colleagues will be entitled to address 
concerns individually at the grievance hearing but will have no additional right to be 

accompanied beyond having their colleagues present. 
 
Issues that are the subject of collective negotiation or consultation with the trade unions 

will not be considered under the grievance procedure. 
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Other than the points stated above, the grievance procedure will remain the same as 
that set out in this policy and procedure. 

 

9. Dignity at work process 
 

Informal process 
 
It may be possible to sort out matters informally. A person may not know that their 
behaviour is unwelcome or upsetting. An informal discussion may help them to 

understand the effects of their behaviour and agree to change it. A member of the POD 
team, a manager, trade union representative or another colleague may be able to 

support an informal meeting if an individual does not feel able to approach someone 
who is making them feel uncomfortable. 
 

Line manager supported meeting for dignity at work 
 

A line manager can assist a colleague to have a discussion with someone whose 
behaviour or actions are making them feel uncomfortable. In such instances, a line 
manager should: 

 

• seek POD advice before undertaking this type of conversation  

• speak to both parties individually and consider what action is necessary  

• attempt to resolve the situation, and ensure cooperation from both parties 

• arrange a meeting with both parties together to discuss the issue  

• make recommendations to both parties during this meeting  

• be clear in terms of their expectations of standards of behaviour within the team 

• decide where further action is necessary and provide feedback on the decision  

• recommend mediation if necessary 

• recommend an alternative action 

 
It is important to note that if issues of bullying, harassment or victimisation are raised 
during line management 1 to 1 or clinical supervision they must be acted upon in line 

with this policy. 
 

Mediation and a formal approach can be considered for dignity at work cases in line 
with other grievance situations. 
 

If the complaint against you is not upheld the POD team will support you, the 
complainant and your manager(s) in making arrangements for you both to continue or 

resume working and to help repair working relationships. If it is considered appropriate 
NHS Kernow will consider making arrangements to avoid you and the complainant 
having to continue to work alongside each other, if either of you do not wish to do this 

and if this is reasonably practicable. 
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10. Unacceptable behaviour from the member of public 
 
Unacceptable behaviour from members of the public is outside the scope of this policy, 
this focuses on acceptable behaviour by colleagues within the workplace. However, 

anyone experiencing unacceptable behaviour from members of the public can expect 
and demand the active support of their manager or appropriate senior manager to 

address the situation. 
 

11. Update and reviews 
 
This policy will be reviewed at least every 3 years or following a change to the 

legislation. 
 

12. Implementation plans and monitoring effectiveness 
 
The policy will be implemented after review with staff voice and the unions. 

 
The number of formal grievances including bullying and harassment cases are 

monitored by POD. 
 
This policy will be in included in relevant management training. 

 

13. Policies referred to in this document 
 

• Performance policy 

• Disciplinary policy and procedure 

• Whistleblowing policy and procedure 

• Acceptable behaviour policy.  
 

  

http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/CapabilityPolicy.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/DisciplinaryPolicyAndProcedure.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/WhistleblowingPolicy.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/AcceptableBehaviourPolicy.pdf
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Appendix 1: Equality impact assessment  
 
Name of policy or service to be assessed: Grievance including dignity at work policy 
Department or section: People and organisational development 

Date of assessment: 11 January 2021 
Person(s) responsible for the assessment: Tricia Phillips  

Is this a new or existing policy? Existing  
 

Aims, objectives and purpose 
  
Describe the aims, objectives and purpose of the policy 

 
To allow grievances to be raised in a consistent way. To minimise the risk of bullying, 
harassing and victimising behaviour, to encourage a proactive approach to the early 

recognition of bullying, harassment and victimisation and to resolve such conflicts 
effectively and speedily if they occur and to promote equality. 

 
Who is intended to benefit from this policy, and in what way? 
 

All colleagues as we strive to constantly develop our culture in line with our values, and 
any colleague who is seeking to resolve a situation in which they feel aggrieved and/or if 

their dignity at work has been compromised. 
 
What outcomes are wanted from this policy? 

 
That the process for handling grievances and dignity at work cases is clear and acted 

upon accordingly. 
 
What factors or forces could contribute or detract from the outcomes? 

 
Lack of understanding of the policy and procedure or reluctance to raise issues. 

 
Who are the main stakeholders in relation to the policy? 
 

All colleagues. 
 

Who implements the policy, and who is responsible for the policy? 
 
Colleagues and team managers implement the policy. POD is responsible for updating 

the policy. 
 

Differential impacts 
 
Perspective of race, nationality and/or ethnic origin 
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Does this have a positive or negative impact on black, Asian and minority ethnic 
(BAME)? 

 
An objective of this policy is to ensure all grievances are dealt with consistently and 

fairly, regardless of the characteristics of the colleague concerned. NHS Kernow has a 
commitment to ensure that no person is discriminated against on the grounds a 
protected characteristic. 

 
How will any negative impact be mitigated? 

 
POD will take an overview of all cases to ensure consistency. 
 

Perspective of sex 
 

Does this have a positive or negative impact on people who identify as male, 
female or intersex? 
 

An objective of this policy is to ensure all grievances issues are dealt with consistently 
and fairly, regardless of the characteristics of the colleagues concerned. NHS Kernow 

has a commitment to ensure that no person is discriminated against on the grounds a 
protected characteristic. 
 

How will any negative impact be mitigated? 
 

POD will take an overview of cases for consistency 
 
Perspective of disability 

 
What is the positive or negative differential impact on people from the 

perspective of disability? 
 
Colleagues with a learning disability may have more difficulties understanding the 

process. 
 

How will any negative impact be mitigated? 
 
Line managers or the POD team members can provide advice and guidance. 

 
Perspective of sexual orientation 

 
Does this have a positive or negative impact on people who identify as 
heterosexual, lesbian, gay, bisexual, pansexual or asexual? 

 
An objective of this policy is to ensure all grievances are dealt with consistently and 

fairly, regardless of the characteristics of the colleague concerned. NHS Kernow has a 
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commitment to ensure that no person is discriminated against on the grounds a 
protected characteristic. 

 
How will any negative impact be mitigated? 

 
POD will take an overview of cases for consistency 
 

Perspective of age 
 

What is the positive or negative differential impact on people from the 
perspective of age?  
 

An objective of this policy is to ensure all grievances are dealt with consistently and 
fairly, regardless of the characteristics of the colleague concerned. NHS Kernow has a 

commitment to ensure that no person is discriminated against on the grounds a 
protected characteristic. 
 

How will any negative impact be mitigated? 
 

POD will take an overview of cases for consistency 
 
Perspective of religion or belief 

 
What is the positive or negative differential impact on people from the 

perspective of religion or belief?  
 
An objective of this policy is to ensure all grievances are dealt with consistently and 

fairly, regardless of the characteristics of the colleague concerned. NHS Kernow has a 
commitment to ensure that no person is discriminated against on the grounds a 

protected characteristic. 
 
How will any negative impact be mitigated? 

 
POD will take an overview of cases for consistency 

 
Perspective of marriage and civil partnership 
 

What is the positive or negative differential impact on people from the 
perspective of marriage and civil partnership? This is particularly relevant for 

employment policies. 
 
An objective of this policy is to ensure all grievances are dealt with consistently and 

fairly, regardless of the characteristics of the colleague concerned. NHS Kernow has a 
commitment to ensure that no person is discriminated against on the grounds a 

protected characteristic. 
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How will any negative impact be mitigated? 
 

POD will take an overview of cases for consistency 
 

Perspective of gender re-assignment 
 
Does this have a positive or negative impact on people who identify as trans or 

transgender, non-binary or gender fluid? 
 

An objective of this policy is to ensure all grievances are dealt with consistently and 
fairly, regardless of the characteristics of the colleague concerned. NHS Kernow has a 
commitment to ensure that no person is discriminated against on the grounds a 

protected characteristic. 
 

How will any negative impact be mitigated? 
 
POD will take an overview of cases for consistency 

 
Perspective of pregnancy and maternity 

 
Does this have a positive or negative impact on people who are pregnant, breast 
feeding mothers, or those on maternity leave? 

 
An objective of this policy is to ensure all grievances are dealt with consistently and 

fairly, regardless of the characteristics of the colleague concerned. NHS Kernow has a 
commitment to ensure that no person is discriminated against on the grounds a 
protected characteristic. 

 
How will any negative impact be mitigated? 

 
POD will take an overview of cases for consistency 
 

Other identified groups 
 

Consider carers, veterans, different socioeconomic groups, people living in poverty, 
area inequality, income, resident status (migrants), people who are homeless or living in 
unstable accommodation, long term unemployed, people who are geographically 

isolated, people who misuse drugs, those who are in stigmatised occupations, people 
with limited family or social networks, and other groups experiencing disadvantage and 

barriers to access. 
 
How will any negative impact be mitigated? 

 
POD will take an overview of cases for consistency 
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Human rights values 
 

How have the core human rights values of fairness, respect, equality, dignity and 
autonomy been considered in the formulation of this policy, service or strategy?  

 
This policy and procedure are based on the principles of fairness and equity and 
therefore supports the principals of the core human rights. 

 
Which of the human rights articles does this document impact? 

 

☐ To life 

☐ Not to be tortured or treated in an inhuman or degrading way 

☐ To liberty and security 

☒ To a fair trial  

☐ To respect for home and family life, and correspondence 

☐ To freedom of thought, conscience, and religion 

☐ To freedom of expression 

☐ To freedom of assembly and association 

☐ To marry and found a family 

☐ Not to be discriminated against in relation to the enjoyment of any of the rights 

contained in the European Convention 

☐ To peaceful enjoyment of possessions 

 
What existing evidence (either presumed or otherwise) do you have for this? 
 

This policy and procedure are based on the principles of fairness and equity, the 
intention is to mitigate against any infringement to any dignity at work issue. 

 
How will you ensure that those responsible for implementing the policy are aware 
of the human rights implications and equipped to deal with them? 

 
Not applicable. 

 

Public Services (Social Value) Act 2012 
 

NHS Kernow is committed and obliged to fulfil the requirements of the Public Services 
(Social Value) Act 2012. This Act requires the organisations to consider how services 

commissioned or procured might improve the economic, social and environmental 
wellbeing of an area.  
 

Please describe how this will support and contribute to the local system, wider 
system and community.  

 
Please consider: 
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• the inclusion of small medium size enterprises (SMEs) in the process and supply 
chain 

• economic – promote skills, tackle worklessness, maintain employment, increase 
volunteer hours to support the community and promote inclusion 

• social – reduce anti-social behaviour, tackle exclusion by promoting inclusion 
including to vulnerable groups 

• environmental – support local, reduce congestion. 
 

Describe how the policy contributes towards eliminating discrimination, 
harassment and victimisation. 
 

This policy ensures a fair approach to managing grievances 
 
Describe how the policy contributes towards advancing equality of opportunity.  

 
The policy ensures equal and consistent treatment of grievances 

Describe how the policy contributes towards promoting good relations between people 
with protected characteristics.  
 

It encourages fairness 
 

If the differential impacts identified are positive, explain how this policy is 
legitimate positive action and will improve outcomes, services and/or the working 
environment for that group of people. 

 
It will allow any colleague to speak up 

 
Explain what amendments have been made to the policy or mitigating actions 
have been taken, and when they were made. 

 
This version of the policy brought together the grievance and dignity at work policies 

making them easier to access 
 
If the negative impacts identified have been unable to be mitigated through 

amendment to the policy or other mitigating actions, explain what your next steps 
are using the following equality impact assessment action plan. 

 
The policy has mitigated issues 
 

Signed (completing officer): Tricia Phillips 
 

Date: 12 January 2021 
 
Signed (head of department or section): Emma Goudge 

 
Date: 12 January 2021 



 

 
 

APPENDIX 8 
 
Before being published on the document library, this policy will be: 

 

• re-branded, taking account of the ICB logo, new organisation and committee 

names and job titles 

• checked for accessibility standards 

 

Date approved: 18 May 2021 
  

Disciplinary policy and procedure 
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 Introduction  
 

NHS Kernow Clinical Commissioning Group (NHS Kernow) recognises that a positive 
and pleasant working environment contributes to the overall effectiveness of the 

organisation. This policy and procedure has been developed to ensure a fair, systematic 
and consistent approach is taken when a colleague's behaviour or action is in breach of 
workplace rules or falls short of the expected standards. 

 
This policy has been developed in consultation with recognised trade unions and is in 

accordance with the ACAS Code of Practice on disciplinary and grievance procedures. 
 
This procedure does not form part of any colleague’s contract of employment and it may 

be amended at any time following consultation. We may also vary application of this 
procedure, including any time scales for action, as appropriate. 

 

 Purpose  
 

The Disciplinary policy and procedure provides a framework to manage concerns about 
someone’s conduct in a fair and timely way. It aims to help people achieve and maintain 

required standards of conduct. 
 
This policy applies to all colleagues regardless of length of service including those 

colleagues on secondment from NHS Kernow. For colleagues on secondment from 
another organisation, the responsibility lies with the substantive employer. However, 

NHS Kernow will work in partnership or support the investigation process where 
appropriate. The policy does not apply to individuals on a contract for services, honorary 
contract, volunteers, or agency workers. In these circumstances, concerns with conduct 

will be addressed via the respective contract, policy, or guidance. 
 

 Responsibilities 
 

It is the aim of NHS Kernow to deal with disciplinary matters sensitively and with due 
respect for the privacy of any individuals involved. The fair treatment of staff supports a 
culture of fairness, openness and learning in the NHS by making staff feel confident to 

speak up when things go wrong, rather than fearing blame.  
 

An objective and prompt examination of the issues and circumstances should be carried 
out to establish whether there are truly grounds for a formal investigation and/or for 
formal action. Would training for the colleague, support, guidance or informal 

management be more appropriate and productive?  
 

Disciplinary cases will be treated sensitively and confidentially. Information will only be 
shared with those who have a legitimate right to be informed in accordance with Data 

https://www.acas.org.uk/
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Protection Act 2018 and the Common Law Duty of Confidentiality. Breaches of 
confidentiality by any party may result in disciplinary action. 

 

Responsibilities of senior managers and line managers 
 
Managers are responsible for ensuring their team is aware of the required standards of 
conduct and for bringing any concerns to the attention of colleagues at the earliest 

opportunity. 
 

Managers should try to resolve minor matters of concern informally. If informal 
approaches do not bring about improvement, or if misconduct is sufficiently serious, 
formal stages of this procedure should be followed. 

 
Managers will ensure that all action taken under this policy and procedure is reasonable 

and proportionate. At an early stage, colleagues will be told why disciplinary action is 
being considered and they will be given the opportunity to respond to allegations before 
decisions about formal sanctions are taken. 

 
Colleagues can be accompanied and represented, at a formal disciplinary hearing by a 

work colleague, trade union representative or other companion from any background, 
not acting in a legal capacity. 
 

All managers who oversee investigations or take part in hearing panels must have 
appropriate and up to date training before doing so. They should not take part in any 

disciplinary process without first undertaking the appropriate training or refresher 
training. 
 

Responsibilities of people and organisational development (POD) 
 

Managers should seek advice from POD if they feel that the required standards of 
conduct have not been met. POD can help to ensure that this policy is followed correctly 
and that any actions taken reflect the ACAS disciplinary code of practice, and just 

culture principles. Where a colleague’s ability to do their job is affected by something 
other than conduct POD will advise on appropriate action, which may involve an NHS 

Kernow policy not related to disciplinary.  
 
POD will source appropriate training for managers which is based on the principles of 

just culture and the ACAS disciplinary code of practice   
 

POD will help managers to carefully assess whether the matter can be managed 
informally where possible or whether there are grounds for further investigation and/or 
formal action. 

 

Right to be accompanied 
 



Disciplinary policy and procedure | Page 9 

Colleagues have a right to be accompanied at any formal meeting, by a work colleague 
or trade union or professional body representative who is neither a family member (or in 

a personal relationship) nor working in a legal capacity at any formal disciplinary 
hearing. 

 
It is the colleague’s responsibility to arrange such representation. The colleague 
representative can: 

 

• address the meeting or hearing (to put or sum up the colleague’s case) 

• respond on behalf of the colleague to views expressed at the meeting or hearing 

• confer with the colleague during the meeting or hearing 

 
The colleague representative cannot: 
 

• answer direct questions on behalf of the colleague  

• address the meeting or hearing if the colleague does not wish it 

 
 

 Handling allegations of misconduct and investigating   

the facts 
 

Fact finding 
 

When concerns are raised the manager will always carry out some initial fact finding 
and, in most circumstances, it would be appropriate to meet the colleague to establish 

their version of events. The manager may also meet with other relevant individuals to 
get a good understanding about what has happened. The fact finding exercise should  
review the whole of the event and establish dates and time of the incident, individuals 

involved, or individuals who have potentially witnessed events. This should include 
taking accounts from individuals involved in the incident or concern. It may also include 

reviewing: 
 

• rotas 

• notes 

• emails 

• individual circumstances  

• previous discussions with individuals. 

 
This is not a formal investigation and will be informal, open and transparent.  

 

Informal management 
 
NHS Kernow recognises that cases of minor misconduct may be best dealt with 
informally and quickly. A one to one discussion may be all that is needed, supported by 

the offer of additional training, coaching and advice if appropriate. Managers should talk 
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to the person in private as soon as possible, normally within a few days. This will be a 
two way discussion, aimed at talking through shortcomings and encouraging 

improvement. 
 

Feedback should be constructive with an emphasis on finding ways to improve. The 
manager will make sure the colleague understands the standards expected and will 
explain how their conduct will be monitored and set a clear timescale for improvement.  

Managers should keep brief notes of any informal action for reference purposes. 
 

Where appropriate, managers may also summarise concerns and expectations in 
writing, a copy of which will be placed on the personal file.  
 

If informal action does not bring about the required improvement, or the misconduct is 
too serious to be classed as minor, formal disciplinary action may be considered. 

Examples of misconduct are identified in appendix 1. 
 

Suspension 
 
In most cases, suspension from work will not be necessary and the colleague will be 

able to continue doing their normal job while matters are investigated. Any decision to 
suspend or exclude an individual should never be taken by 1 person alone or by anyone 
who has an identified or perceived conflict of interest. Levels of authority to suspend are 

defined in appendix 3. 
 

Suspension should only be considered where immediate safety, safeguarding concerns 
or security issues prevail and any decision to suspend or exclude should be a measure 
of last resort that is proportionate, time bound and only applied when there is full 

justification for doing so. 
 

Temporary redeployment to an alternative role, restrictions on practice or increased 
supervision should be considered and, if appropriate, put in place for the duration of the 
investigation as an alternative to suspension. 

 
The suspension risk assessment tool must be used prior to any decision being taken 

about whether to suspend or redeploy or amend the duties of any colleague. 
 
Where alternative action to suspension is implemented, this does not prejudice the right 

to suspend at a later stage if it is considered necessary, or a decision to dismiss 
following a formal disciplinary hearing. 

 
Suspension is not an assumption of guilt and is not a disciplinary sanction.  
 

Every effort will be made for the manager to meet with the colleague to inform them of 
the decision to suspend. This will be followed up in writing within 3 working days.  

The manager communicating the decision to suspend should: 
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• explain the reasons for suspension and how long it is expected to last 

• explain the colleague’s responsibilities during their suspension 

• provide a point of contact 

• agree how they will keep in regular contact with the colleague throughout 

• give details about support from EAP, OH or staff assistance helpline 
 

If it is necessary to explain the colleague's absence, the manager should also discuss 
with the colleague how they would like it to be explained to colleagues and/or external 

contacts. 
 
Suspension is on full pay except for colleagues with zero-hour contracts for which 

suspension will be unpaid. However, in the case of a worker on zero-hours contract, this 
should be reviewed by the director of POD. 

 
Suspension will be for the minimum time necessary and will be reviewed every 5 days 
and lifted when the reason for suspension no longer exists. 

 
Most investigations should be concluded within 2 weeks of suspension. Where this is 

not possible people should be informed that they remain suspended and told when the 
investigation is likely to be completed. This should be followed up in writing.  Managers 
should make themselves available to meet colleagues to discuss the progress of the 

investigation. 
 

If the colleague wants to go on holiday during their suspension, they must still make a 
request to take annual leave. 
 

Formal action 
 

Investigation 
 

Where the fact finding exercise has identified alleged misconduct or gross misconduct, 
or where expectations have been clarified and there has been a failure to improve 
conduct and/or behaviour concerns, a formal investigation will be instigated. 

 
A disciplinary case manager (DCM) will be appointed, who will identify an investigating 

officer. The investigating officer should not be someone who is directly responsible for 
the colleague who is being investigated, nor be directly or indirectly involved in the 
incident. It should also be noted that an investigating officer cannot subsequently be a 

member of the disciplinary panel in the event a formal hearing is required. 
 

The case manager will write to the colleague who is the subject of an investigation 
within 7 working days of being informed of the concerns, outlining the nature of the 
allegation being investigated.   

 
The investigating officer will be responsible for ascertaining the full facts of the case and 

for providing a report to the case manager. In cases where an incident involves, or was 
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witnessed by a number of colleagues, this may involve obtaining statements from each 
individual colleague. The investigating officer should keep the colleague under 

investigation updated with regards to timescales of the investigation. 
 

The investigating officer will submit a report including all evidence collected to the case 
manager, outlining the full facts and circumstances of the case based on the evidence 
collected. The case manager will review the report and with the advice of POD, decide 

regarding whether a formal disciplinary hearing should be convened.  
 

If a disciplinary hearing is deemed not appropriate the case manager should meet with 
the colleague at the earliest opportunity to discuss the findings of the report and agree a 
way forward. A letter confirming the outcome of this meeting should be sent to the 

colleague within 7 working days of the meeting. 
 

The length of the investigation will depend on the nature of the allegation or incident but 
should normally be completed within 2 weeks. Time periods may be varied but any 
timescale extended must have a clear completion date and be communicated to the 

individual by the DCM.  
 

Investigation interviews are solely for the purpose of fact-finding and no decision on 
disciplinary action will be taken until after a disciplinary hearing has been held.  
 

Procedure for medical staff 
 

Where applicable for investigations regarding clinical practice, the investigation 
procedures for medical staff are covered by the department of health’s MHPS. 
 

Disciplinary hearing 
 

Following any investigation, if there are grounds for disciplinary action, the colleague will 
be required to attend a disciplinary hearing. The purpose of a discipl inary hearing is to 
establish the facts of the case and determine what, if any, disciplinary action should be 

taken.  
 

Prior to any disciplinary meeting, the colleague should be informed in writing of the 
allegations against them, the basis for those allegations, and what the range of 
consequences will be if it is decided at the hearing that the allegations are true. The 

following will also be included where appropriate: 
 

• summary of relevant information gathered during the investigation 

• copy of any relevant documents which will be used at the disciplinary hearing 

• copy of any relevant witness statements when they are not confidential  
 

Where witness statements are to be kept confidential as much information as possible 
will be provided while maintaining confidentiality. 
 

https://resolution.nhs.uk/covid-19-and-business-continuity/practitioner-performance-advice/maintaining-high-professional-standards-in-the-nhs/
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The DCM will be responsible for ensuring that all the arrangements for the hearing are 
made and that the colleague receives the appropriate paperwork and notice of the 

hearing. 
 

5 working days written notice of the date, time and place of the disciplinary hearing will 
be given to provide the colleague with a reasonable amount of time to prepare their 
case based on the information that they have been provided with. The hearing will be 

arranged as soon as is practicably possible. 
 

If the colleague wishes to be accompanied at the hearing, they are responsible for 
notifying their representative of the date, time and location of the hearing and should 
forward any documents they wish to present to the hearing, together with the names of 

any witnesses they wish to call, to the chair of the panel at least 2 working days before 
the hearing. 

 
If the colleague and/or their companion cannot attend the hearing they should inform 
the DCM immediately and consideration will be given to arranging an alternative time. 

Colleagues must make every effort to attend the hearing and failure to attend without 
good reason may be treated as misconduct. Failure to attend without good reason, or 

persistent inability to do so (for example for health reasons), may lead to a decision 
being taken based on the available evidence. 
 

If the colleague chooses not to attend the hearing, (or is unable to) they may choose to 
send a written statement for consideration at the hearing or their trade union 

representative (or work colleague) may attend on their behalf. 
 
A colleague may ask relevant witnesses to appear at the hearing, provided the 

colleague gives sufficient advance notice to arrange their attendance. The colleague will 
be given the opportunity to respond to any information given by a witness. However, the 

colleague will not normally be permitted to cross examine witnesses unless, in 
exceptional circumstances, we decide that a fair hearing could not be held otherwise. 
 

The format for a disciplinary hearing is available at appendix 2. 
 

The hearing will be chaired by a manager not previously involved in the investigation 
process. There will be a minimum of 2 independent managers on the panel. The 
investigating officer will also normally attend to present the investigation and a note 

taker may also be in attendance and a recording device can be used. The colleague will 
be informed about who will attend the hearing and who will have access to the minutes. 

This will include all colleagues including managers involved, the POD team and any 
staff providing administrative assistance. 
 

Outcomes available at a disciplinary hearing are: 
 

• a warning or dismissal with or without notice  

• action short of dismissal  
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• no case to answer and no further action 

• further review of issues raised 

• referral of the case back to an informal process 
 

Stages of disciplinary hearing warnings 
 

Other than in circumstances of serious or gross misconduct (where the matter can be 
progressed directly to a higher stage) the following would normally be sequential. 
 

First written warning 
 

A first written warning may be given for any issue of misconduct which will remain on a 
colleague’s personnel record for 6 months.  
 

Final written warning 
 

If there is a further issue of misconduct (whilst under a previous warning) or a failure to 
improve then a final written warning may be issued. Alternatively, if a colleague’s first 
misconduct is sufficiently serious, it may be appropriate to move directly to a final 

written warning. This might occur where the colleague’s actions have had, or are liable 
to have, a serious or harmful impact. A final written warning will be issued which will 

remain on a colleague’s personnel record for 12 months (unless the sanction is defined 
as an action short of dismissal where the sanction may be for 24 months). 
 

The effect of warnings 
 

Written warnings will set out the nature of the misconduct, the change in behaviour 
required, the period for which the warning will remain active, and the consequences of 
further misconduct in that active period. 

 
The conduct will be reviewed at the end of a warning's active period and if it has not 

improved sufficiently the active period may be extended.  
 
Expiry of warnings 

 
Any formal warnings recorded on a colleague’s file will be disregarded for determining 

further disciplinary action once expired. The expired warning cannot be used as a 
reason for further disciplinary action, but the nature of the misconduct may be relevant 
to the case and therefore considered. 

 
Spent warnings must, however, be retained to monitor any patterns of behaviour about 

the individual at any point during their career which may arise, for example, 
safeguarding concerns. 
 

Dismissal 
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There may be circumstances when the actions of an individual are serious enough to 
constitute a fundamental breach of trust and confidence and irreparably breaches the 

employment contract between the colleague and NHS Kernow. This would constitute 
gross misconduct. Dismissal is the ultimate sanction that can be imposed and is, 

therefore, not undertaken lightly. Where allegations are upheld for gross misconduct a 
colleague will be summarily dismissed without notice. 
 

Where a final written warning has previously been issued, a colleague may be 
dismissed where there has been insufficient or no sustained improvement in conduct, or 

further breach (or breaches) of conduct have occurred. If the colleague is dismissed in 
these circumstances, notice will be given in line with their terms and conditions of 
employment. 

 
Action short of dismissal or alternative sanctions 

 
There may be exceptional cases where the manager conducting the hearing takes the 
view that, whilst dismissal may be warranted, the particular circumstances may best be 

served by action short of dismissal. In these circumstances, 1 of the following sanctions 
may be considered as an alternative sanction to dismissal only with a final written 

warning: 
 

• Demotion and disciplinary redeployment 

• Disciplinary redeployment 

• Demotion 

 
The final written warning for this sanction may be for a period of either 12 or 24 months 

depending on the severity of the case. These sanctions will normally be applied 
immediately and will not attract any pay protection. 
 

NHS Kernow cannot create posts to accommodate disciplinary redeployment to the 
same or a lower banded post and a consideration of such a course of action will only be 

possible where a vacancy exists. The reasonableness of the transfer will also need to 
be considered. 
 

The colleague must agree to the alternative sanction. If they do not agree, then 
dismissal is the only alternative. 

 
Exceptions to specified time limits 
 

There may be occasions where a colleague’s conduct is satisfactory throughout the 
period the warning is in force, only to lapse soon thereafter. Where a pattern  emerges 

and/or there is evidence of repeated conduct issues, the colleague’s disciplinary record 
should be borne in mind in deciding how long any warning should last and could 
therefore vary to the durations described above. 
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Use of external advisors 
 

NHS Kernow may bring in external advisors or partner NHS organisations, to carry out 
an investigation or assist with the process as required. Any such parties will report to a 

nominated representative of the organisation and act within NHS Kernow policies. 
 
Right to appeal 

 
The colleague has the right of appeal against any formal warnings or dismissal under 

the disciplinary procedure although this will not stop the imposed sanction taking effect. 
 
Appeals may be raised for several reasons, for instance new evidence, undue severity 

or inconsistency of penalty. The appeal may either be a review of the disciplinary 
sanction or a rehearing, depending on the grounds of the appeal. 

 
Appeals must be made in writing stating the full reasons for the appeal within 5 working 
days of the date they were informed of the decision. 

 
Appeals will be heard by at least 1 manager of appropriate authority not previously 

involved in the case with the POD team support, and where possible will be more senior 
to the disciplinary panel chair. 
 

All parties involved in the appeal will be written to at least 5 working days before the 
proposed date of the hearing. Any additional, previously unconsidered paperwork to 

address the grounds of the appeal will be exchanged by all parties no less than 3 
working days before the appeal hearing.  
 

The appeal hearing will follow the same format as a disciplinary hearing, but the 
disciplinary panel chair will replace the investigating officer and the appellant will 

present their case first. The appeal panel may decide the disciplinary panel chair is not 
necessary at the appeal should they consider they have sufficient information to make 
an informed decision. 

 
If the colleague is appealing against dismissal, the date on which dismissal takes effect 

will not be delayed pending the outcome of the appeal. However, if the appeal is 
successful, they will be reinstated with no loss of continuity or pay. 
 

If any new matters are raised in the appeal hearing further investigation may need to be 
carried out. The chair may adjourn the appeal hearing if there is a need to carry out any 

further investigations such as re-interviewing witnesses in the light of any new points 
that have been raised at the hearing. If any new information comes to light this will be 
provided to the colleague with a summary including, where appropriate, copies of 

additional relevant documents and witness statements. The colleague will have a 
reasonable opportunity to consider this information before the hearing is reconvened. 

 
Following the appeal hearing the panel may: 
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• confirm the original decision 

• revoke the original decision 

• substitute a different penalty 

 
Usually, a penalty will not be increased on appeal unless there is new information or 

evidence being available that requires further investigation. 
 
Overlapping disciplinary and grievance issues  

 
Concerns regarding a disciplinary process will be dealt with as part of the disciplinary 

process and a separate grievance process will not be conducted. Efforts will be made to 
resolve the concerns informally through the investigation process. Where that is not 
possible, the grievance will be heard at the hearing and appeal stages of the disciplinary 

procedure. 
 

If the grievance is unrelated to the disciplinary proceedings, it may be appropriate to run 
investigations concurrently or delay the grievance process until after the disciplinary 
process is complete.  

 
Recording meetings and hearings 

 
NHS Kernow may decide to record a meeting with consent from both sides. Recordings 
will be made available to all parties. Colleagues, and anyone accompanying them 

(including witnesses), must not make electronic recordings of any meetings or hearings 
conducted under this procedure unless consent is given and agreed by all parties. 

Unauthorised recording of meetings will be considered a disciplinary matter. 
 
Referrals to external bodies 

 
In cases where colleagues are dismissed or resign during a disciplinary process a 

referral to the disclosure and barring service (DBS) and professional bodies will be 
made where the thresholds for referral are met. It may be appropriate to make a referral 
prior to the conclusion of the process to meet the requirements of the relevant 

professional or regulatory body as well as to manage any potential ongoing risk. 
 

Criminal charges 
 
Where conduct is the subject of a criminal investigation, arrest, charge or conviction, 

advice will be sought, and the facts investigated before deciding whether to take formal 
disciplinary action. Disciplinary action will not be automatic and will depend upon the 

circumstances. Advice may be required regarding the commencement of or progress of 
internal investigations in relation to the impact of criminal investigations. 
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Colleagues should inform their manager immediately if they are involved in a criminal 
investigation, arrest, or are subject to a charge or conviction. Failure to notify their line 

manager may result in disciplinary action. 
 

NHS Kernow will not usually wait for the outcome of any prosecution before deciding 
what action, if any, to take. Where colleagues are unable or have been advised not to 
attend an investigation meeting or disciplinary hearing or say anything about a pending 

criminal matter, a decision may have to be made based on the available evidence. 
 

A criminal investigation, charge or conviction relating to conduct outside work may be 
treated as a disciplinary matter if it is considered that it is relevant to the colleague’s 
employment. 

 
Where a criminal investigation relates to allegations of abuse of adults, children, or 

young people the organisation will co-operate and share information about the 
colleague with other relevant agencies as appropriate. 
 

 Keeping records and timescales 
 

During informal action, formal investigation and any subsequent stages of the procedure 
NHS Kernow will collect process and store personal data in accordance with our data 

protection policy. The data will be held securely and accessed by, and disclosed to, 
individuals only for the purposes of completing the disciplinary procedure. Records will 
be kept in accordance with the requirements of data protection legislation. Records will 

be created, stored, retained, appraised, and destroyed in line with the Data Protection 
Act 2018, the NHS records management code of practice, the Information 
commissioners office employment code of practice, and any nationally implemented 

laws, regulations and secondary legislation, as amended or updated. 
 

Information may also be collated in respect of freedom of information requests, but 
personal details will be omitted. 
 

Information will also be collated to comply with organisational reports, and government 
or NHS bodies reporting requirements. 

 
Records will be kept in line with the ACAS guide to discipline at work and will include: 
 

• the complaint against the colleague 

• the colleague’s defence 

• findings made and actions taken 

• whether an appeal was lodged 

• the outcome of the appeal 

• any grievances raised during the disciplinary procedure 

• subsequent developments 

• notes of any informal meetings 

 

https://www.legislation.gov.uk/ukpga/2018/12/contents/enacted
https://www.legislation.gov.uk/ukpga/2018/12/contents/enacted
https://www.nhsx.nhs.uk/information-governance/guidance/records-management-code/#:~:text=The%20Records%20Management%20Code%20of%20Practice%20provides%20a,provision%20has%20an%20element%20of%20NHS%20funded%20care.
https://ico.org.uk/
https://ico.org.uk/
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Copies of meeting records will be given to the colleague including copies of any formal 
minutes that may have been taken. In certain circumstances (for example to protect a 

witness) some information may be withheld. 
 

All stages of this procedure should be recorded and retained in the colleague’s personal 
file and electronic record.  
 

Any expired warnings will be retained but marked as spent. Summary data only needs 
to be retained for spent warnings. 

 
Records kept will be referred to for future stages of the procedure as appropriate.  
 

The information will be retained for the duration of the employment contract and any live 
warnings may be disclosed when references are requested as per the legal obligations 

of honest and factual disclosure. 
 
Although the anticipated timescales are specified in this procedure, this does not 

prevent colleagues, their representatives and management from varying these where 
appropriate and with due cause. Decisions will be fully documented and communicated 

to all parties. 
 

 Implementation plans and monitoring effectiveness 
 
A copy of the policy will be stored electronically in IRIS and a copy of the policy will be 

circulated to members of the POD team. 
 
A clear communication will be sent to all staff to make them aware that the revised 

policy has been issued and that they are responsible for familiarising themselves with 
the updated version. 

 
The trust directors and unions and staff voice will be advised of the issue of the revised 
policy. 

 
As there are no substantive changes no formal training is required. Attention will be 

drawn to the increased emphasis of need for supporting staff through this process 
 
The POD team will monitor effectiveness of the policy. 

 

 Update and review arrangements 
 
This policy has been agreed by trust management and staff side representatives. 

 
The policy will be reviewed every 3 years or earlier in view of developments which may 
include legislative changes, national policy instruction (NHS or department of health) or 

trust board decision. 
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 Policies referred to in this document 
 

• Grievance and dignity at work 

• Prime financial policies and scheme of reservation and delegation 

• Anti-fraud and bribery 

• Cornwall IT’s acceptable use policy 

• Performance policy 

• Whistleblowing policy  

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 

Appendix 1: Levels of misconduct 
 

http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/GrievanceAndDignityAtWorkPolicy.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurFinances/Guidance/SchemeOfDelegation.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurOrganisation/Policies/AntiFraudAndBriberyPolicy.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingInformation/Policies/AcceptableUsePolicy.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/CapabilityPolicy.pdf
http://doclibrary-kccg-intranet.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/ManagingStaff/Policies/WhistleblowingPolicy.pdf
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1. The level of misconduct will be determined at the outset of a formal disciplinary 
process and may be adjusted if necessary, as an investigation progresses should 

further information or evidence emerge. 
2. Minor misconduct is likely to result in informal action as per section 5 of the 

disciplinary policy. 
3. Misconduct, serious or gross misconduct will result in formal action and the level 

of misconduct may be determined dependent on the severity, context of the 

allegations or findings. Serious or gross misconduct may be an appropriate 
consideration where there are multiple allegations. 

4. Unless there is no case to answer or informal action is considered appropriate 
formal outcomes as defined in section 5 are as follows: 
 

• for misconduct, first written warning 

• for serious misconduct, final written warning 

• for cumulative misconduct, dismissal with notice 

• for gross misconduct, summary dismissal (dismissal without notice) or action 

short of dismissal are possible outcomes 
 
The following lists are not intended to be exhaustive and give only an indication of the 

type of offences that may be considered. 
 

Misconduct or serious misconduct 
 

Examples of behaviour that may be regarded as warranting disciplinary action include 
but are not limited to: 
 

• unauthorised absence 

• failure to comply with NHS Kernow’s or local departmental rules for reporting 

absence 

• poor attendance, time keeping or time wasting 

• failure to achieve and maintain standards and the abuse of work breaks, such as, 
extending breaks and/or returning late without permission to do so. 

 

Insubordination 
 

Rude and disrespectful behaviour, refusal to obey reasonable instructions from a 
manager. This needs to be weighed up against the need for taking the initiative and 
openness. 

 
Poor standard of work 

 
Minor acts of carelessness or negligence in the performance of duties which do not 
cause undue risk to health and safety where this relates to conduct rather than 

capability which should be addressed through the NHS Kernow’s performance policy 
and procedure. 
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Unacceptable behaviour 
 

Likely to cause offence or nuisance to others and create disharmony, such as, 
victimisation or harassment, verbal abuse of colleagues and/or using obscene 

language. In some circumstances this will form gross misconduct. 
 
Abuse of the organisation’s IT systems 

 
Including unacceptable use of social media or excessive use of telephones, email, or 

internet usage for personal reasons. 
 
Non-attendance for training 

 
Failure to attend mandatory, contractual, or legally required training (unless a 

management request has been received to support this). 
 
Health and safety 

 
Repeated and/or wilful failure to carry out safe working practices and procedures. 

Serious breach of workplace health and safety rules. Failure to report any accident or 
incident during working time or occurring on NHS premises which did (or might have) 
caused injury or illness to self or others. 

 
Non-compliance 

 
Failure or refusal to comply with your contract, investigations, NHS Kernow policies or 
established operational, legal, or other operational procedures. 

 
Damage to NHS property or unauthorised usage  

 
This could result in serious error, risk, or offence to others. 
 

Multiple or repeated breaches of less serious offences 
 

This would include those categorised under misconduct. 
 
Serious verbal abuse 

 
This would include abuse of colleagues, patients, or any other person whilst on duty or 

on NHS premises. In some circumstances this will form gross misconduct. 
 

Gross misconduct 
 
Examples of behaviour that may constitute gross misconduct include but are not limited 

to the items below. 
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Indecency 
 

Any act of indecency against a patient, member of staff or member of the public. 
 

Theft, attempted theft, or misappropriation 
 
Any instances of theft from NHS Kernow or from a patient, member of staff or member 

of the public and related to employment with NHS Kernow or, the borrowing or 
unauthorised taking away without permission of the owner but without the intention of 

permanently depriving the owner of use. This may also include fraudulent misuse of the 
NHS Kernow property or name such as, phones, cars or computers. 
 

Bribery and corruption 
 

Accepting or offering bribes or other secret payments, which may include breaches of 
NHS Kernow’s standing orders, prime financial policies and scheme of reservation and 
delegation etc. Any activity that constitutes bribery or corruption defined by the Bribery 

Act 2010. 
 

Fraud 
 
Any deliberate act of failing to declare information when requested promptly or providing 

a false statement or by abusing the position of employment to cause a loss by an act of 
deception and dishonesty constitutes fraud. Or an attempt to defraud NHS Kernow, 

patient, member of staff or member of the public and being related to employment with 
NHS Kernow. Fraud may include the deliberate falsification of timesheets and travel 
claims and obtaining employment by deception by falsifying applications and 

qualifications. 
 

Assault 
 
Any physical violence or extreme verbal assault upon a patient, member or staff or 

member of the public which is related to employment with NHS Kernow. 
 

Bullying, harassment or serious abuse 
 
This includes any deliberate act of discrimination, physical abuse, intimidation or other 

behaviour causing serious offence or leading to humiliation or embarrassment. This 
could also include victimisation of those who have raised a complaint of bullying and 

harassment. 
 
Malicious damage or misuse 

 
This includes damage or misuse of NHS Kernow property, patient property or property 

belonging to a member of the public or another member of staff. 
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Gross carelessness and negligence 
 

Any action or failure to act which did or could have resulted in injury or detriment (all 
staff have a common law duty to them). 

 
Colleague to exercise reasonable skill and care in the performance of their work 
 

Being unfit for duty 
 

Attending work whist intoxicated. Being under the influence of alcohol, recreational 
drugs, or any other psycho-active substances.  
 

Misuse or supplying of controlled substances 
 

Selling or illegally handling drugs or other controlled substances during work time on or 
off NHS premises.  
 

Serious breach of confidentiality 
 

This includes matters relating to patients and confidential staff matters, such as the 
whistleblowing and data protection policies such as, disclosure of personal or sensitive 
information without appropriate permission from the owner of that information. 

 
Serious professional misconduct 

 
This is misconduct which could result in removal from a professional register where 
membership is a condition of employment or serious neglect of duties, serious or 

deliberate breach of contract or operating procedures. 
 

Wilful or deliberate failure to observe NHS Kernow’s policies and procedures  
 
This would include such policies as grievance and dignity at work; antifraud and bribery, 

Cornwall IT’s acceptable use policy. 
 

Repeated and/or deliberate infringement of health and safety policy or legislation 
 
This includes serious or repeated breaches of health and safety rules or serious misuse 

of safety equipment 
 

Misuse of NHS Kernow facilities 
 
This includes deliberately accessing internet sites containing obscene, pornographic or 

offensive material. 
 

Gambling 
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Any gambling activity undertaken during working time or through the use of NHS 
Kernow equipment. 

 
Working for another employer 

 
This involves working while on duty, on call, or standby or on suspension from duty 
while on sick leave or annual leave without the written permission of NHS Kernow. 

 
Serious breach or repeated breaches of professional boundaries  

 
Failure to report incidents  
 

This includes criminal conviction, caution, reprimand, bind over or failure to report being 
the subject of police enquiry, legal or professional proceedings. Regarding allegations 

or offences committed outside NHS Kernow, the relevance of the case to NHS Kernow 
and the individual’s employment will be considered on a case by case basis. 
  

Serious insubordination 
 

Such as, failure to obey a reasonable instruction not exclusive to but also including 
where this failure could result in loss, damage or injury. 
 

Failure to disclose or giving false information 
 

This would include failing to disclose information: 
 

• regarding an application for employment such as qualifications 

• entitlement to work including immigration status 

• making untrue allegations in bad faith against a colleague 

• failing to disclose any information required by your employment  

• nor disclosing any other information that may have a bearing on your duties 

 
In addition, making false or misleading information under the whistleblowing policy 

maliciously, for personal gain or otherwise in bad faith. 
 
Victimisation 

 
Victimising a colleague who has raised concerns, made a complaint or given evidence 

or information under the whistleblowing, grievance, and dignity at work, disciplinary 
 
Bringing the organisation into serious disrepute 

 
Examples of misconduct from appendix 1 which combined could constitute gross 

misconduct. 
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Appendix 2: The disciplinary hearing 
 
This section should be read in conjunction with section 5 of the policy subtitled 
disciplinary hearing. The hearing will be chaired by a manager not previously involved in 

the investigation process. There will be a minimum of 2 independent managers on the 
panel. The investigating officer will also normally attend to present the investigation and 

a note taker may also be present.  
 
At the disciplinary hearing, the investigating officer (or nominated representative) will 

present the allegations against the colleague and the evidence that has been gathered. 
The colleague (or their companion on their behalf) will be able to respond and present 

any evidence of their own. 
 
The chair may adjourn the disciplinary hearing if there is a need to carry out any further 

investigations such as re-interviewing witnesses in the light of any new points that have 
been raised at the hearing. The colleague will be given a reasonable opportunity to 

consider any new information obtained before the hearing is reconvened. 
 
It is the colleague’s responsibility to communicate and confirm with their trade union 

representative and work colleague in all matters relating to the hearing. 
 

Usually, the decision regarding the outcome will be made on the day of the hearing and 
this will be confirmed in writing within 5 working days. Where this is not possible and in 
exceptional circumstances the decision may be deferred but again, the outcome will be 

confirmed in writing no later than 5 working days of the disciplinary hearing. Any 
reasons for the delay in the decision must also be confirmed to the colleague at the 
disciplinary hearing. 

 
The format will be as follows: 

 
1. Welcome by chair of panel and hearing officer. 
2. Ask everyone present to introduce themselves and explain their role. 

3. Explain purpose of hearing. 
4. Presentation of management case by investigating officer including evidence from 

management witnesses. 
5. Questions from colleague or representative to investigating office or witnesses. 
6. Questions from the hearing officer or panel to the investigating officer or witnesses. 

7. Presentation of colleague’s case by colleague or representative including evidence 
from colleague’s witnesses. 

8. Questions to colleague or witnesses from investigating off icer. 
9. Questions to colleague or witnesses from the hearing officer or panel. 
10. Summing up by investigating officer (no new evidence). 

11. Summing up by colleague or representative (no new evidence). 
12. Hearing adjourned and all parties asked to leave whilst hearing officer or panel 

consider evidence, decide on level of sanction (if appropriate). 
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13. All parties return and colleague advised of hearing officer or panel’s decision, 
(sanction and right of appeal. 

14. Notes from the meeting are used to confirm outcome in writing and sent to colleague 
within the timescale set out in the policy. 
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Appendix 3: Levels of authority 
 
The following levels of authority apply when acting under the disciplinary policy and 

procedure: 
 

Informal action 
 
Any supervisor or line manager who has a legitimate supervisory or managerial 

relationship with a colleague can take informal action. 
 

Formal Action 
 
Where the issue may require a disciplinary meeting or a disciplinary hearing, a manager 

at band 6 or above can commission an investigation and chair panels for the disciplinary 
meetings or hearings. 

 
They can also take action up to and including dismissal. 
 

Where suspension is considered appropriate (see section 5), the level of officers who 
have the authority to decide and/or suspend include: 

 

• the chair of NHS Kernow may suspend in respect of the chief officer 

• the chair or chief officer may suspend in respect of other executive directors 

• executive directors may suspend in respect of other very senior managers 
 

For all other circumstances, directors, deputy directors and heads of service or POD 
business partners may suspend 

 
Appeals will be heard by 2 independent managers not previously involved. Wherever 
possible the appeal chair will be more senior than the disciplinary hearing chair. 

 
Hearings which could result in dismissal or appeals against dismissal will also be 

attended by a POD advisor, for the purposes of providing advice, but not as part of the 
decision-making panel.  
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Appendix 4: Suspension risk assessment tool 
 

Incident details 
 
This risk assessment tool is to be used prior to any decision being taken about whether 

to suspend or redeploy or amend the duties of an employee. It should be completed by 
the line manager or Disciplinary commissioning manager (DCM) once they have 
established that an investigation is necessary. This should be done with advice from the 

people and organisational development team (POD) and a senior manager with 
authority to suspend. 

 
Date: Click or tap here to enter text. 
Manager: Click or tap here to enter text. 

POD practitioner: Click or tap here to enter text. 
Name of employee: Click or tap here to enter text. 

Department or directorate: Click or tap here to enter text. 
Reported by: Click or tap here to enter text. 
 

Issue and incident:  
Click or tap here to enter text. 

 
Evidence obtained prior to risk assessment 
Click or tap here to enter text. 

 

Risk grading (consequence and likelihood) 
 

Consequence 1: Rare 2: Unlikely 3: Possible 4: Likely 5: Almost 
certain 

5 Catastrophic  5  10  15  20  25  

4 Major  4  8  12  16  20  

3 Moderate  3  6  9  12  15  

2 Minor  2  4  6  8  10  

1 Negligible  1  2  3  4  5  

 
Key to risks 
1 to 3: Low, 4 to 6: Moderate, 8 to 12: High, 15 to 25: Extreme  

 

Risk analysis 
 

 
 
Risks 

Yes No 
Risk 
likelihood 
(L) 

Risk 
consequence 
(C) 

 
Score 
(L x C) 

Risk of harm to patients and 
clients 

☐ ☐    
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Risks 

Yes No 
Risk 
likelihood 
(L) 

Risk 
consequence 
(C) 

 
Score 
(L x C) 

Risk of harm to employees ☐ ☐    

Risk of harm to self ☐ ☐    

Risk of harm to NHS Kernow ☐ ☐    

Risk of continued fraud ☐ ☐    

Risk to service provision ☐ ☐    

Risk to investigation process ☐ ☐    

Some other substantial 
reason 

☐ ☐    

 

Actions to be taken to reduce risk 
 

Risk: 
Click or tap here to enter text. 

 
Mitigation action: 
Click or tap here to enter text. 

 
New risk rating (following implementation of mitigation action): 

Click or tap here to enter text. 
 

Decision on outcomes following risk analysis 
 

Risk options Yes No Reason for risk option 

No requirement to act identified. ☐ ☐  

Manage the risk and allow the 
employee to remain within their 
role under close supervision. 

☐ ☐  

Reduce the risk and limit duties 

and role under supervision 
within the same workplace. 

☐ ☐  

Transfer the risk and redeploy 

the employee temporarily to 
alternative employment within 

the organisation. 

☐ ☐  

Avoid the risk and exclude the 
employee. 

☐ ☐  

 
 

Signed:  
Name and job title: Click or tap here to enter text. 
Date: Click or tap here to enter text. 
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Signed: Click or tap here to enter text. 

Name of POD practitioner: Click or tap here to enter text. 
Date: Click or tap here to enter text. 

Date to be reviewed (no more than 28-day period): Click or tap here to enter text. 
 
 

 

Appendix 5: Equality impact assessment 
 
Name of policy or service to be assessed: Disciplinary policy and procedure  

Department or section: People and organisational development 
Date of assessment: 29 January 2021 
Person(s) responsible for the assessment: Tricia Phillips, POD team 

Is this a new or existing policy? Existing 
 

Aims, objectives and purpose of the policy 
 
Describe the aims, objectives, and purpose of the policy 

 
The overall aim of the policy and procedure is to support high standards of conduct 

within NHS Kernow and to ensure breaches of these standards are dealt with fairly and 
consistently. 
 

Who is intended to benefit from this policy, and in what way? 
 

• Staff by providing an open, fair, and transparent way to deal with conduct issues. 

• Patients and users of the service will benefit from learning and improvements 

resulting from the findings of the disciplinary investigations and hearings. 

• Managers dealing with disciplinary cases. 
 

What outcomes are wanted from this policy? 
 

• Clear and consistent process. 

• A good understanding of standards of conduct. 

 
 
What factors or forces could contribute or detract from the outcomes? 

 

• Failure to consistently apply the principles of the policy. 

• Failure by managers to adhere to the policy and processes could result in 
challenges under employment law. 

 

Who are the main stakeholders in relation to the policy? 
 

Colleagues, trade union representatives and management. 
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Who implements the policy, and who is responsible for the policy? 

 
Managers implement with POD support. The POD team are responsible for the policy 

 

Differential impacts 
 
Race, nationality and/or ethnic origin 
 

Does this have a positive or negative impact on black, Asian and minority ethnic 
(BAME)? 

 
No impact anticipated for this group however individuals whose first language is not 
English will be offered support through the process. This may include access to, and the 

right to be accompanied at meetings by a translator. 
 

How will any negative impact be mitigated? 
 
N/A. 

 
Sex 

 
Does this have a positive or negative impact on people who identify as male, 
female, or intersex? 

 
There will be no negative impacts on this group providing the policy is applied 

consistently. 
 
How will any negative impact be mitigated? 

 
N/A. 

 
Disability 
 

What is the positive or negative differential impact on people from the 
perspective of disability? 

 
Individual circumstances can be considered throughout the process and reasonable 
adjustments considered in order to support individuals engage with the process and 

attend any meetings as required. Examples may include access by ensuring 
appropriate meeting venues; ensuring the availability of audio loops; making 

documentation available in other formats, different print size; and supporting staff 
through the process. 
 

How will any negative impact be mitigated? 
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N/A. 
 

Sexual orientation 
 

Does this have a positive or negative impact on people who identify as 
heterosexual, lesbian, gay, bisexual, pansexual or asexual? 
 

There will be no negative impacts on this group providing the policy is applied 
consistently. 

 
How will any negative impact be mitigated? 
 

N/A. 
 

Age 
 
What is the positive or negative differential impact on people from the 

perspective of age?  
 

There will be no negative impacts on this group providing the policy is applied 
consistently. 
 

How will any negative impact be mitigated? 
 

N/A. 
 

Religion or belief 
 
What is the positive or negative differential impact on people from the 

perspective of religion or belief?  
 
There will be no negative impacts on this group providing the policy is applied 

consistently. 
 

How will any negative impact be mitigated? 
 
N/A. 

 

Marriage and civil partnership 
 
What is the positive or negative differential impact on people from the 

perspective of marriage and civil partnership?  
 
This is particularly relevant for employment policies. 
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There will be no negative impacts on this group providing the policy is applied 
consistently. 

 
How will any negative impact be mitigated? 

 
N/A. 
 

Gender re-assignment 
 

Does this have a positive or negative impact on people who identify as trans or 
transgender, non-binary or gender fluid? 
 

There will be no negative impacts on this group providing the policy is applied 
consistently. 

 
How will any negative impact be mitigated? 
 

N/A. 
 

Pregnancy and maternity 
 
Does this have a positive or negative impact on people who are pregnant, breast 
feeding mothers, or those on maternity leave? 
 

There may be issues with meeting timescales referred to in the policy. 
 
How will any negative impact be mitigated? 

 
Timescales may need to be adjusted dependent on childcare or anticipated delivery 

date. 
 

Other identified groups 
 
Consider carers, veterans, different socio-economic groups, people living in poverty, 

area inequality, income, resident status (migrants), people who are homeless or living in 
unstable accommodation, long-term unemployed, people who are geographically 

isolated, people who misuse drugs, those who are in stigmatised occupations, people 
with limited family or social networks, and other groups experiencing disadvantage and 
barriers to access. 

 
How will any negative impact be mitigated? 

 
N/A. 
 

Human rights values 
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How have the core human rights values of fairness, respect, equality, dignity and 
autonomy been considered in the formulation of this policy, service or strategy?  

 
NHS Kernow is committed to a policy of equal opportunities in employment. The aim of 

this policy is to ensure that no individual receives less favourable treatment because of 
their race, colour, nationality, ethnic or national origin, or on the grounds of their age, 
gender, gender reassignment, marital status, domestic circumstances, disability, HIV 

status, sexual orientation, religion, belief, political affiliation or trade union membership, 
social or employment status or is disadvantaged by conditions or requirements which 

are not justified by the job to be done. This policy concerns all aspects of employment 
for existing staff and potential colleagues. 
 

Which of the human rights articles does this document impact? 
 

☐ To life 

☐ Not to be tortured or treated in an inhuman or degrading way 

☐ To liberty and security 

☐ To a fair trial  

☐ To respect for home and family life, and correspondence 

☐ To freedom of thought, conscience, and religion 

☐ To freedom of expression 

☐ To freedom of assembly and association 

☐ To marry and found a family 

☐ Not to be discriminated against in relation to the enjoyment of any of the rights 

contained in the European Convention 

☐ To peaceful enjoyment of possessions 

 
What existing evidence (either presumed or otherwise) do you have for this? 

 
There is the potential for further legal processes to be brought by either party, but this 

policy is intended to provide clarity to all individuals who may be involved in this 
process. 
 

How will you ensure that those responsible for implementing the policy are aware 
of the human rights implications and equipped to deal with them? 

 
Ensuring that managers are aware of the policy and that the POD team are consulted 
where appropriate. 

 

Public Sector (Social Value) Act 2012 
 
NHS Kernow is committed and obliged to fulfil the requirements of the Public Sector 

(Social Value) Act 2012. This Act requires the organisations to consider how services 
commissioned or procured might improve the economic, social and environmental 
wellbeing of an area.  
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Please describe how this will support and contribute to the local system, wider 

system, and community.  
 

Please consider: 
 

• the inclusion of small medium size enterprises (SMEs) in the process and supply 

chain 

• economic – promote skills, tackle worklessness, maintain employment, increase 

volunteer hours to support the community and promote inclusion 

• social – reduce anti-social behaviour, tackle exclusion by promoting inclusion 

including to vulnerable groups 

• environmental – support local, reduce congestion 
 

Describe how the policy contributes towards eliminating 
discrimination, harassment and victimisation. 
 
N/A. 

 
Describe how the policy contributes towards advancing equality of opportunity .  
 

N/A. 
 

Describe how the policy contributes towards promoting good relations between 
people with protected characteristics.  
 

N/A. 
 

If the differential impacts identified are positive, explain how this policy is 
legitimate positive action and will improve outcomes, services and/or the working 
environment for that group of people. 

 
N/A. 

 
Explain what amendments have been made to the policy or mitigating actions 
have been taken, and when they were made. 

 
N/A. 

 
If the negative impacts identified have been unable to be mitigated through amendment 
to the policy or other mitigating actions, explain what your next steps are using the 

following equality impact assessment action plan. 
 

 
Equality impact assessment action plan 
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Not applicable. 
 

Signed (completing officer): Tricia Phillips  
 

Date: 28 February 2021 
 
Signed (head of department or section): Emma Goudge 

 
Date: 28 February 2021 
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APPENDIX 9 
 
Note:   

This version includes minor suggested amendments following review by Browne 
Jacobson. 
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Introduction  
 
Risk management is the process of identifying, assessing and managing all risks. All 
organisations work with varying risks daily, some of these are easily managed, others 

require longer term or more strategic action. A consistent approach to risks is critical in 
ensuring they are managed appropriately. 

 
NHS Cornwall and the Isles of Scilly Integrated Care Board (ICB) is committed to the 
principles of effective risk management to avoid or limit unnecessary risks to patients, 

staff, contractors, the public, other stakeholders, the organisations finances, assets, 
organisational objectives and reputation. 

 
The board, its subcommittees and the staff of the ICB will maintain and support the risk 
management system. They will ensure that effective mechanisms are in place to reduce 

the level of risk to the organisation’s activities. 
 

The ICB’s committee structure can be found in the governance handbook on our 
website. In the event of changes to committees, including those related to system-wide 
transformation, the principles, processes and ethos behind the ICB’s risk management 

strategy and policy are expected to continue until such time as the board formally 
agrees any amendments. 

 
This document forms part of the internal control and corporate governance 
arrangements for the ICB. It provides guidance on the policy, process and procedures 

for risk management in the ICB. 
 

Policy purpose 
 
This document aims to: 

 

• describe the importance of risk management to the ICB 

• support staff to understand their roles in relation to risk management 

• ensure a consistent approach to risk management across the ICB 

 
This document: 
 

• sets out the risk management framework which provides assurance to the board that 
robust and effective processes are in place to manage corporate and operational 

risks 

• recommends procedures for the effective identification, prioritisation, treatment and 

management of risks 

• identifies risk management resources 

• establishes risk management as an integral part of the ICB culture 

• sets out responsibilities for corporate and operational risk for the board, committees 
and staff across the ICB  

https://www.kernowccg.nhs.uk/get-info/corporate-governance/
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• describes the standard process to assist staff to identify, analyse and manage risks 

 

Scope and audience  
 
This document applies to all risks to which the ICB could be exposed. These could be 

corporate, operational, financial recovery plan, information governance, programme and 
clinical risks. 
 

This policy applies to all ICB colleagues. This includes:   
 

• all salaried employees. 
• people working on a sessional basis or with short term contracts. 
• people seconded to the ICB. 

• agency staff. 
• board, committee, sub-committee and advisory group members (who may not be 

directly employed or engaged by the ICB). 
• students, trainees and apprentices 
 

At this point in time this document relates to the ICB’s own organisational risks. With 
changes to governance required with the change to system working because of 

transition to the ICB, this policy may need to be updated to accommodate any 
agreements between the provider and commissioning organisations within the 
integrated care system as a new way of working develops. 

 

Distribution plan 
 
This document will be available to all staff, stakeholders and members of the public via 
the internet document library. Notification of this document will be included in staff 

update emails. Any significant changes to the document will require approval by the 
board, and it is expected this will take place during a meeting held in public. 

 

Training and support 
 
Ongoing training and support to support the risk management policy and procedures will 
include regular: 

 

• bespoke risk management training, tailored to staff needs, including sessions for 

board members and the executive as required  

• guidance and support available on the staff zone risk management page and by 

contacting the risk management team 

• annual mandatory information governance training (compliance monitored through 
information governance subcommittee and set out in the information governance 

framework) 

• mandatory training, at induction, on health and safety which includes the basics of 

risk assessment 
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Roles and responsibilities 
 

Section 5 and appendix 2 set out the specifics of governance and escalation routes for 
risk through the ICB’s management and committee structures. It includes the roles of 

the board and constitutional committees. 
 
Appendix 3 sets out the specific roles of various postholders with specific 

responsibilities, such as senior information risk owner and Caldicott Guardian. 
 

Key risk management roles 
 
See also appendix 3. It is the responsibility of all staff to maintain risk awareness, 

identify and report risks as appropriate to their line manager and/or director and to 
cooperate with the organisation in ensuring risk is managed effectively.  

 
It is the responsibility of all managers to ensure risks are assessed, reported and 
adequately managed. The ICB also expects managers to communicate risks to their 

staff, support them to attend any relevant training and to assist any of their staff who 
may need additional support undertake their responsibilities as outlined above.  

 
The head of corporate governance has day to day responsibility for risk management as 
part of the corporate governance team. They support all staff and directors in the 

identification, assessment and reporting or risks. The postholder supports the board and 
committees by providing assurance on the implementation of the risk management 

policy, the management of the corporate risk register and the review of operational 
risks. 
 

Accountable director: all risks will be owned by a director who will be responsible for 
oversight of the management of that risk. 

 
Risk owner: all risks will be assigned to a named individual (usually an operational 
manager within a directorate team), who is responsible for ensuring the risk is 

managed, including ongoing monitoring, ensuring controls and actions are in place to 
mitigate the risks and reporting on the risk including providing updates on these on the 

organisational risk register.  
 

 Risk management process 
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Risk identification and recording 
 

Consideration should be given to what could pose a potential threat (or opportunity) to 
the achievement of the organisation’s objectives, be they corporate or operational. 

 
Risks and issues are often confused. Risks are things that might happen. Issues are 
unplanned things that have happened (or that are certain to happen) and require 

management action. Issues can present risks, for example should the consequences of 
an issue not be appropriately mitigated, or where an issue is recurring (as with 

persistent non achievement of a target). In these circumstances the issue will be treated 
as a risk as it will still require mitigating actions. 
 

Once identified a risk should be described clearly to ensure everyone reading the risk 
understands it. Guidance on the wording of risks is in appendix 1.  

 
Risk register 

 

The risk register will contain corporate risks of all scores. As a minimum the risk register 
will contain: 
 

• date risk was added 

• risk reference 

• risk description 

• ratings of likelihood and impact – current  

• accountable director and risk owner actions planned 

• dates for actions to be completed 

• date risk has been reviewed or is due for review 

• tracking of movements in score for example from initial assessment to current 

• target scoring on high scoring risks 
 

Guidance on completing a risk register can be found in appendix 1. 
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Risk assessment and scoring 

 
Risks are scored to ensure a consistent and prioritised approach to their management. 

This guides operational and planning and resource allocation. 
 
Risks are first assessed on the likelihood of the risk happening and then on the impact 

(what could happen should the risk occur). 
 

The adequacy and effectiveness of the existing controls, such as systems, policies, 
training and current practice, should be considered when assessing the likelihood. 
 

Impacts should be assessed based on what the impact of the risk would be in most 
circumstances within the current environment and what is reasonably foreseeable, 

rather than the worst-case scenario. 
 
The risk score is based on the combination of 2 factors: the likelihood of the risk 

occurring and the impact if it did occur. Appendix 4, tables 1 and 2 set out the scoring 
tables based on a scale of 1 to 5. The risk score is then matched against the scoring 

matrix at table 3 to determine the overall risk score and red-amber-green (RAG) status. 
This indicates the level of priority the risk should be given. 
 

Risk scoring is subject to moderation and oversight through several mechanisms: 
 

• accountable directors review the assessments and scoring on each risk within their 
responsibility as part of the regular review cycle 

• risk reports are sent to the operation board (or equivalent) at least 4 times a year 

• committees receive their red corporate risks and any other risks escalated for their 
attention and their review incudes consideration of the appropriateness and 

accuracy of scoring  

• the corporate governance team provide feedback, where appropriate, on risk scoring 

 
Action planning  

 
Once a risk has been assessed, consideration should be given to whether further 
management action is required to either eliminate the risk, seek to minimise the 

likelihood and/or impact or maximise the likelihood of opportunities. It is not always 
possible to identify and fully implement actions to eliminate or minimise a risk. Where 

this is the case, the significance of the remaining risk must be understood and the ICB 
should confirm that it is prepared to accept that level of risk. The reporting and oversight 
of risks section and appendix 2 provide guidance on who can accept risks. 

 
Monitoring and closure 

 
The implementation of actions and the level of risk should be kept under review. If 
actions are being implemented but the risk is not reducing as anticipated, the risks 

should be reassessed and revised action plan agreed. 
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Where all possible or reasonable actions have been completed, but some risk remains 
(albeit at a reduced impact or likelihood) a risk should be accepted. This means no 

additional mitigating actions are required. The ICB will automatically accept all risks 
scoring less than 4 (green risks). The accountable director will review accepted risks 
periodically to ensure circumstances have not changed. Acceptance of risks must be 

carried out in accordance with the risk management governance set out in the reporting 
and oversight of risks section and appendix 2 . 

 
If a risk has crystallised and/or an event has happened or passed, the risk should be 
closed and removed from the risk register. Closing of risks must be carried out in 

accordance with the risk management governance set out in the reporting and oversight 
of risks section and appendix 2. 

  
Reporting and oversight of risks 
 

Appendix 2 provides details on the risk roles for each key committee, for example the 
board. This includes their roles in reviewing, adding, removing, accepting, escalating 

and de-escalating risks and scrutinising the mitigation and scoring of risks, and what 
type and level of risks they hold these responsibilities for. It also provides information on 
the frequency and content of reporting to these groups. The ICB has an IT system, 

called information reporting and intelligence system (IRIS), which facilitates the 
reporting on risks and the assurance framework. Any significant changes to the 

responsibilities and reporting will be agreed in advance with the board and the key 
committees. 
 

Risk appetite and tolerance 
 

A risk appetite statement involves an organisation defining the level of risk it is willing to 
accept before activity is deemed necessary to reduce it. This allows the organisation to 

focus its management efforts. The ICB will review its risk appetite in advance of each 
financial year. 
 

Appendix 5 provides further details on the risk appetite of the ICB. 
 

The ICB recognises that it may sometimes need to tolerate a higher level of risk for 
example whilst pursuing innovation and challenging current practice to reduce future 
risk or to avoid compromising quality of care. 

 
The ICB’s current risk tolerance for corporate risks, in line with the general appetite 

statement above, is below: 
 

Risk Score Tolerance  Actions  

Less than 4 High • Risk accepted, 6 monthly reviews. 
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Risk Score Tolerance  Actions  

• Report to relevant interest forums (for example information 
governance risks to the information governance sub-

committee). 

4 to 10 Moderate • Quarterly review. 
• Reporting as above. 

• Acceptance or removal requires committee approval. 

12  Low • Monthly review. 

• Report to committees at least 3 times a year. 
• Reviewed by JSLT if escalated. 

• Acceptance or removal requires committee approval. 

15 or more  Very low  • Add to assurance framework. 

• Monthly review. 
• Reviewed by the operations board or equivalent at least 4 

times a year. 

• Report to committees at each meeting. 

• Report to the board at least 3 times a year. 

• Acceptance or removal requires the board’s approval. 

 

Board assurance framework 
 

The board is responsible for ensuring the delivery of the strategic objectives of the ICB. 
The board’s assurance framework sets out the key risks to delivery of these objectives 
(principal risks) and the systems, processes and structures (controls) that are in place to 

manage them. It then identifies any gaps in those controls and sources of assurance 
that the organisation can access to enable them to assess whether they are 

successfully managing the principal risk and achieving the objective. In line with the risk 
appetite and tolerance, risks with a score of 15 or above will be included on the 
assurance framework.  

 
The board sees the assurance framework at least 3 times a year. The audit committee 

maintains oversight of the assurance framework and its management as part of its remit 
to review systems of integrated governance, risk management and internal control 
across the ICB.  

 
Principal risks on the assurance framework include information on the adequacy of the 

key controls identified and the adequacy of the assurance expected or received. This 
provides additional information to the board on the sufficiency and effectiveness of the 
systems in place and planned to mitigate risk to strategic objectives. Detail on the 

scoring of adequacy is in appendix 1. 
 

Risk management in partnership 
 
The ICB is committed to working in partnership with the people of Cornwall and the Isles 

of Scilly. The ICB routinely consults and engages widely with the public regarding the 
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services we commission, allowing the public to be aware of and engaged in managing 

the risks that impact upon them. 
 

The board will continue to receive, at least 3 times a year, risk and assurance 
framework reports and these will continue to be part of the agenda for the boards held 
in public. By exception, risks will be reported in the private session of the board, where 

circumstances require it.  
 

Throughout the year, the head of corporate governance will continue to liaise with risk 
leads from key providers to ensure that where appropriate, corporate red risks and 
assurance framework entries are reflected across organisational boundaries. 

 
Changes to this approach are anticipated in due course with the development of 

strategic commissioning and integrated care systems. These changes will be reflected 
as necessary in policy documents. 
 

Managing risk of fraud and bribery 
 

Fraud 
 

The ICB’s accountable officer and chief finance officer have a responsibility to ensure 
that the organisation has adequate counter fraud measures in place to manage the risk 
of fraud in accordance with NHS protect counter fraud strategy. 

 
The government functional standard 013 counter fraud applies to all NHS organisations 

from 1 April 2021. This standard requires the ICB to carry out a comprehensive local 
risk assessment on an annual basis to identify fraud, bribery and corruption risks, and 
have a counter fraud provision that is proportionate to the level of risk identified.  

 
Risk analysis is undertaken in line with government counter fraud profession fraud risk 

assessment methodology. It is recorded and managed in line with this risk management 
policy and included on the appropriate risk registers. Measures to mitigate identified 
risks, such as specific proactive reviews, are included in the annual counter fraud work-

plan and progress is regularly reported to the audit committee. 
 

The local counter fraud specialist (LCFS) will inform the ICB of potential fraud risks so 
they can be effectively assessed. Where risks are identified these will be included on 
the ICB risk register so they can be proactively addressed. Similarly, all fraud risks 

identified by the organisation will be communicated to the LCFS. 
 

The audit committee and the chief finance officer are kept abreast of any issues relating 
to fraud throughout the year. 
 

In addition, the ICB will participate in national and local pro-active exercises throughout 
the year, designed to identify fraud and reduce the likelihood of specific fraud risks to 

which it may be vulnerable. 
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Bribery 
 

The Bribery Act 2010 introduced a corporate offence of failure to prevent bribery by 
persons working on behalf of a business. However, for the ICB to have a statutory 

defence to the corporate offence, it must demonstrate that the 6 adequate procedures 
have been considered, assessed, and where appropriate, measures taken.  
 

The 6 adequate procedures are as follows: 
 

1. Proportionate procedures to prevent bribery. 
2. Top level commitment. 
3. Risk assessment. 

4. Due diligence. 
5. Communication (including training). 

6. Monitoring and review. 
 
The ICB will assess the nature and extent of its exposure to potential external and 

internal risks of bribery on its behalf by persons associated with it. The organisation will 
ensure that its risk assessment procedures accurately identify and prioritise the risks it 
faces, whatever its activities, customers or sector.  

 
The risk assessment will encompass the following characteristics: 

 

• oversight of the risk assessment by top level management 

• appropriate resourcing reflecting the scale of the ICB’s business and the need to 
identify and prioritise all relevant risks 

• identification of the internal and external information sources that will enable risk to 

be assessed and reviewed 

• due diligence of associated persons (should be proportionate to the identified risk) 

• accurate and appropriate documentation of the risk assessment and its conclusions 
 

More information can be found in our anti-fraud and bribery policy. 

 

Information security risk assessment and management 
 

To ensure effective implementation of information risk processes, there should be a 
comprehensively scoped and formally documented plan and programme. This should 

consider security risks to information assets in the ICB, including systems and media 
used in processing or storing that information and online and internet facing services. 
Consideration of the potential impacts on business continuity and protection of personal 

and corporate data will be key to this plan and programme. 
 

A formal information security risk assessment and management method should be 
implemented for all information assets, to ensure threats, vulnerabilities and impacts are 

https://doclibrary-kccg.cornwall.nhs.uk/DocumentsLibrary/KernowCCG/OurOrganisation/Policies/AntiFraudAndBriberyPolicy.pdf
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assessed, included in the organisations risk register and acknowledged in our 

information governance assurance framework. In undertaking these risk assessments 
available methodologies and supporting products will be considered. This may include 

the information security forum’s information risk assessment (IRAM) and the 
International Organisation for Standardisation’s (ISO) 27005:2010, information security 
risk management.  

 
Each risk assessment will be clearly scoped, systematic and seek to identify, quantify 

and prioritise the information risks to the ICB’s business functions. Consideration will 
also be given to information risks which may impact on our partners. Where appropriate 
controls will be put in place and their effectiveness monitored. This monitoring will be 

informed by information on incidents and system log files. Periodic update reviews of 
existing risk assessments will be undertaken to consider possible changes. 

 
To assess risks relating to information governance and cyber related risks, each 
information asset owner will complete a risk assessment using the ICB adapted 

information security management system (ISMS) risk assessment tool. 
 

Monitoring and review of risk management in the ICB 
 

The ICB will review its risk management strategy and policy every 3 years. Significant 
changes will require approval by the board, while minor amendments may be agreed in 
line with the ICB policy on the development and ratification of policies and similar 

documentation. This 3 yearly review schedule will not prevent ad hoc review as 
necessary in line with procedural, legislative or best practice changes. 

 
The risk register and assurance framework are live documents and reviewed regularly 
throughout the year, with reports to audit committee to provide assurance on the 

effectiveness of the risk management procedures in the ICB. 
 

Risk and assurance management is subject to regular (annual) review by internal audit 
with reports to audit committee. 
 

The ICB will produce an annual governance statement, as required by NHS England 
and Improvement to provide assurance on the stewardship of the organisation. 

 
The governance statement, corporate risk register, and board assurance framework are 
intended to provide assurance that risk management strategy is being complied with . If 

appropriate, they will reference any recommendations for improvement.  
 

The annual governance statement is reviewed and approved annually by the audit 
committee then submitted to the board as part of the annual report and accounts. 
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Appendix 1: Glossary and guidance on risk register 

completion 
 

Accepting a risk 
This means, essentially, agreeing to live with the risk as it stands. The problem remains, 

but no further action is intended to reduce it. Accepted risks should be reviewed 
periodically to ensure circumstances have not changed. Acceptance of risks requires 

agreement, see risk management process. 
 

Actions 
There are the smaller steps towards risk reduction such as developing a service 
specification or discussion at contract meetings. The risk owner or director should 

update these. Dates given on actions are expected dates of delivery. Updates should 
indicate when they have been achieved, slipped, or missed. 
 

Adequacy of controls (assurance framework)  
Seeks to indicate whether key identified controls are in place and robust, or whether 

there are gaps. This is assessed by corporate governance and the senior lead and 
director responsible for the principal risk. Controls are as either in place, partially in 
place or not in place.  

 

Adequacy of assurance or validation score (assurance framework)  
Seeks to indicate the value and strength of assurance. The corporate governance team 
usually complete this.  

 

Description Examples 

Weak assurance Source is based on assumption rather than data (“we think it’s 
ok”). 

Moderate assurance Indirect, not validated or internal only. For example, self-

assessments. Sickness rates as an indicator of staff morale. 
Dated assurance may also be here, for example last year’s 
survey. 

Strong assurance Recent, relevant and robust assurance. External or third-party 

assurance, which is direct and sufficient. For example, national 
performance data, audit reports. 

 

Assurance framework 
Document that provides a structure and process for the board to focus on key risks 

which could prevent achievement of strategic objectives, ensuring there are effective 
controls in place to avoid those risks materialising and providing assurance on the 
effectiveness of those controls. 
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Assurance  
Provides information on the effectiveness of controls in place. It can provide confidence 
they are working or highlight where additional action is required. In risk reporting, the 

status is based on the RAG ratings, for example in performance reports or provided by 
internal audit, and the date refers to when the assurance was received. The senior or 

executive lead for the principal risk, or the corporate governance team, should complete 
this field.  
 

Control 
Something that has been put in place to prevent the risk or reduce the harm for example 

a policy, a safe system of work, monitoring processes, education and training. 
 

Corporate risk 
A risk where the impact and/or the actions required are at an organisational level. 
 

Milestones  
The big steps towards risk reduction, such as delivery of all actions on a plan, 

achievement of milestones on a trajectory or commencing procurement. The risk owner 
or director should update these. Dates given for milestones are expected dates of 
delivery. Updates should indicate when they have been achieved, slipped, or missed. 

 

Operational risk 
A risk where the impact and/or the actions required are at a departmental level. 
 

Principal risk 
A risk to delivery of a strategic objective, identified on the board assurance framework. 
 

Proximity 
This is a measure of when the risk could occur, particularly relevant for time-bound risks 
on programmes and projects. 

 

Risk appetite 
The organisation’s agreed level of acceptance for risks, outlining at what stage activity 
is necessary to mitigate a risk. See section 6 and appendix 5. 

 

Risk assessment 
The process of establishing the likelihood and consequence of a risk and giving this a 

risk rating (see appendix 4 for detail). 
 

Risk description  
Risks should include references to the cause, event and effect. For example, “There is a 
risk X (the cause) happens leading to Y (the event) and resulting in Z (the effect).” A 

real example might be “there is a risk difficulty recruiting to vacancies in the complaints 
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team leads to delayed responses to enquiries resulting in poor patient experience and 

harm to reputation.” 
 

Risk management 
The process of identifying, assessing and managing all potential threats and 

opportunities that could have an impact on the delivery of the organisation’s objectives 
and business. 
 

Risk register  
Document or database which contains details of risks identified across the whole 

organisation. These can be at any rating. 
 

Risk 
An uncertain event or set of events that should it occur will have an adverse effect on 
the objectives of the organisation. 

 

Risk tolerance 
The level of risk an organisation is willing to tolerate before it needs to take additional 
action or review. The ICB will tolerate low scoring risks by letting them sit with directors. 
If the risk scores get to high amber or red, they will receive focus at committees and the 

board. 
 

Strategic objectives 
High level strategic targets agreed by the board. 
 

Target scoring 
This is the level of risk score the risk is expected to be reduced to by a particular date, 

often the end of a financial year, by implementation of the existing controls and planned 
actions. 
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Appendix 2: Governance  
 

The board: 
 

• has responsibility for ensuring appropriate structures are in place to implement 

effective risk management and appropriate resources are committed to adequately 
control identified risks 

• accepts, formally and publicly, a collective role in providing risk management 
leadership in the ICB and ensures all decisions reflect this 

• receives regular reports on the assurance framework or corporate red risks (usually 

3 times a year), containing summary information on new and draft risks, risks closed 
by committees, risks for closure by the board, the risk profile of the organisation, 

updates missed, increases and decreases in score, target scores, adequacy of 
controls and assurance and recent key milestone and actions as well as full details 
on each red corporate risk and assurance framework entry  

• retains the responsibility for decisions on the removal or acceptance of red corporate 
risks 

• can add any risks it feels should be on the register, of any type or score 
 

The audit committee: 
 

• reviews the establishment and maintenance of an effective system of risk 
management across the whole of ICB’s activities 

• provides assurance to the board on the adequacy of its wider organisational controls 

• reviews the establishment and maintenance of an effective system of integrated 

governance, risk management and internal control that supports the achievement of 
the organisation’s objectives 

• receives regular reports on the risk register and assurance framework, containing 
information on the functioning of the risk management and assurance framework 
process as well as summary information on new and draft risks, risks closed by 

committees, risks for closure by the board, the risk profile of the organisation, 
updates missed, increases and decreases in score, target scores, adequacy of 

controls and assurance and recent key milestone and actions 

• can add any risks it feels should be on the register, of any type or score 

• can suggest the removal or acceptance of any risk, subject to approval as per the 
risk tolerance table in section 6 

 

The finance, performance and commissioning committee: 
 

• review the ICB’s monthly financial performance and provider performance 

information and identify key issues and risks requiring discussion or decision by the 
board 

• have responsibility to review the financial and performance related risks contained 

within the corporate risk register 
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• review their red and high amber corporate risks on a regular basis with reports 

containing summary information on the number and RAG of risks, new and draft 
risks, risks for closure by the committee, updates missed, increases and decreases 

in score, target scores, adequacy of controls and recent key milestone and actions 
as well as full details on each risk 

• can add new risks and close non-red corporate risks 

• provide a report, via the chair of the committee, to the board after each committee 
meeting which includes the committee’s review of risks where this took place 

 

The quality and pathways of care committee: 
 

• review quality information, identifying key issues and risks requiring discussion or 

decision by the board 

• give an opinion on the stewardship of commissioned services and its ongoing 
concern status  

• provide the board with assurance that commissioning risks are being effectively 
managed and mitigations are in place seeking their support and involvement, where 

necessary 

• have responsibility to review the quality related risks contained within the corporate 

risk register 

• review their red and high amber corporate risks on a regular basis, with reports 

containing summary information on the number and RAG of risks, new and draft 
risks, risks for closure by the committee, updates missed, increases and decreases 
in score, target scores, adequacy of controls and recent key milestone and actions 

as well as full details on each risk 

• can add new risks and close non-red corporate risks 

• provide a report, via the chair of the committee, to the board after each committee 
meeting which includes the committee’s review of risks where this took place 

 

The workforce committee: 

 

• review HR and other essential information pertaining to its terms of reference, 

identifying key issues and risks requiring discussion or decision by the board 

• have responsibility to review the workforce related risks contained within the 

corporate risk register 

• review their red and high amber corporate risks on a regular, usually bi-monthly, 
basis, with reports containing summary information on the number and RAG of risks, 

new and draft risks, risks for closure by the committee, updates missed, increases 
and decreases in score, target scores, adequacy of controls and recent key 

milestone and actions as well as full details on each risk 

• can add new risks and close non-red corporate risks 

• provide a report, via the chair of the committee, to the board after each committee 

meeting which includes the committee’s review of risks where this took place 
 



 

 
 

Risk management strategy and policy | Page 21 

The primary care commissioning committee: 
 

• review essential information pertaining to its terms of reference, identifying key 

issues and risks requiring discussion or decision by the board 

• have responsibility to review the primary care commissioning related risks contained 

within the corporate risk register 

• review their red and high amber corporate risks on a regular basis, with reports 

containing summary information on the number and RAG of risks, new and draft 
risks, risks for closure by the committee, updates missed, increases and decreases 
in score, target scores, adequacy of controls and recent key milestone and actions 

as well as full details on each risk 

• can add new risks and close non-red corporate risks 

• provide a report, via the chair of the committee, to the board after each committee 
meeting which includes the committee’s review of risks where this took place 

 

The operational board meeting (or equivalent): 
 

• receive a report at least 4 times a year on corporate risks containing detail on all red 
corporate risks and any high amber risks escalated by a committee for their attention   

• take an overview of risks across the whole organisation, allowing consideration of 
the appropriateness of risk scoring and any gaps in the register 

• can add any risks it feels should be on the register, of any type or score 

• can suggest the removal or acceptance of any risk, subject to approval as per the 
risk tolerance table in section 6 

 

Accountable directors: 
 

• can access their risks at any time using the IRIS system 

• receive prompts to review their risks monthly to provide scrutiny on scoring, 
assurance, actions and milestones, accuracy and gaps in the register 

• can add any risks they feel should be on the register, of any type or score 

• can suggest the removal or acceptance of any corporate risk, subject to approval as 
per the risk tolerance table in section 6 

• can remove or accept any operational risk within their remit 
 

Other committees or boards: 
 

• regularly review relevant risks 

• escalate to directors where appropriate 

• can raise new risks for director approval 

• can suggest the removal or acceptance of any risk for appropriate approval 
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Appendix 3: Roles and responsibilities 
 
The chief executive officer is the accountable officer, with responsibility for 

implementing working arrangements which secure effective and appropriate risk 
management within the ICB. The chief executive officer has designated the director of 

system transformation and partnerships as the director with responsibility for risk.  
 
The deputy director of corporate governance is responsible for ensuring effective 

corporate assurance, governance and risk procedures are in place across the 
organisation.  

 
The chief finance officer is responsible for arrangements to review, evaluate and report 
on financial control and regular assessment of and reporting on financial risks and the 

financial aspects of other organisational risks. The post holder also acts as the board 
lead for counter fraud and information governance. 

 
The chief nursing officer is responsible for ensuring robust systems are in place for 
quality governance to assure and improve quality of care for all patients. They take the 

lead on risks relating to the clinical quality and safety of services and ensure the quality 
aspects of other organisational risks are apparent and addressed. 

 
The Caldicott Guardian is a strategic, advisory and facilitative role. Its aim is that the 
practice of the ICB and its employees will comply with high practical standards for 

handling patient information. The chief medical officer holds the role of Caldicott 
Guardian for the ICB. 

 
The senior information risk officer (SIRO) provides focus for the management of 
information risk at board level. The chief finance officer holds this role. 

 
The head of corporate governance provides a formal lead on corporate risk 

management across the organisation. They are responsible for ensuring implementation 
of the corporate risk register and assurance framework and reporting on this. 
 

The corporate governance team provide the ICB with advice and support on security 
and health and safety. They are responsible for identifying risks arising from claims as 

they progress and ensuring these are brought to the attention of the head of corporate 
governance. 
 

The head of information governance provides advice and support on issues and risk 
arising from the management of information. 

 
The complaints manager is responsible for identifying risks arising from complaints. 
They ensure these are brought to the attention of the head of corporate governance. 

 
The local counter fraud specialist (LCFS) provides staff with advice and support in 

accordance with the NHS counter fraud authority strategy. They carry out national and 
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local work to raise awareness and reduce the likelihood and impact of fraud. They 

investigate suspected cases of fraud and corruption in accordance with NHS counter 
fraud authority guidance. Where system weaknesses are identified these will be 

reported to the ICB, internal and external audit as appropriate.  
 
The ICB also has a security management service provided by TIAA. 
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Appendix 4: Impact and likelihood scoring 
 
Table 1 risk impact score: choose the most appropriate domain for the risk from the left-hand side of the table, then work 
along the columns to assess the severity on a scale of 1 to 5. Note: the exact impact may not be included below, therefore 

please use examples given as indicative. 
 

Impact type: Safety, quality and operational 
 

Score 1 – Very low Score 2 – Low Score 3 – Moderate Score 4 – High Score 5 – Very high 

• Minor reduction in 

quality of 
treatment or 
service. 

• No or minimal 
effect on patients 

or staff. 

• Short term low 

staffing with 
temporary 
reduction in 

service (1 day). 

• No time off work. 

• No or minimal 
treatment 
required. 

• Single failure to 

meet national 
standards of 
quality of 

treatment or 
service. 

• Low effect for 
small number of 
patients or staff if 

unresolved. 

• Up to 3 days off 

work. 

• Minor injuries or 

illness. 

• Repeated failure 

to meet national 
quality standards.  

• Moderate effect 

for multiple 
patients or staff if 

unresolved. 

• 3 to 14 days off 

work or RIDDOR 
reportable. 

• Moderate injury or 

illness requiring 
professional 

intervention. 

• Ongoing non-

compliance with 
national standards 
for quality of 

treatment or 
service. 

• Significant effect 
for numerous 
patients or staff if 

unresolved. 

• 14+ days off work. 

• Major injury or 
long-term 

incapacity. 

• Gross failure to 

meet national 
standards with 
totally 

unacceptable 
levels of quality of 

treatment or 
service. 

• Very significant 

effect for large 
number of patients 

or staff if 
unresolved. 

• Irreversible health 

effects or death. 
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Impact type: Performance and reputation 
 

Score 1 – Very low Score 2 – Low Score 3 – Moderate Score 4 – High Score 5 – Very high 

• Not relevant to 
priorities. 

• No adverse media 

coverage and/or 
negative 

recognition from 
the public. 

• No or minimal 
breach in statutory 
duty. 

• Minor impact on 
achieving 
priorities. 

• Low level of 
adverse media 

coverage and/or 
negative public 

interest. 

• Breach of 
statutory 

legislation. 

• Moderate impact 
on achieving 
priorities. 

• Moderate level of 
adverse media 

coverage and/or 
negative public 

interest. 

• Single breach of 
statutory duty or 

improvement 
notice. 

• High impact on 
achieving 
priorities. 

• High level of 
adverse media 

coverage or 
negative public 

interest. 

• Multiple breaches 
of statutory duty, 

enforcement 
action or 

improvement 
notices. 

• Priorities will not 
be achieved. 

• National adverse 

media coverage 
and/or total loss of 

public confidence. 

• Multiple breaches 

or prosecution. 

 

Impact type: Finance 
 

Score 1 – Very low Score 2 – Low Score 3 – Moderate Score 4 – High Score 5 – Very high 

• Loss of up to 1% 

of budget. 

• Failure to deliver 
up to 1% of 

planned savings. 

• Loss of 1% to 5% 

budget. 

• Failure to deliver 
1% to 5% of 

planned savings. 

• Loss of 5% to 10% 

budget. 

• Failure to deliver 
5% to 10% of 

planned savings. 

• Loss of 10% to 

20% budget. 

• Failure to deliver 
10% to 20% of 

planned savings. 

• Over 20% budget 

loss. 

• Failure to deliver 
20%+ of planned 

savings. 
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Impact type: Scope, capacity and timescales 
 

Score 1 – Very low Score 2 – Low Score 3 – Moderate Score 4 – High Score 5 – Very high 

• Project is slightly 
out of scope 
and/or slight 

schedule slippage. 

• Short-term low 

staffing level that 
temporarily limits 

project delivery. 

• Project out of 
scope and 
schedule slippage 

causing minor 
delays. 

• Low staffing level 
that reduces 

service quality. 

• Lack of skills, 
experience or 

capacity leading to 
delay in project 

delivery. 

• Project out of 
scope with 
moderate impact 

on delivery 
benefits. 

• Schedule slippage 
requiring 5-10% 

more time.  

• Lack of skills, 
experience or 

capacity leading to 
late delivery of key 

objective or 
service. 

• Programme is out 
of scope, but 
measures are in 

place to reduce 
impact on 

programme 
outcome. 

• Uncertain delivery 

of key objective or 
service due to lack 

of skills, 
experience or 

capacity. 

• Programme is well 
behind schedule 
and highly unlikely 

to realize 
expected benefits. 

• Non-delivery of 
key objectives  

• Significantly low 
level of staff skills, 
experience and/or 

capacity. 

 
Table 2 Risk likelihood score: what is the likelihood of the consequence occurring? 

 

Score Descriptor Description 

1 Rare • Not expected to occur apart from in exceptional 
circumstances. 

• Currently well managed or controlled. 

2 Unlikely • Do not expect it to happen or recur but it could. 

• Satisfactorily managed or controlled. 

3 Moderate or possible • Event might occur at some time. 

• Some management or control. 

4 Likely • Will probably happen or recur. 

• Weaker management or control. 

5 Almost certain • Is expected to occur in most circumstances. 

• No or ineffective management or control. 
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Table 3 Risk matrix: multiply the impact and likelihood scores to get your overall risk score and colour 

 

Description 
 

Impact score 1: 
Very low 

Impact score 2: 
Low 

Impact score 3: 
Moderate 

Impact score 4: 
High 

Impact score 5: 
Very high 

Likelihood score 1 - rare 

 

1 2 3 4 5 

Likelihood score 2 - 
unlikely 

 

2 4 6 8 10 

Likelihood score 3 – 
moderate or possible 
 

3 6 9 12 15 

Likelihood score 4 - likely 
 

4 8 12 16 20 

Likelihood score 5 -
almost certain 

5 10 15 20 25 
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Appendix 5: NHS Cornwall and the Isles of Scilly Integrated Care Board risk appetite 
(ICB) 
 
Each principal risk has been considered and a tolerance score agreed. These indicate the level of risk appetite the ICB 

has. It is expected that the ICB will review and develop its own strategic objectives and principal risks after it is 
established o 1 July 2022. 

 

Improve health and wellbeing and reduce inequalities by working in partnership and creating 
opportunities for our citizens 
 

Principal risk Tolerance score Risk appetite level 

The Integrated Care System do not work together to actively reduce health 

inequalities in the services we offer. 

12 High 

 

Provide safe, high quality, timely and compassionate care and support in local communities 
wherever possible and informed by people who use services 
 

Principal risk Tolerance score Risk appetite level 

Partners do not deliver safe and clinically effective care. 12 High 

Partners do not deliver safe and clinically effective care. 9 Moderate 

Partners are unable to consistently and sustainably deliver timely access to 

care. 

9 Moderate 

Partners do not deliver a positive experience of care. 12 High 

 

Working efficiently so health and care funding gives maximum benefits working efficiently so 
health and care funding gives maximum benefits 
 

Principal risk Tolerance score Risk appetite level 

Inability to deliver the ICB’s agreed financial plan (which may lead to legal 

directions). 

9 Moderate 
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Make Cornwall and the Isles of Scilly a great place to work in health and social care 
 

Principal risk Tolerance score Risk appetite level 

Poor workforce health, staff morale plus inadequate capacity or capability in 
the ICB will impact our ability to move from good to great. 

9 Moderate 

The organisation does not comply with core governance or corporate 

requirements and is unable to provide the appropriate assurances. 

4 Low 

 

Create the underpinning infrastructure and capabilities that are critical to delivering high quality 
care and support 
 

Principal risk Tolerance score Risk appetite level 

Inappropriate structures and/or governance arrangements may impact our 

ability to effectively transform care and harm relationships with system 
colleagues and other stakeholders. 

10 Moderate 

 

Ensure the commissioning of services takes account of COVID19 recovery plans, any 
subsequent peaks of infection as well as agreed long term plan expectations 
 

Principal risk Tolerance score Risk appetite level 

NHS Kernow and system partners are unable to optimise resources resulting 
in constrained capacity services, longer waiting times and continued health 
and care inequalities. 

10 Moderate 
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Appendix 6: Equality impact assessment 
 
An equality impact assessment is used to establish how a policy or similar document may impact on individuals, 
communities or equality groups to identify and minimise or remove any disproportionate impact. A full impact assessment 

should be undertaken for policies, strategies, procedures or projects which are anticipated to have an impact on members 
of the public. Read guidance on how to complete this document. 

  
Name of policy or service to be assessed: Risk management strategy and policy 
Department or section: Corporate governance 

Date of assessment: 19 March 2021 
Person(s) responsible for the assessment: Head of corporate governance 

Is this a new or existing policy? Existing 
 

Aims, objectives and purpose of the policy 
 
Describe the aims, objectives and purpose of the policy: 

 
Provides the ICB’s approach to risk and risk management as part of the overall system of internal control. 
 

Who is intended to benefit from this policy, and in what way? 
 

All staff, the ICB itself and the wider community. The strategy is intended to ensure that the ICB can ensure the safe and 
efficient commissioning of healthcare services to meet identified local needs; to maintain a safe environment for staff, 
contractors and visitors; to minimise financial loss to the organisation and to demonstrate to the public that the ICB is a 

safe and efficient organisation. 
 

What outcomes are wanted from this policy? 
 
Effective management of risk across the ICB. The ICB aims to ensure that risks (whether to staff, patients, contractors, 

visitors, the public or the organisation itself) are identified, consistently graded, and that reasonably practicable action is 
taken to reduce or eliminate the chances of such risks occurring. Effective risk management assists in ensuring the ICB is 

not acting in a discriminatory way. 
 

http://intranet-kccg.cornwall.nhs.uk/services/impact-assessments/
http://intranet-kccg.cornwall.nhs.uk/services/impact-assessments/
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What factors and forces could contribute or detract from the outcomes? 
 

Lack of a policy and strategy would increase the chances of uncontrolled risk occurring, with potential adverse 
consequences to staff, patients, the public, contactors and the organisation as above. It would also place the ICB in 

breach of central requirements. 
 
Who are the main stakeholders in relation to the policy? 

 
The ICB and all its staff. 

 
Who implements the policy, and who is responsible for the policy? 
 

All staff, led by directors and the corporate governance team. 
 

Differential impacts 
 
Perspective of race, nationality and/or ethnic origin 

 
Does this have a positive or negative impact on black, Asian and minority ethnic (BAME)? 

 
Policy assists the organisation in ensuring that the ICB manages the risks of differential impacts appropriately. Section 4.1 
highlights the responsibility of managers to assist their staff in understanding risk management and their role in it. 

 
How will any negative impact be mitigated? 

 
None anticipated. 
 

Perspective of sex 
 

Does this have a positive or negative impact on people who identify as male, female or intersex?  
 
Policy assists the organisation in ensuring that the ICB manages the risks of differential impacts appropriately.  
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How will any negative impact be mitigated? 
 

None anticipated. 
 

Perspective of disability 
 
What is the positive or negative differential impact on people from the perspective of disability? 

 
Policy assists the organisation in ensuring that the ICB manages the risks of differential impacts appropriately. Section 4.1 

highlights the responsibility of managers to assist their staff in understanding risk management and their role in it. 
 
How will any negative impact be mitigated? 

 
None anticipated. 

 
Perspective of sexual orientation?  
 

Does this have a positive or negative impact on people who identify as heterosexual, lesbian, gay, bisexual, 
pansexual or asexual? 

 
Policy assists the organisation in ensuring that the ICB manages the risks of differential impacts appropriately.  
 

How will any negative impact be mitigated? 
 

None anticipated. 
 
Perspective of age 

 
What is the positive or negative differential impact on people from the perspective of age?  

 
Policy assists the organisation in ensuring that the ICB manages the risks of differential impacts appropriately.  
Section 4.1 highlights the responsibility of managers to assist their staff in understanding risk management and their role 

in it. 
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How will any negative impact be mitigated? 

 
None anticipated. 

 
Perspective of religion or belief 
 

What is the positive or negative differential impact on people from the perspective of religion or belief?  
 

Policy assists the organisation in ensuring that the ICB manages the risks of differential impacts appropriately. Section 4.1 
highlights the responsibility of managers to assist their staff in understanding risk management and their role in it.  
 

How will any negative impact be mitigated? 
 

None anticipated. 
 
Perspective of marriage and civil partnership 

 
What is the positive or negative differential impact on people from the perspective of marriage and civil 

partnership? This is particularly relevant for employment policies. 
 
Policy assists the organisation in ensuring that the ICB manages the risks of differential impacts appropriately.  

 
How will any negative impact be mitigated? 

 
None anticipated. 
 

Perspective of gender re-assignment 
 

Does this have a positive or negative impact on people who identify as trans or transgender, non-binary or 
gender fluid? 
 

Policy assists the organisation in ensuring that the ICB manages the risks of differential impacts appropriately.  
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How will any negative impact be mitigated? 

 
None anticipated. 

 
Perspective of pregnancy and maternity 
 

Does this have a positive or negative impact on people who are pregnant, breast-feeding mothers, or those on 
maternity leave? 

 
Policy assists the organisation in ensuring that the ICB manages the risks of differential impacts appropriately.  
 

How will any negative impact be mitigated? 
 

None anticipated. 
 
Other identified groups 

 
Policy assists the organisation in ensuring that the ICB manages the risks of differential impacts appropriately. Section 4.1 

highlights the responsibility of managers to assist their staff in understanding risk management and their role in it.  
 
How will any negative impact be mitigated? 

 
None anticipated. 

 

Human rights values 
 

How have the core human rights values of fairness, respect, equality, dignity and autonomy been considered in 
the formulation of this policy, service or strategy?  

 
Section 1 of the strategy states the aim of the document, which demonstrates intention for safety for all stakeholders: 



 
 

Risk management strategy and policy | Page 35 

“NHS Cornwall and the Isles of Scilly Integrated Care Board (ICB) is committed to the principles of effective risk 
management to avoid or limit unnecessary risks to patients, staff, contractors, the public, other stakeholders, the 

organisations finances, assets, organisational objectives and reputation.”  
 

Promoting risk assessment encourages consideration of individual needs. Good risk management will assist the ICB in 
identifying and responding to risks of non-compliance with race and human rights legislation and good practice and 
ensure the relevant controls are in place. 

 
Which of the human rights articles does this document impact? 

 

☒ To life 

☐ Not to be tortured or treated in an inhuman or degrading way 

☐ To liberty and security 

☐ To a fair trial  

☐ To respect for home and family life, and correspondence 

☐ To freedom of thought, conscience and religion 

☐ To freedom of expression 

☐ To freedom of assembly and association 

☐ To marry and found a family 

☐ Not to be discriminated against in relation to the enjoyment of any of the rights contained in the European Convention  

☐ To peaceful enjoyment of possessions 

 

What existing evidence (either presumed or otherwise) do you have for this? 
 
Right to life is implicit - policy considers for example safe purchasing of healthcare and provider performance concerns. 

risk assessment is about reducing and preventing harm. 
 

How will you ensure that those responsible for implementing the policy are aware of the human rights 
implications and equipped to deal with them? 
 

The ICB requires staff to undertake mandatory training in health and safety which includes risk assessment. Mandatory 
training also includes training on equality and human rights. 
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Public Services Social Value Act 2020 
 
The ICB is committed and obliged to fulfil the requirements of the Public Services Social Value Act 2012. This Act requires 

the organisations to consider how services commissioned or procured might improve the economic, social and 
environmental wellbeing of an area.  
 

Please describe how this will support and contribute to the local system, wider system and community.  
 

This policy does not relate to the commissioning or procuring of services. 
 
Describe how the policy contributes towards eliminating discrimination, harassment and victimisation. 

 
Promoting risk assessment encourages consideration of individual needs. Good risk management will assist the ICB in 

identifying and responding to risks of non-compliance with race and human rights legislation and good practice and 
ensure the relevant controls are in place. 
 

Describe how the policy contributes towards advancing equality of opportunity.  
 

As above. 
 
Describe how the policy contributes towards promoting good relations between people with protected 

characteristics.  
 

As above. 
 
If the differential impacts identified are positive, explain how this policy is legitimate positive action and will 

improve outcomes, services and/or the working environment for that group of people. 
 

No differential impacts identified. 
 
Explain what amendments have been made to the policy or mitigating actions have been taken, and when they 

were made. 
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No amendments made. 

 
If the negative impacts identified have been unable to be mitigated through amendment to the policy or other 

mitigating actions, explain what your next steps are using the following equality impact assessment action plan. 
 
No negative impacts identified. 

 

Equality impact assessment action plan 
 

Issues to be 
addressed 

Action required Responsible 
person 

Timescale for 
completion 

Action taken Comments 

N/A  N/A N/A N/A N/A N/A 

 

Signed (completing officer): Jessica James  
 
Date: 4 March 2021 

 
Signed (head of department or section): Trudy Corsellis 

 
Date: 18 March 2021 
 

Please ensure that a signed copy of this form is sent to both the corporate governance team with the policy and the 
equality and diversity lead. 

 
 


