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Bradford MNHES Panel – Terms of Reference – 2026/2027

Purpose: 

The Bradford MNHES Panel exists to facilitate Bradford Council in making decisions and recommendations as to whether the council’s statutory obligations under Section 19 have been met with regard to referral for children and young people of compulsory school age who are unable to attend school due to health issues and may not receive suitable education unless arrangements are made for them.

The MNHES Panel considers every request on an individual basis. They make decisions based on the evidence provided and against the criteria set out in the Education Act 1996 Section 19 and Arranging education for children who cannot attend school due to health needs DfE guidance December 2023.

Membership:

		Chair

		MNHES Service Manager



		Standing Members

		MNHES Assistant Headteacher 



		

		MNHES Welfare Officer & DSL



		

		CAMHS representative



		

		Early Help representative



		Administration

		MNHES Business Officer





Scope of decisions:

The panels will make decisions on the following:

· Request for education due to a child/young person not attending school due to health needs

Principles:

· To ensure the most suitable educational provision is identified for children and young people.

· To ensure compliance with legal requirements.

· To ensure that decisions are made in a timely manner and delegated to the appropriate level within the organisation.

· To ensure the fair and equitable distribution of resources including value for money.

· To ensure that additional information is requested in a timely manner

· To ensure that decision rationale and signposting are communicated where a request is not agreed.

Practical arrangements:

· Panels will be held fortnightly on a Wednesday morning. 

· All papers should be submitted by referrers by the previous Thursday.

· The MNHES Business Manager will share the list of requests to Panel via Sharepoint and all individual information will be shared on a child’s individual folder on Arbor. External panel members will have access to the Student Information via Arbor.

· Information should include suitable evidence to enable the panel to make their decision.

· Decision of the panel will be recorded on Sharepoint and placed on a child’s individual folder on Arbor

Exceptional circumstances:

On occasions a decision may be made outside of the panel, for example when there is a need for an urgent change of provision for a looked after child. If this is the case it will be agreed by either the service manager, or head of service and an email will be provided to the panel alongside documentation for them to support and confirm this decision.

Confidentiality and Safeguarding:

· Panel members must uphold confidentiality in all cases considered at the MNHES Panel, acting in accordance with the Information Governance duties of the Local Authority. 

· To comply with confidentiality and Data Protection, documents cannot be downloaded and printed from the SharePoint and should not be shared with non-panel members.

· Panel members will not advise on decisions about cases where there maybe the perception of a conflict of interest. This does not include where the panel member has provided specific advice that contributes to the decision but does include where there is a personal involvement or impact on the panel member.

· The panel will actively work to safeguard children and young people and, may in specific circumstances, be required to escalate cases where it is determined that a risk to a child has been identified. In these circumstances, the chair will advise on the correct application of safeguarding policies. 

Preparation Required Prior to Panel:

Panel members are expected to read all papers prior to the panel meeting so that they can contribute to the discussion so that the local authority can make their decision.

Panel members are asked to provide a written view via Sharepoint (internal panel members) or via email (external panel members) by the end of the working day before panel by completing the panel member comments section of the panel spreadsheet.

Review of terms of reference:

The terms of reference will be reviewed annually in preparation for the start of the new academic year.
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MEDICAL NEEDS AND HOSPITAL EDUCATION SERVICE

ATTENDANCE PROCEDURE

2026/2027



Rationale

MNHES have adopted the Arbor MIS to record data. This includes attendance recording and monitoring. Due to data protection, referring schools cannot be linked to this system. MNHES has considered a procedure for referring schools to ensure that they fulfil their duty to record attendance and safeguard children and young people. 



Legal Duty

The referring school will remain the “Main School” throughout the pupil’s time with MNHES and will ensure the child remains on the school’s admission and attendance register.  MNHES provides temporary alternative provision and does not hold an official admission and attendance register but will record the child’s attendance in a format that can be shared by schools.  



It is the Main School’s legal duty to:

· Record the accurate attendance of all pupils on their school roll within 1 week

· Ensure the safeguarding and welfare of all pupils on their school roll



It is MNHES’s legal duty to:

· Inform the Main School of attendance at MNHES within 1 week

· Ensure that the pupils accessing MNHES are safeguarded in liaison with the Main School



Timetables

· Main Schools are made aware of their pupils’ timetables at MNHES

· MNHES will ensure that Main Schools are informed of any changes



Attendance Coding

· Pupils should be recorded using code K (Present – Attending provision provided by the LA) when they attend MNHES

· Pupils should be recorded using code C2 (Authorised Absence – Subject to a Part-time timetable) when it has been agreed that they do not attend any provision or school.

· Normal coding should apply for any other absences



MT1 Forms

· MT1 forms are not needed for any pupil attending MNHES as it has already been agreed by the Local Authority that some pupils will not attend full time due to health needs

· The evidence for the health needs is provided at the point of MNHES referral



Attendance Recording @ MNHES

· Pupils’ attendance is recorded for every session @ MNHES using Arbor

· Any absences will be recorded with a note for the reason for absence

· As they are part time pupils, the ‘best’ attendance mark for the morning or afternoon session will appear on the Attendance Certificate





Day to Day Absence Procedures @ MNHES

· Parents are expected to contact the MNHES School Office if their child is unable to attend MNHES as planned.  

· The Attendance Lead at MNHES will contact the parent where a child is absent for a session to ascertain the reasons for the absence.

· MNHES will share the reasons for the absence with the Main School when sharing the Attendance Certificate.

· It is the Main School’s responsibility to undertake any further actions in relation to absence as outlined in the DfE guidance (Working Together to Improve School Attendance.



Attendance Information

· On Wednesday of each week, MNHES will send to Main Schools the pupils’ Attendance Certificates for the previous week. 

· Main Schools must use the information provided by MNHES to accurately record the pupil’s attendance register in line with the DfE guidance (Working Together to Improve School Attendance.



Safeguarding

· The Attendance Officer will email the Main School when a pupil has not been seen within 1 week, this will be on Wednesdays and will inform school if they have concerns. The DSL @ MNHES & Attendance Lead @ MNHES will be copied in and this is tracked by the MNHES DSL for escalation purposes if appropriate

· It is the Main School’s responsibility to conduct a home welfare check if they deem it necessary/part of their attendance and welfare process

· The MNHES DSL will arrange/request a home welfare check if:

· The pupil has not been seen for 1 week (for pupils with safeguarding risks)

· The pupil has not been seen for 2 weeks (for pupils with no safeguarding risks)

· MNHES request that the Main School inform MNHES when a home welfare check has been conducted and any outcomes/next steps



It is in the best interest of the pupils for the Main School to conduct any home welfare checks as:



· It keeps the link between home and school

· It ensures that the Main School is aware of any issues



If the Main School would like MNHES to conduct the home welfare checks (for example if the relationship between home and school has broken down), a request should be made in response to the email to the MNHES DSL. This will be discussed between the Main School and the MNHES DSL.





Service Manager – Hannah Whittaker	hannah.whittaker@bradford.gov.uk

DSL – Waqass Khalid				waqass.khalid@bradford.gov.uk

Attendance Officer – Melanie Lambert-Crookes mnhesattendance@bradford.gov.uk



This document has also been reviewed by John Leese, Bradford Council Education Safeguarding Service Manager and Attendance Lead.

john.leese@bradford.gov.uk 
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The Education Act 1996 Section 19 states



‘Each local authority shall make arrangement for the provision of suitable education at school or otherwise that at school for those children of compulsory school age who, by reason of illness, exclusion from school or otherwise, may not for any period receive suitable education unless such arrangements are made for them’



Children & Young People with Medical Needs



1. Introduction

This section sets out what the local authority will do to provide education for children of compulsory school age who, because of illness, would otherwise not receive suitable education. Children do not have to be on roll at a school but this would be strongly encouraged as MNHES is short term and best endeavours are made to reintegrate the child to a permanent education when their health needs allow. Continuing health intervention is required for the child to progress to being well enough to access permanent education. 



2. The underlying principles behind this policy

Bradford Local Authority’s Medical Needs and Hospital Education Service is committed to ensuring that all children and young people in the district receive a good education in order to maximise the learning potential of each individual.  A fundamental part of our offer aims to ensure that all children and young people are given the opportunity of an inclusive education that meets their specific needs.

Children and young people who have additional medical needs are, by the nature of their difficulties, at risk of failing to reach their true potential within an educational context. This is particularly the case for those children and young people whose health needs prevent them from attending school for an extended period of time.

This section aims to outline the support available that can be accessed for children and young people with medical needs, including details of when and how alternative provision will be arranged if this is required and the respective roles and responsibilities of the local authority, schools, parents/carers, providers and other agencies.



3. Roles and responsibilities of referring schools

Schools in Bradford, as in the rest of the country, (including mainstream schools, academies, free schools, independent schools, special schools and alternative provision) are required by law to make arrangements for supporting pupils at their school with medical conditions.



· Pupils at school with medical conditions should be properly supported so that they have full access to education, including school trips and physical education.

· Governing bodies must ensure that arrangements are in place in schools to support pupils at school with medical conditions.

· Governing bodies and Academy Trusts should 

· Ensure that school leaders consult health and social care professionals, pupils and parents/carers to ensure that the needs of children with medical conditions are effectively supported.

· Ensure pupils with medical conditions access and enjoy the same opportunities as their peers

· Ensure that no pupil be denied admission unless it would be detrimental to theirs or others health to do so

· The statutory guidance also indicates that schools should develop a policy for supporting pupils with medical conditions and that there should be a named person who is responsible for the practical implementation of this policy within each school.



4. Legal Framework 

The following legal guidance sets out key points in this section:

· Children and Families Act 2014 Section 100

· Education Act 1996 Section 19

· Supporting Pupils at School with Medical Conditions December 2015

· Summary of responsibilities where a mental health issue is affecting attendance February 2023

· Alternative Provision January 2013

· Arranging education for children who cannot attend school because of health needs December 2023



5. Bradford Local Authority responsibilities

The statutory guidance is clear that there will be a wide range of circumstances where a child has a medical need but will receive suitable education that meets their needs without the intervention of the local authority.

For example where the child can still attend school with some support or where the school has made arrangements to deliver suitable education outside of school for the child.



Bradford Local Authority are responsible for arranging suitable education for children of compulsory school age who, because of illness, would not receive suitable education without such provision. This duty applies to all children and young people who live in Bradford regardless of the location of the school they would normally attend



5.1 The law does not define full-time education but children with medical needs should have provision which is equivalent to the education they would receive in school. Bradford Local Authority may provide education in which case the hours of education could be fewer as the provision is more concentrated with smaller groups. The educational provision could be made up of two or more part time provisions including their on roll school. Where full-time education would not be in the best interests of a child because of reasons relating to their physical or mental health, Bradford Local Authority will endeavour to provide part-time education on a basis which is considered to be in the child's best interests.  This decision will be made with reference to advice from relevant educational and medical professionals.



6. Named Person

It is a statutory requirement that local authorities have a named person responsible for the education of children with additional health needs.  In Bradford, the named person is:



Hannah Whittaker – Medical Needs and Hospital Education Service Manager

hannah.whittaker@bradford.gov.uk



The Medical Needs and Hospital Education Service Manager is responsible, in liaising with schools and professionals, for ensuring that Bradford Local Authority Children’s Services fulfils its statutory duties in relation to medical needs provision for children and young people who cannot attend school for medical reasons and therefore require alternative educational provision.

Parents/carers should liaise with their child’s school in the first instance but can contact the Medical Needs and Hospital Education Service Manager in order to discuss their child’s specific circumstances relating to medical needs provision.  This may be particularly appropriate in instances where they feel their child’s medical needs are not currently being addressed.

Schools can contact the Medical Needs and Hospital Education Service Manager in order to obtain support, advice and guidance in relation to medical needs provision, both generally and in relation to specific cases.

The Medical Needs and Hospital Education Service Manager will also liaise with professionals and colleagues within both health and education as appropriate in order to ensure children with additional health needs are able to access a suitable education.

Bradford Local Authority may seek to recoup costs incurred from the home authority in relation to medical needs provision for Looked After Children placed in Bradford by a different local authority.

Bradford Local Authority will retain the Element 3 portion of a child’s EHCP funding and may consider the transfer of a portion of any other of the school’s funding associated with that child to ensure that the funding follows the child. This could include Pupil Premium/Free School Meal funding.



7. Provision in Bradford Local Authority



7.1 Referrals to the Medical Needs and Hospital Education Service

Schools should make appropriate referrals to the Medical Needs and Hospital Education Service for pupils unable to attend school due to health reasons where it is clear that the pupil will be away from school for 15 days or more, whether consecutive or cumulative.  In these circumstances, parents/carers must provide medical information from a medical practitioner to the school which confirms why the pupil is unable to attend school and states how long this is likely to be the case along with a Care Treatment Plan.  Statutory guidance states that medical information should be such as that provided by a consultant, however in order to avoid delays the Medical Needs and Hospital Education Service will accept medical information from a GP if the young person is to be referred to a specialist clinician. GP only referrals will initially be considered as an interim referral in order to avoid delays but should be further supported by specialist medical information in order for provision/support to continue effectively. This should include continuing health intervention plans to enable the child to reintegrate to permanent education when their health allows. During provision within MNHES, staff will investigate and refer to specialist medical practitioners if appropriate. Failure to provide the appropriate medical information or parental consent could delay the referral process, delay the consideration of support and the allocation process to the correct provision which will meet the child’s needs. MNHES will also, in the first instance, signpost and support the on roll school to meet the child’s needs within school before accepting a referral to MNHES.



7.2 Initiation of provision from the Medical Needs Team

Once the Referral Form and medical information from a medical practitioner has been considered and a decision about the referral has been made, the Medical Needs and Hospital Education Service will notify the school accordingly.  An Initial Planning meeting will be arranged to confirm the appropriate arrangements which will be put in place. Parents/carers and pupils will normally be invited to attend these meetings.



7.3 Types of Health Condition

The Medical Needs and Hospital Education Service should be a short term provision with the focus on reintegration

The Local Authority will not have a list of health complaints which dictate whether or not education will be provided although neurodivergence is not classed as medical need requiring MNHES provision and schools should work with other agencies to provide adaptations within school.



8. Ensuring children in Bradford with medical needs have a good education

Where support is agreed, MNHES staff will oversee the provision for pupils in alternative suitable venues, such as Owlet Road or through remote learning such as AV1 robot and/or with the Welfare Team providing welfare support in the pupil’s home.  Before it is agreed that sessions can take place in the home, it will be necessary to carry out appropriate risk assessments.  Before remote learning can take place, risk assessments and parental agreements must also be put in place. Where a pupil is taught at home (remotely) it is necessary for there to be a responsible adult in the house. 



The majority of pupils will be expected to attend the provision at Owlet Road. Those who, due to extreme medical conditions are accessing the provision at home, a blended learning programme will be offered to include:

· Face to face welfare sessions

· Remote learning through AV1 robots linked to school lessons

· Guided independent learning

· Virtual classrooms

· Sessions at their on roll school



The learning programme will provide educational attainment on a par with the pupil’s mainstream peers where appropriate, particularly in English and maths with appropriate accreditations and qualifications. A broad, balanced and personalised curriculum offer, where appropriate, will also be discussed and reviewed regularly. This includes therapeutic sessions to progress the child’s social needs.



The Medical Needs and Hospital Education Service will ensure personal and social needs are identified and met and motivation, self-confidence and attendance are improved to overcome barriers to attainment and to enable pupils to thrive and prosper in the education system



There will be clearly defined objectives and next steps with the focus and aim on reintegration



Close liaison with the pupil’s school is essential and pupils should be kept informed about school activities and events.  The pupil will remain on the school roll and the school will be expected to attend review meetings at least every term.  The health professional involved with the pupil will also be expected to attend these reviews or provide a report.  It is important to link with other agencies in order to support the pupil’s educational opportunities.

Where support is agreed, there is an expectation that all parties will engage with and contribute to the agreed plan.



9. Roles and Responsibilities



9.1 The School’s role is to:

· have a named person with responsibility for pupils with medical needs

· ensure pupils stay on the school role

· attend regular review meetings (at least every term)

· provide materials for an appropriate programme of work and work plans

· maintain a plan, such as an Individual Health Care Plan, which records progress made towards a return to school

· ensure all staff are kept informed

· ensure appropriate arrangements, including entry and invigilation are made for all examinations

· work with Post 16 providers where appropriate and collect and record information about destinations

· provide the pupil’s academic attainment levels including any relevant examination requirements

· make arrangements for EHCAs and EHCP Reviews where appropriate

· make arrangements for SATs

· assess coursework

· facilitate career interviews

· organise and cover the cost of transport in liaison with parents/carers

· arrange work experience placements

· provide a named teacher with whom each party can liaise

· provide a suitable working area within the School, where necessary

· be active in the monitoring of progress and the reintegration into school, using key staff to facilitate the reintegration into school

· ensure that pupils who are unable to attend school, are kept informed about school social events, are able to participate, for example, in homework clubs, study support and other activities

· encourage and facilitate liaison with peers, for example, through visits and videos

· ensure plans for reintegration into school are in place and advice from professionals acted on 



9.2 The pupil’s role is to:

· engage with the Medical Needs and Hospital Education Service

· be prepared to communicate their views where able

· engage with other agencies as appropriate

· prepare for reintegration as soon as possible and when appropriate

· where appropriate, attend regular reviews with staff and be part of agreeing the learning plan



9.3 The parents’/carers’ role is to:

· produce appropriate medical information from a medical practitioner and commit to a plan of reintegration

· be willing to work together with all concerned

· be present in the home if pupil learning remotely or accessing welfare sessions at home or nominate appropriate adult 

· provide early communication if a problem arises or help is needed

· attend necessary meetings

· reinforce with their child, the value of an increase of educational engagement time and a return to school





9.4 The Medical Needs and Hospital Education Service’s role is to:

· liaise with the named person in school

· work with other Local Authority teams to ensure that the child’s needs are being met appropriately

· liaise, where appropriate, with outside agencies

· arrange regular reviews and ensure all professionals, parents and the child, if appropriate, are invited

· be sensitive to the needs of the child and family

· provide a flexible teaching programme

· provide regular reports on the pupil’s progress and achievements

· provide an opportunity for the pupil to comment on their report

· ensure appropriate course work and any other relevant material is returned to school

· work with the school and other services where appropriate to ensure good attendance whilst with the service

· help set up an appropriate reintegration programme at the earliest opportunity as soon as the pupil is ready to return to school



9.5 Health Partner’s role is to:

· provide continuing health intervention 

· offer advice where appropriate

· provide up to date care treatment plans

· attend/provide reports for reviews

· provide support for reintegration

· provide support to schools in order to pupils to remain in school as much as is appropriate

· provide support to the MNHES to ensure that pupils’ needs are met



9.6 Other involved agencies role is to:

· work with others, for the benefit of the pupil

· attend review meetings if possible

· provide written reports where necessary

· give appropriate advice and support.



10. Reintegration

The aim of the provision from the Medical Needs and Hospital Education Service will be to reintegrate pupils back into school at the earliest opportunity as soon as they are well enough.  A reintegration programme will be put together following discussion with the child or young person, parent/carer, school, relevant health professional(s) and other involved agencies as appropriate.

In some cases it may not be possible for the child to return to school on a full-time basis initially.  Arrangements for reintegration (or any future education arrangements) will need to take into account any on-going health problems of disabilities they may have. The school should provide an individually tailored reintegration plan with extra support to fill gaps. This could take the form of a part time timetable and liaison with the Local Authority for completion of a regularly reviewed MT1 form should take place. Reasonable adjustments should be made to provide suitable access



11. Pupils who are not on a school roll

Bradford Local Authority retain responsibility for supporting Bradford children who are not on roll at a school whose health needs prevent them from accessing education. These may include children who are awaiting placement.

In these instances, parents/carers or professionals working with a child who falls into this category should contact the Medical Needs and Hospital Education Service Manager to discuss future educational provision.  This may include interim provision through the Medical Needs and Hospital Education Service, in which case medical information from a medical practitioner will be sought. It will be strongly encourage to place the child on a school roll to be able to integrate into permanent education when their health allows.



12. Pupils who are not of compulsory school age

Bradford Local Authority will not normally provide support for pupils who are under or over compulsory school age. This is defined as the beginning of the term following the child’s 5th birthday up to the last Friday in June of Y11. The Medical Needs and Hospital Education Service will not normally accept Y11 referrals after February half term of Y11 but can provide support and advice to schools. 

For Post 16 students attending mainstream provision, Bradford Local Authority would look to the host school, college or training provider to make any necessary reasonable adjustments for students who are unwell over a prolonged period.



13. Hospital in-patients

Bradford Local Authority provides support through the Medical Needs and Hospital Education Service for children and young people who are in-patients at Bradford Royal Infirmary and Airedale General Hospital. This include pupils from Day 5 and pupils who are likely to remain on the children’s ward for 15 school days or longer, whether or not they are a Bradford resident. The Medical Needs and Hospital Education Service also offers educational support for children and young people who are considered Regular (planned visits to hospital) or Recurring (repeated admissions to hospital). In these cases, the hospital teachers will liaise directly with the school.



13.1 Hospital Teaching Priorities

· CAMHS patients

· Regular & Recurring pupils

· Day 5+ pupils

· All other patients admitted to the Children’s Wards



14. Children with life limiting and terminal illness

Bradford Local Authority will continue to provide education for as long as the child’s parents and the medical staff wish it but will work with the child’s on roll school in the first instance.

If the pupil and parents/carers wish to withdraw from education their wishes will be respected if the decision is supported by medical advice.



15. Children with long term medical conditions

It would not be in the best interests of the child to remain with the Medical Needs and Hospital Education Service for a long period of time. Discussion should take place between the Local Authority, school, health care providers, parents/carer and pupils to determine what will best meet the needs of the child.



16. Looked After Children

LAC remain the responsibility of the Local Authority in consultation with carers



17. Children on roll at a Special School

Where children are unable to attend a special school, their medical need should be additional to the medical need stated in their EHCP and should be short term. If this is not the case, the school should provide outreach education.
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Bradford / Local Services



Invictus Wellbeing support-

Website- https://www.invictuswellbeing.com/brewbradford



Youth in Mind (Bradford District & Craven)

Therapeutic and counselling support for children & young people aged 5–19 (up to 25 with additional needs).

Website: https://www.invictuswellbeing.com/youth-in-mind



Buddies (via Bradford Mind)

One‑to‑one and peer support for young people aged 11–19 / up to 25 with additional needs.

Website: Buddies | Youth in Mind



Hale Project

Social Prescribing – HALE



Mental Health Support Teams (MHST) in Bradford

Provide support in schools, early interventions for mild to moderate mental health issues.

Website: https://www.bdct.nhs.uk/our-services/mental-health-services/mental-health-support-teams-mhst/



Bradford District CAMHS

For children and young people with severe or long‑standing emotional/behavioural needs.

Website: https://www.bdct.nhs.uk/our-services/mental-health-services/child-and-adolescent-mental-health-service-camhs/



First Response (Bradford)

24/7 crisis mental health support for all ages in Bradford District, Airedale, etc.

Website: https://www.bdct.nhs.uk/our-services/mental-health-services/first-response/





Call Guide-Line

0800 188 4884

8am – Midnight

Safe Spaces - Crisis Support | Bradford District and Craven Mind





Brathay

Brathay – Healthy Minds







Step 2

Grassroots charity offering support in schools, outreach and community settings for children and young people.

Website: https://www.step2.org.uk/





Bradford Council – Urgent Mental Health / Crisis Support

Includes First Response number and local urgent help.

Website: https://www.bradford.gov.uk/health/getting-help/mental-health/





 National / Wider Helplines & Support



Samaritans

Call 116 123 (free, 24/7) for emotional support, especially in distress or self‑harm thoughts.

Website: https://www.samaritans.org/how-we-can-help/if-youre-having-difficult-time/if-you-want-self-harm/



Shout

Text SHOUT to 85258 (24/7) for support in crisis/self-harm situations.

Website: https://giveusashout.org/



Papyrus HOPELINE247

Suicide prevention in young people (those under 35). Call 0800 068 4141.

Website: https://www.papyrus-uk.org/self-harm/



Self Injury Support

Confidential, non-judgmental support, information, resources for anyone affected by self‑injury.

Website: https://www.selfinjurysupport.org.uk/







Harmless

National centre for self‑harm and suicide prevention, with resources for individuals, families, professionals.

Website: https://harmless.org.uk/



NHS Self‑harm help pages

Guidance on where to get help, how GPs can support, treatment options.

Website: https://www.nhs.uk/mental-health/feelings-symptoms-behaviours/behaviours/self-harm/getting-help/



Mind (UK)

Treatment & support for self‑harm, support groups, talking therapies.

Website: https://www.mind.org.uk/information-support/types-of-mental-health-problems/self-harm/treatment-and-support-for-self-harm/



Family Action Trauma Service- which is a specialist recovery-focussed therapy for children / young people (aged 4-18) who have experienced a traumatic bereavement, physical abuse or sexual abuse. Their offer of therapy usually includes work with the whole family. Just call 01274 651652 and ask for a member of the Children’s Trauma Therapy Service or email CTTS@family-action.org.uk 

 

 

The Brew Project - which offers free emotional wellbeing support to children and young people aged 5-17. Wellbeing practitioners offer non-judgemental, confidential support sessions via telephone, video call or walk and talk sessions within 48s hours of referral. You can self-refer to The Brew Project by calling on 01422 730015 or email support@invictuswellbeing.com 

 

 

Enough is Enough- Enough is Enough is a Bradford and district programme for families where young people are abusive towards their parent/carer, i.e: hitting, extreme threatening behaviour, criminal damage in the home. We are an accredited programme that delivers skills and support for survivors, victims or those affected by Domestic Abuse, helping them live lives free from abuse and able to recover their independence. The 6 week course for both the parent and the young person run in parallel and focus on strategies for addressing behaviour and promoting positive relationships. Please contact 0800 069 9198 or email info@intuitivethinkingskills.com 
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MNHES Child Protection and Safeguarding Advice

Contact List – September 2026

		Role / Agency



		Name and role

		Contact Details



		School Designated Safeguarding Lead (DSL) / Child Protection Coordinator

		Waqass Khalid 

		07484 917744

waqass.khalid@bradford.gov.uk





		Deputy DSL



		Hannah Whittaker

		07974 623628

hannah.whittaker@bradford.gov.uk





		Other DSLs



		Melissa Sellars 

		07484989068

Melissa.Sellars@Bradford.gov.uk 



		Children’s Trust Advice & Referral Line

		Urgent child protection concerns/ initial referral

		01274 433999



		Children’s Trust Emergency Duty Team

		Out of hours child protection concerns/ initial referral

		01274 431010



		BMDC Education Safeguarding Team

		Advice/training/safeguarding audit

		[bookmark: _Hlk150287618]01274 437043



		BMDC Local Authority Designated Officer

		Allegations against adults in service

		lado@bradford.gov.uk



		NSPCC Whistleblowing Helpline

		Allegations against adults in service

		0800 028 0285



		BMDC PREVENT Team

		Rachel lee  - Prevent Education officer

		Rachel.lee@bradford.gov.uk

07484923127 









MNHES is committed to safeguarding and promoting the welfare of children and young people and expects all staff, volunteers, contractors and visitors to share this commitment.



All staff refers to all adults, volunteers or students on placement, working in any capacity at MNHES or in activities organised by MNHES which brings them in to contact with students of the service.  

Child Protection refers to the multi-agency arrangements to identify and protect children who are or may be at risk of or suffering significant harm.

Safeguarding refers to the protection, safety and promotion of the welfare of all students including when in off-site provision or activities and using ICT.  This includes the building of resilience and awareness of risk through the formal and informal curriculum.

Child is any student under the age of 18.



Glossary



· DSL      Designated Safeguarding Lead

· DDSL	Deputy Designated Safeguarding Lead

· PSHE	Personal, social, health and economic education

· RSE       Relationships, sex and health education

· CT         Children’s Trust

· KCSIE	Keeping Children Safe in Education (DfE, September 2026)



Visitors to MNHES

All visitors must sign in on arrival and collect a visitor’s sticker and an MNHES information leaflet which outlines Child Protection and Safeguarding procedures at MNHES and how to report any concerns regarding a child/young person or another adult at MNHES.  Visitor stickers must be worn at all times when in the building.  Staff must ensure that visitors to school are supervised as appropriate and the requisite pre-employment checks have been completed as referenced in Part 3 of KCSIE - All contractors must follow the school’s signing in arrangements as set out in contractual commissioning agreements.



1. [bookmark: _Toc107409318]Aims



1.1 MNHES aims to ensure that:



· Appropriate action is taken to safeguard and promote children’s welfare

· All staff are aware of their statutory responsibilities with respect to safeguarding, identifying children in need of early help, at risk of harm or those that have been harmed.

· Staff are properly trained in recognising and reporting safeguarding issues

· A culture of vigilance is created and maintained to ensure that we will also act in the best interests of children to protect them online and offline.

· Systems for reporting abuse are well promoted, easily understood and easily

accessible for children

· Safeguarding Arrangements will take account of emerging risks, including those associated with artificial intelligence (AI), evolving online technologies and any other contextual safeguarding risks identified locally or nationally.







1.2 [bookmark: _Toc459981155]The responsibilities set out in this policy apply (as appropriate) to all members of MNHES including students, staff, visitors/contractors, volunteers, supply staff, students on placement and trainees working within the school. It is fully incorporated into the ethos and is underpinned throughout the teaching of the curriculum, within PSHE and within the safety of the physical environment provided for the students. 

2. [bookmark: _Toc492916098][bookmark: _Toc494354303][bookmark: _Toc107409319]Legislation and guidance



2.1 This policy is based on the Department for Education’s statutory guidance, Keeping Children Safe in Education (KCSIE) 2026 and Working Together to Safeguard Children (WTTSC 2026) and the Governance Handbook. We comply with this guidance and the procedures set out by the Bradford Safeguarding Children partnership (BSCP). 



2.2 This policy is also based on the following legislation and guidance:





Section 175 of the Education Act 2002, which places a duty on schools and local authorities to safeguard and promote the welfare of students



The School Staffing (England) Regulations 2009, which set out what must be recorded on the single central record and the requirement for at least one person on a school interview/appointment panel to be trained in safer recruitment techniques



The Children Act 1989 (and 2004 amendment), which provides a framework for the care and protection of children



Section 5B(11) of the Female Genital Mutilation Act 2003, as inserted by section 74 of the Serious Crime Act 2015, which places a statutory duty on teachers to report to the police where they discover that female genital mutilation (FGM) appears to have been carried out on a girl under 18



Statutory guidance on FGM, which sets out responsibilities with regards to safeguarding and supporting girls affected by FGM 



The Rehabilitation of Offenders Act 1974, which outlines when people with criminal convictions can work with children



Schedule 4 of the Safeguarding Vulnerable Groups Act 2006, which defines what ‘regulated activity’ is in relation to children



Statutory Guidance on the Prevent duty, which explains schools’ duties under the Counter-Terrorism and Security Act 2015 with respect to protecting people from the risk of radicalisation and extremism



Guidance for safer working practice for those working with children and young people in education settings (GSWP) (Safer Recruitment Consortium Feb 2022) https://c-cluster-110.uploads.documents.cimpress.io/v1/uploads/d71d6fd8-b99e-4327-b8fd-1ac968b768a4~110/original?tenant=vbu-digital 



Sharing nudes and semi-nudes: advice for education settings working with children and young people (Department for Digital, Culture, Media & Sport and UK Council for Internet Safety 2020)



Children Missing Education – Statutory guidance for local authorities (DfE September 2016)



when-to-call-the-police--guidance-for-schools-and-colleges.pdf (npcc.police.uk)



Education and Training (Welfare of Children) Act 2021 



Schools and colleges are under a statutory duty to cooperate with the published BCSB arrangements. This policy conforms to locally agreed inter-agency procedures. It is available on request from the main school office. It must be read in conjunction with other relevant policies and procedures and KCSIE (DfE 2026). https://www.gov.uk/government/publications/keeping-children-safe-in-education--2 



The Childcare (Disqualification) Regulations 2018 and Childcare Act 2006, which set out who is disqualified from working with children



This policy also complies with our funding agreement and articles of association.

[bookmark: _Toc492916099][bookmark: _Toc494354304]

This policy should also be read in conjunction with MNHES’ Online Safety Policy, The Acceptable Use Policies for Staff, Students and Visitors which set out the acceptable use of ICT, including the use of 3/4/5G devices on school site.

Staff must remain vigilant to online child-on-child abuse, grooming, radicalisation, and the misuse of digital media—including AI-generated content. This includes risks from social media, gaming platforms, and live streaming services. Where online tuition is used, providers must be subject to the same safeguarding and vetting procedures as face-to-face staff.



· Artificial Intelligence (AI) told may create additional safeguarding risks including grooming, impersonation, deepfakes, sexually explicit AI- generated imagery, misinformation and coercion. Staff must remain vigilant to these risks and report concerns in accordance with this policy.

3. [bookmark: _Toc107409320]Definitions



3.1 Safeguarding and promoting the welfare of children means: 



· Protecting children from maltreatment

· Preventing impairment of children’s mental or physical health or development

· Ensuring that children grow up in circumstances consistent with the provision of safe and effective care

· Taking action to enable all children to have the best outcomes

· Protecting children from harm both online and offline



3.2 Child protection is part of this definition and refers to activities undertaken to prevent children suffering, or being likely to suffer, significant harm. 



3.3 Appendix 1 explains the different types and indicators of abuse.



3.4 Children includes everyone under the age of 18. 

4. [bookmark: _Toc492916100][bookmark: _Toc494354305][bookmark: _Toc107409321]Equality statement 



4.1 Some children have an increased risk of abuse, and additional barriers can exist for some children with respect to recognising or disclosing it. We are committed to anti-discriminatory practice and recognise children’s diverse circumstances. We ensure that all children have the same protection, regardless of any barriers they may face.

4.2 Safeguarding responses will be individualised and take account of each child’s protected characteristics, communication needs, vulnerabilities and lived experience. Staff should avoid assumptions based on disability ,sex ,ethnicity ,culture, faith, sexual orientations or gender identity and always act in the child’s best interests.





5. [bookmark: _Toc492916101][bookmark: _Toc494354306][bookmark: _Toc107409322][bookmark: _Toc459981159]Roles and responsibilities 



5.1 Safeguarding and child protection is everyone’s responsibility. This policy applies to all staff (including those not directly employed by MNHES), volunteers and contractors. Our policy and procedures also apply to off-site activities. All staff are expected to read this policy as part of their induction arrangements as well as the documents referenced in section 5.2 (All staff) below and any updates therein. 



5.2 All staff 



5.2.1 All staff must read and understand Part One of Keeping Children Safe in Education 2026. This requirement applies to all staff regardless of role. Staff will receive safeguarding updates at least annually and whenever significant safeguarding changes occur.





5.2.2 All staff will be aware of: 



· Our systems which support safeguarding, including reading and understanding their professional responsibilities as outlined in Guidance for Safer Working Practice (2022) understanding the role of the designated safeguarding lead (DSL/DDSL), reading and understanding MNHES’ behaviour policy and our safeguarding responses to children who go missing from education during the school day or otherwise and reading and understanding MNHES' online safety policy. 



· The safeguarding risks presented by artificial intelligence (AI), including AI- generated imagery, deepfake technology, online manipulation, grooming, exploitation and misuse of AI platforms. Staff must remain alert to these risks and respond using the services safeguarding procedures.



· The early help process and their role in it, including being alert to emerging problems that may warrant Early Help intervention, particularly those identified in Part 1 of KCSIE. All staff should be reporting emerging problems that may warrant early help intervention to/by the Designated Safeguarding Lead (DSL) or a Deputy Safeguarding Lead. The DSL will assess the situation and, where appropriate, coordinate with external agencies to ensure timely intervention.



· Early help is crucial for addressing a range of concerns including unexplainable and/or persistent absences from education, children affected by parental offending, and other emerging problems. All staff should be alert to these issues and report them to the designated safeguarding lead.




· That children’s behaviours can be indicative of their emotional wellbeing and can be linked to mental health. They should be aware of behaviours that may communicate that poor wellbeing can be an indicator of factors such as abuse, neglect or exploitation. Staff should understand the children’s experiences such of abuse, neglect, trauma and adverse childhood experiences can impact on children’s mental health, behaviour & education.



· Mental health concerns can, in some cases, indicate that a child has suffered or is at risk of suffering abuse, neglect, or exploitation. These concerns should not be dismissed and must be shared with the DSL or a deputy.



· Children who are questioning their gender may, in some circumstances, present with additional vulnerabilities. Staff should respond in accordance with statuary guidance, safeguarding procedures and the child’s best interests, involving the DSL where appropriate.



· The process for making referrals to the children’s trust and for statutory assessments that may follow a referral, including the role they might be expected to play. Fig 1: Summary of  procedures to follow where there are concerns about a child (Page 16) illustrates the procedure to follow if you have concerns about a child’s welfare.  Wherever possible, speak to the DSL, DDSL(in the absence of a DSL) or service manager first to agree a course of action.  In the absence of a DSL or service manager being available, staff must not delay in directly contacting children’s trust advice & referral team or the police if they believe a child is at immediate risk of significant harm. 



· Our work in partnership with other agencies in the best interests of the children. Requests for service to the children’s trust advice & referral team will (where possible) be made by the DSL, to children’s trust referral and advice team (01274 433999). Where a child already has a child protection social worker, staff will immediately contact the social worker involved or in their absence, the team manager of the child protection social worker.



· What to do if they identify a safeguarding issue or a child tells them they are being abused or neglected, including specific issues such as Female Genital Mutilation (FGM), and how to maintain an appropriate level of confidentiality while liaising with relevant professionals. 



· MNHES procedures for recording any cause for concerns and passing information on to DSLs in accordance with school’s recording systems. 



· The signs of different types of abuse and neglect, as well as specific safeguarding issues, such as child sexual exploitation (CSE), child criminal exploitation (CCE) FGM, radicalisation, child-on-child sexual abuse and serious and violent crime. All staff to be aware safeguarding incidents/ behaviours can occur outside MNHES or be associated with outside factors. CSE and CCE are forms of abuse and both occur where an individual or group takes advantage of an imbalance in power to coerce, manipulate or deceive a child into sexual or criminal activity. 



· Children absent from education or missing/absconding during the school day can also be a sign of a range of safeguarding concerns including sexual abuse, sexual exploitation or child criminal exploitation.



· Children may not feel ready or know how to tell someone that they are being abused, exploited, neglected, and/or they may not recognise their experiences as harmful.



Appendix 1 details different kinds of abuse. 

Appendix 2 provides guidance to staff on how to respond to children who report abuse



5.3 The designated safeguarding lead (DSL) and deputy designated staff.



5.3.1  The DSL takes lead responsibility for child protection and wider safeguarding (including online safety and understanding the filtering and monitoring systems which are in place) and the safeguarding implications of artificial intelligence..  Refer to D f E Guidance Meeting digital and technology standards in schools and colleges - Filtering and monitoring standards for schools and colleges - Guidance - GOV.UK (www.gov.uk)



5.3.2 The DSL has the necessary authority, status and seniority within the services leadership team to direct safeguarding practices and lead on child protection matter



5.3.3 The optimal scenario is to have a trained DSL available on site. Where this is not possible a member of the safeguarding team will be available to be contacted via phone or online video – for example when working from home.



5.3.4 During term time, the DSL will be available during school hours for staff to discuss any safeguarding concerns. Where a trained DSL (or deputy) is not on site, in addition to the above, a senior leader will assume responsibility for co-ordinating safeguarding at MNHES.



5.3.5 When the DSL is absent, other safeguarding team members will act as cover.





5.3.6 The DSL will be given the time, training, resources and support to:



· Provide advice and support to other staff on child welfare and child protection matters

· Take part in strategy discussions and inter-agency meetings and/or support other staff to do so

· Contribute to the assessment of children by providing as much information as possible as part of the referral process to help social care assessments consider contexts outside the home and enable a contextual approach to harm.

· Refer suspected cases, as appropriate, to the relevant body (children’s trust referral & advice team, Channel programme, Disclosure and Barring Service, Teaching Regulation Agency and/or police), and support staff who make such referrals directly. Provide support for staff to comply with their mandatory reporting duties in cases where FGM has been identified.

· The DSL will ensure that all staff involved in direct case work of vulnerable children, where there are child protection concerns/issues, have access to regular safeguarding supervision. 

· The DSL will also keep the service manager informed of any issues and liaise with relevant professionals for child protection concerns as appropriate.

· The DSL is responsible for responding to domestic abuse notifications from the local authority and providing support to children and their families as appropriate

· MNHES will ensure representation at appropriate inter-agency meetings such as Initial and Review Child Protection Conferences, and Planning and Core Group meetings, as well as Family Support Meetings.

· Provide reports as required for meetings. Reports will, wherever possible, be shared with parents/carers at least 24 hours prior to the meeting.     

· Where a student is subject to an inter-agency child protection plan or any multi-agency risk management plan, the DSL will contribute to the preparation, implementation, and review of the plan as appropriate.

· The DSL and safeguarding team should liaise with safeguarding partners and work with other agencies in line with Working Together to Safeguard Children (2026). When to call the police (NPCC 2020) should help designated safeguarding leads understand when they should consider calling the police and what to expect when they do.

· Promote the educational outcomes of children with a social worker and other vulnerable students. Children who need help and protection must also have their learning needs prioritised in planning to ensure education is a protective factor and not only by way of regular attendance in education.

· Ensure Staff receive appropriate safeguarding updates whenever statuary guidance changes or emerging safeguarding risks are identified.

· Ensure Safeguarding arrangements consider emerging technologies including artificial intelligence and review local procedures accordingly.



The full responsibilities of the DSL are set out in Annex C of KCSIE – Role of the designated safeguarding lead. All designated safeguarding leads and deputy safeguarding leads must read and comply with this.

[bookmark: _Toc459981162]



5.4 The service manager



5.5.1 The service manager is responsible for the implementation of this policy, including:



· Ensuring that staff, (including temporary and supply staff), and volunteers are informed of this policy as part of their induction

· Communicating this policy to parents when their child starts to attend MNHES and via their home school

· Ensuring that the roles and responsibilities of the DSL/DDSL as referenced in Annex C of KCSIE (2026), are reflected in their job description.

· Ensuring that the DSL has appropriate time, training and resources, and that there is always adequate cover if the DSL is absent

· Ensuring safeguarding training remains current, is refreshed in accordance with statuary guidance and that safeguarding updates are provided to all staff at least annually.

· Acting as the ‘case manager’ in the event of an allegation of abuse made against another member of staff (including supply staff) or volunteer, where appropriate.

· Ensuring that all recommendations made by the Local Authority in relation to strengthening the service’s safeguarding arrangements are actioned in a timely fashion.





[bookmark: _Toc459981168][bookmark: Fig1]
Fig 1: Summary procedures to follow where there are concerns about a child 

Cause for concern

Follow MNHES’ process for recording

child protection concern

Speak to designated safeguarding lead (staff)







Discussion

Concerned party discuss with:

Designated Staff /

Service Manager

Consider whether an early help assessment is needed and discuss concerns with parents/carers

Seek advice from other agencies:

Education Safeguarding Team

(01274 437043) /

Children’s Trust referral and advice team

(01274 433999)

Undertake early help assessment or monitor

within service

**Referral

to Children’s Trust

by Service Manager /Designated Staff

Child & family assessment

(BCT) within 10 working days

Designated Staff / Service Manager confirm monitoring procedure and review system

If further concerns identified speak to BCT advice & referral team

Bradford S47 enquiries procedures continue

http://westyorkscb.proceduresonline.com 

No further action

Reasons given to Designated Staff

Decision about continued monitoring agreed

Child leaves the service – information passed on to next Designated Staff





	




6. [bookmark: _Toc494354307][bookmark: _Toc107409323]Confidentiality and Information Sharing



6.1.1 Confidentiality is an issue that needs to be understood by all those working with children, particularly in the context of safeguarding. 



6.1.2 MNHES recognises that the only purpose of confidentiality in this respect is to benefit the child. Staff/volunteers and visitors to MNHES should never promise a child that they will not tell anyone about an allegation/report of abuse and must pass any cause for concerns immediately to a designated safeguarding lead.



6.1.3 Confidentiality is addressed throughout this policy with respect to record-keeping (see section 18), dealing with reports of abuse (see Appendix 2), allegations of abuse against staff (see section 16.2 ), information sharing and working with parents (see section 6.2).



6.1.4 Timely information sharing is essential for effective safeguarding. MNHES will share safeguarding information as appropriate in keeping with the principles outlined in the government guidance document, Information sharing: Advice for practitioners providing safeguarding services to children, young people, parents and carers  (DfE 2018).  This guidance has been produced to support practitioners in the decisions they take to share information, which reduces the risk of harm to children and young people and promotes their well-being.



6.1.5 
Sharing information appropriately is crucial for safeguarding. MNHES will:
- Adhere to the Bradford Partnership's guidelines on information sharing
- Ensure information is accurate, timely, and shared on a need-to-know basis
- Respect confidentiality while prioritizing the safety and well-being of children



6.1.6 Fears about sharing information must not be allowed to stand in the way of the need to promote the welfare, and protect the safety, of children.



6.1.7 All staff must have due regard for the relevant data protection principles which allow them to share (in the context of their role) and withhold personal information, as provided for the in the Data Protection Act 2018 and GDPR.



6.1.8 In order to promote positive educational outcomes for vulnerable children, including children with social workers information that can help to support positive outcomes being achieved will be shared with colleagues in school that are not DSLs or DDSLs as appropriate.



6.1.9 If staff are in any doubt about sharing information, they must speak to the designated staff, or the head teacher/principal.

   

6.2 [bookmark: _Toc459981169][bookmark: _Ref520099740]   Working with parents and other agencies to protect children



6.2.1 Parents/carers will be made aware of our procedures in respect to taking  any reasonable action to safeguard the welfare of its students. In cases where MNHES has reason to be concerned that a child may be suffering significant harm, ill treatment, neglect or other forms of harm, staff will follow the procedures for responding to suspected cases of child abuse or neglect outlined in this policy document and contact CSWS Duty and Advice team to discuss their concerns.



6.2.2 In keeping with KCSIE, we will endeavour wherever possible to obtain at least two emergency contacts for every child in the school in case of emergencies, and in case there are welfare concerns at the home.



6.2.3 In general, we will discuss concerns with parents/carers before approaching other agencies and will seek to inform parents/carers and receive their consent when making a referral to another agency. Appropriate staff will approach parents/carers after consultation with the DSL. The exception to this rule will be in situations where a member of staff has reasonable cause to believe that informing parents/carers of a referral to another agency may increase the risk of significant harm to the child. 



6.2.4 Parents/carers are informed about our Safeguarding & Child Protection policy through school prospectus, website, newsletters etc. A safeguarding & child protection statement is in our reception area.



6.2.5 Where a parent/carer has expressed their intention to remove a child from MNHES with a view to educating at home, we will, inform the student’s home school, working in partnership with the LA and other key professionals invite parents/carers to a meeting where possible Ideally, this would be before a final decision has been made, to ensure the parents/carers have considered what is in the best interests of the child. This is especially important where a child has SEND, is vulnerable, and/or has a social worker.

6.2.6 Family Help arrangements introduced through Working together to Safeguard Children should be considered where a child or family would benefit from co-ordinated multi-agency support below the statuary threshold. Staff should understand local family help pathways and refer concerns through the Designated Safeguarding Lead where appropriate.



6.2 [bookmark: _Toc459981170] Multi-agency work



6.3.1 We will co-operate with the children’s trust in accordance with the requirements of the Children Act 1989 and allow access to child and child protection records for them to conduct section 17 or section 47 assessments.



6.3.2 In the best interests of our students, we will work with all relevant professionals and agencies as required to safeguard children and promote their welfare.



6.3.3 MNHES will work collaboratively with local authorities, police, family help services and other safeguarding partners, ensuring the timely sharing of information to protect children. All staff will understand the role of multi-agency work in safeguarding.

7. [bookmark: _Toc107409324]Opportunities to teach safeguarding – Preventative Curriculum



7.1 Our role in the prevention of abuse



We will identify and provide opportunities for children to develop skills, concepts, attitudes and knowledge to promote their safety and well-being.



7.1.1 We will ensure children receive an age-appropriate curriculum that teaches safeguarding, including online safety, healthy relationships, consent, child-on-child abuse, exploitation, misinformation, artificial intelligence (AI), digital resilience and how to seek help. The curriculum will be adapted where necessary to meet the needs of vulnerable children and children with SEND





7.1.2 Relevant issues will be addressed through other areas of the curriculum. For example, PSHCE, English, History, Drama, Art and assemblies. 

7.2 [bookmark: _Toc459981173]     Other areas of work



7.2.1 All our policies that address issues of power and potential harm, e.g., Anti- Bullying, Equality and Diversity, Positive Handling, Behaviour, On-line Safety and PSHE/RSE will be linked to ensure a service wide approach.



7.2.2 Our Safeguarding and Child Protection policy cannot be separated from the general ethos of the service which is to ensure that children are treated with respect and dignity, feel safe, and are listened to.



7.2.3 The service’s online safety policy is reflective of the requirements set out in KCSIE (2026) in regard to content, contact, conduct and commerce. The online safety policy is aligned to the behaviour policy and reflects our approach to issues of online safety (including the sharing of nudes and semi-nudes) that empowers us to protect and educate everyone in the service in their use of technology and establishes mechanisms to identify, intervene in, and escalate any incident where appropriate. 



7.2.4 Teaching will include helping children understand the risks associated with AI-generated content, deepfakes, online manipulation, image-based abuse and emerging technologies, enabling them to recognise unsafe situations and seek support.





8. [bookmark: _Toc459981174][bookmark: _Toc107409325]Our role in supporting children 



We will offer appropriate support to individual children who have experienced abuse or who have abused others.



8.1 In cases where children have experienced abuse/abused others, the DSL will ensure that appropriate support is offered. An individual support plan will be devised, implemented and reviewed regularly should the student or others affected require additional pastoral support/intervention. This plan will detail areas of support, who will be involved (i.e., learning mentor, key worker) and the child’s wishes and feelings. A copy of the individual support plan will be kept in the student’s child protection record (see Appendix 5).



8.2 For children who have sexually harmed or may have sexually harmed peers, where appropriate a Risk Assessment Management Plan (RAMP) will be completed that includes safety and support planning.



8.3 Support plans should consider the child’s wishes, lived experience, identity, communication needs and any contextual safeguarding risks beyond the family home, including risks arising online.



 

9. [bookmark: _Toc107409326][bookmark: _Toc459981175]Children with special educational needs, disabilities, or health issues  



9.1 We recognise that while all children have a right to be safe, some children may be more vulnerable to abuse e.g., those with a disability, special educational needs, mental health issues or those living with domestic violence or drug/alcohol abusing parents, parents’ mental health issues, learning disabilities, children who are in care or previously looked after, children having adverse childhood experiences etc.   Additional barriers can exist when recognising abuse and neglect in this group, including: 

· Assumptions that indicators of possible abuse such as behaviour, mood and injury relate to the child’s condition without further exploration

· Students being more prone to peer group isolation or bullying (including prejudice-based bullying) than other students

· The potential for students with SEN, disabilities or certain health conditions being disproportionally impacted by behaviours such as bullying, without outwardly showing any signs

· Communication barriers and difficulties in managing or reporting these challenges

· Staff should recognise that children with SEND may experience abuse, exploitation or neglect in different ways, may face additional communication barriers and may require adjusted safeguarding responses to ensure they are protected effectively.











9.2 When MNHES is considering ending the placement, discussions with the child’s home school will be held, to decide next steps, regardless of whether they are a vulnerable student/a child with additional needs and/or a student who has social care involvement is either subject to a S47 Child Protection plan/child in need plan or there are/have previously been child protection concerns, we will undertake an informed (multi-agency where other professionals are involved) risk-assessment prior to making the decision to exclude. The home school would be advised to speak to the named social worker for the child where the exclusion will be to the home to ensure that any risk is assessed and speak to Area Inclusion Partnership for support if required. Home schools should note advice in the DFE Exclusions Guidance September 2017 Section 3. In situations that a looked after child is at risk of exclusion the school will notify the Virtual School. In the event of a one-off serious incident resulting in an immediate decision to permanently exclude, the risk assessment must be completed prior to convening a meeting of the governing board.



9.3 Staff will understand that mental health concerns, emotional wellbeing difficulties or behavioural changes may indicate a safeguarding concern. These concerns must never be viewed in isolation and should always be considered alongside wider safeguarding information



9.4 All staff have a role in preventing impairment of children’s mental health/emotional wellbeing, including promoting positive mental health and identifying where students are struggling with their mental health. We regularly communicate messages to students regarding wellbeing and the promotion of positive mental health strategies through the curriculum, PSHCE and 1-1s.  



9.5 Children who are young carers, children with social workers, previously looked after children, children experiencing family breakdown, children affected by domestic abuse and children questioning their gender may require additional safeguarding consideration. Responses must always be based on the child’s best interests.



9.6 Concerns regarding a child’s mental health or emotional wellbeing should always be reported through the safeguarding procedures where there is reason to believe the child may be suffering, or be at risk of suffering, abuse, neglect or exploitation. Mental health support does not replace safeguarding action. Where staff believe a child is at immediate risk because of their mental health presentation, appropriate emergency services should be contacted immediately alongside informing the Designated Safeguarding Lead.
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10 Children at risk of specific forms of abuse 

 

10.1 MNHES follows national statutory guidance and locally agreed multi-agency procedures where children are at risk of abuse, neglect or exploitation. Staff will remain vigilant to child criminal exploitation, child sexual exploitation, serious violence, county lines, domestic abuse, honour-based abuse, forced marriage, female genital mutilation, online abuse, cybercrime, AI-enabled abuse, radicalisation and all other safeguarding risks identified within Keeping Children Safe in Education 2026.

Staff should recognise that abuse may occur both online and offline and may involve the misuse of artificial intelligence, digitally manipulated images, deepfake technology or other emerging technologies. Concerns should be reported immediately using the safeguarding procedures.





[bookmark: _Toc107409328]11.Remote Learning and Remote Welfare



11.1 If children are being asked to learn online at home, for example because of the coronavirus pandemic, schools and colleges should follow advice from the DfE on safeguarding and remote education (DfE, 2021b). In addition to following the Guidance for Safer Working Practice (Safer Recruitment Consortium, 2022) 

11.2 MNHES staff must ensure students are safeguarded during remote learning by following the appropriate online safety measures, such as monitoring students activities and maintaining regular communication with vulnerable students.



11.3 Where children are remote learning and the DSL has identified a child to be vulnerable, on the edge of social care support, or who would normally receive pastoral-type support, they should ensure that a robust communication plan is in place for that child or young person. The communication plans can include remote contact, phone contact, door-step visits. Other individualised contact methods should be considered and recorded. Details of this plan must be recorded, as should a record of contact made.



11.4 We recognise that attendance at MNHES is a protective factor for children and situations such as periods of national lockdown can affect the mental health of students and their parents/carers. Staff will be aware of these issues and have due regard for them in setting expectations of students’ work where they are at home.

12 [bookmark: _Toc459981177][bookmark: _Toc107409329]Female Genital Mutilation: The Mandatory Reporting Duty



12.1 The Department for Education’s Keeping Children Safe in Education explains that FGM comprises “all procedures involving partial or total removal of the external female genitalia, or other injury to the female genital organs”.



12.2 FGM is illegal in the UK and a form of child abuse with long-lasting, harmful consequences. It is also known as ‘female genital cutting’, ‘circumcision’ or ‘initiation’.



12.3 Any teacher who discovers that an act of FGM appears to have been carried out on a student under 18 must immediately (in consultation with the DSL) report this to the police, personally. This is a statutory duty, and teachers will face disciplinary sanctions for failing to meet it.



12.4 The duty above does not apply in cases where a student is at risk of FGM or FGM is suspected but is not known to have been carried out. Staff must not examine students.



12.5 Any other member of staff who discovers that an act of FGM appears to have been carried out on a student under 18 must speak to the DSL and follow our local safeguarding procedures.



12.6 Any member of staff who suspects a student is at risk of FGM must speak to the DSL and follow our local safeguarding children’s partnership procedures.
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13.1 Radicalisation refers to the process by which a person comes to support terrorism and forms of extremism leading to terrorism.  Terrorism is an action that endangers or causes serious violence to a person/people; causes serious damage to property; or seriously interferes or disrupts an electronic system. The use or threat must be designed to influence the government or to intimidate the public and is made for the purpose of advancing a political, religious or ideological cause.

13.2 Children may be vulnerable to radicalisation through online platforms, social media, gaming environments, artificial intelligence tools, extremist networks or personal relationships. Staff must remain vigilant to changes in behaviour or presentation which could indicate radicalisation or extremist influence.





13.3 If staff are concerned about a change in the behaviour of an individual or see something that concerns them (this could be a colleague too) they must seek advice appropriately with the DSL who must contact the Education Safeguarding Team or the  Prevent Team  01274 437043 for further advice (see appendix 9). MNHES ensures all staff are trained to recognize signs of radicalisation with clear referral pathways. 



13.4 The home school and MNHES are expected to assess the risk of children being drawn into terrorism, including support for extremist ideas that are part of terrorist ideology. This means being able to demonstrate both a general understanding of the risks affecting children and young people in the area and a specific understanding of how to identify individual children who may be at risk of radicalisation and what to do to support them. The Education Safeguarding Team and the Prevent team can advise and identify local referral pathways.



13.5 Effective early help relies on all staff to be vigilant and aware of the nature of the risk for children and young people, and what support may be available. MNHES will ensure that as far as possible all front-line staff will undertake Prevent awareness training.
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14.1 Channel is a voluntary, confidential support programme which focuses on providing support at an early stage to people who are identified as being vulnerable to being drawn into terrorism. Prevent referrals may be passed to a multi-agency Channel panel, which will discuss the individual referred to determine whether they are  vulnerable to being drawn into terrorism and consider the appropriate support  required. A representative from the service may be asked to attend the Channel panel to help with this assessment. An individual’s engagement with the programme is entirely voluntary at all stages.

15 [bookmark: _Toc107409332] Child on child abuse



15.1 We recognise that children are capable of abusing their peers and that child on child abuse can manifest in many different ways, including bullying, cyber bullying, criminal and sexual exploitation, sexual harassment and violence, initiation/hazing, sharing of nudes and semi-nudes, up skirting (taking a picture under a person’s clothing without them knowing, with the intention of viewing their genitals or buttocks to obtain sexual gratification, or cause the victim humiliation, distress or alarm)  and abuse within intimate partner relationships. It is very clear that this type of abuse should always be treated seriously, and never just as banter, part of growing up or boys being boys. MNHES has a zero tolerance approach to such attitudes and behaviours. 



We will take steps to minimise the risk of child-on-child abuse by ensuring students can learn about this through the PSHE/RSE curriculum.  The PSHE curriculum will support students to recognise behaviour that is not appropriate and understand how to stay safe and challenge and report unwanted behaviours.  We will also regularly review Owlet Road site and MNHES activities to further minimise the risk of child on child abuse occurring.  





We recognise that abuse can often go unreported or be reported latterly. We will encourage and support students to report child-on -child abuse to trusted adults at MNHES or the NSPCC helpline.



Most cases of students hurting other students will be dealt with under our behaviour and relationships policy, but this child protection and safeguarding policy will apply to any allegations that raise safeguarding concerns.  



All concerns around child-on-child abuse will be taken seriously, reported, investigated, recorded and managed in line with the child protection procedures outlined in this policy.  The DSL is responsible for providing support to all children involved in incidents of peer on peer sexual abuse. Where incidents of child-on-child abuse involve children attending another school setting we will liaise with the relevant DSL at the setting to ensure appropriate information is shared.



15.2 We recognise that sexual violence and/or sexual harassment can happen anywhere including educational settings. Where concerns of sexual violence or sexual harassment are witnessed, disclosed or reported to the school (including those that have happened outside of school or online) the concern will be taking seriously. We recognise that sexual violence and harassment exist on a continuum and may overlap; they can occur online and face to face (both physical and verbal) and are never acceptable. In responding to such concerns DSL must (where appropriate) always complete a risk assessment and contact the Duty and Advice team if appropriate and follow the principles set out in Part 5 of KCSIE 



15.3 Children who may have/have sexually harmed others will be considered separately from the needs of those who have/may have been subject to sexual harm. Children who have/may have sexually harmed others will be responded to in a way that meets their needs as well as protecting others within the service community through a multi-agency risk assessment management plan (RAMP). Where appropriate there must be a coordinated multi-agency approach to risk assessment which will include involvement of parent/carers, social care, health, police and youth justice (where appropriate). 





15.4 We will ensure that all children who may have/has been sexually harmed will be taken seriously and that they will be supported and kept safe. Where appropriate support plans will be put in place for children subjected to sexual harm.



15.5 In cases where allegations of sexual violence and/or harassment are found to be unsubstantiated, unfounded, false or malicious, the DSL will consider whether the child or person who has made the allegation is in need of support or may have been abused by someone else. In cases where the report is found to be deliberately invented or malicious the school will consider whether it is appropriate to take any disciplinary action in keeping with the school’s behaviour management policy.



15.6 Where child exploitation (ie, criminal, sexual, trafficking, modern day slavery etc), or the risk of it, is suspected, frontline practitioners must notify the designated member of staff for child protection, in line with the child protection policy reporting systems. 



15.7 The DSL must complete the child exploitation response checklist for partners (see Appendix ) and refer to the table at the end of the tool to help decide how to proceed. A copy of the completed tool must be kept in the child’s child protection records for future reference. The DSL can also refer a student to the Multi-agency Child Exploitation meeting (see Appendix ) if it is felt that the criteria for referral is met and a discussion is warranted, information should be emailed to . Information provided should include name; date of birth; what the risks are; what has been put in place to lessen the risk; and the plan that the child is subject to. Referrals will be triaged and if selected, the social worker, team manager or other relevant practitioner involved will be invited to attend the meeting for a short discussion.



15.8 If the child /young person already has an allocated social worker, the DSL must contact them (or their team manager) to discuss any concerns about child exploitation.  Where children may currently be looked after or previously looked after the DSL should also notify the Designated Teacher for children looked after.



15.9 A copy of the child exploitation risk identification tool for partners (see Appendix ) can be obtained from the BSCB Website.  



15.10 We will ensure MNHES, works in partnership with parents / carers and other agencies as appropriate. This includes facilitating return to home interviews as requested.
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Staff responsibilities when responding to an incident



16.1 If any adult in school is made aware of an incident involving the consensual or non-consensual sharing of nude or semi-nude images/videos (also known as ‘sexting’ or ‘youth produced sexual imagery’), they must report it to the DSL immediately. 

16.2 Staff should also recognise concerns involving AI-generated or digitally manipulated sexual images where these form part of bullying, coercion, harassment, exploitation or abuse.

16.3 Where AI-generated or manipulated images are used to humiliate, threaten or exploit a child, the incident should be treated as a safeguarding concern and managed using the same safeguarding principles as other image-based abuse.

16.4 

16.5 



They must not: 



· View, copy, print, share, store or save the imagery yourself, or ask a student to share or download it (if you have already viewed the imagery by accident, you must report this to the DSL)

· Delete the imagery or ask the student to delete it

· Ask the student(s) who are involved in the incident to disclose information regarding the imagery (this is the DSL’s responsibility) 

· Share information about the incident with other members of staff, the student(s) it involves or their, or other, parents and/or carers

· Say or do anything to blame or shame any young people involved



DSL Responsibilities 



16.6 Following a report of an incident, the DSL will hold an initial review meeting with appropriate school staff – this may include the staff member who reported the incident and the safeguarding or leadership team that deals with safeguarding concerns. This meeting will consider the initial evidence and aim to determine: 



· Whether there is an immediate risk to student(s) 

· If a referral needs to be made to the police and/or children’s social care 

· If it is necessary to view the image(s) in order to safeguard the young person (in most cases, images or videos should not be viewed)

· What further information is required to decide on the best response

· Whether the image(s) has been shared widely and via what services and/or platforms, (this may be unknown)

· Whether immediate action should be taken to delete or remove images, or videos, from devices or online services

· Any relevant facts about the students involved which would influence risk assessment

· If there is a need to contact another school, college, setting or individual

· Whether to contact parents or carers of the students involved (in most cases parents/carers should be involved)

The DSL will make an immediate referral to police and/or children’s social care if: 



· The incident involves an adult 

· There is reason to believe that a young person has been coerced, blackmailed, or groomed, or if there are concerns about their capacity to consent (for example, owing to special educational needs)

· What the DSL knows about the images or videos suggests the content depicts sexual acts which are unusual for the young person’s developmental stage, or are violent

· The imagery involves sexual acts and any student in the images or videos is under 13

· The DSL has reason to believe a student is at immediate risk of harm owing to the sharing of nudes and semi-nudes (for example, the young person is presenting as suicidal or self-harming)

16.7 If none of the above apply then the DSL, in consultation with the service manager and other members of staff as appropriate, may decide to respond to the incident without involving the police or children’s social care. The decision will be made and recorded in line with the procedures set out in this policy.  
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17.1 A child who is absent as well as missing from education is a potential indicator of abuse or neglect. Where a child is reported to be missing education we will comply with our statutory duty to inform the local authority of any student who falls within the reporting notification requirements outlined in Children Missing Education – Statutory guidance for local authorities (DfE September 2016) and  follow the Bradford Children’s Services procedure   and contact: cme@bradford.gov.uk.  Tel: 01274 438877.

17.2 Staff should recognise that repeated absence, persistent absence, unexplained absence and children missing education may all indicate safeguarding concerns, including abuse, neglect, exploitation or family difficulties.



17.3 Children who are absent, abscond or go missing during the day are vulnerable and at potential risk of abuse, neglect, CSE or CCE including involvement in county lines. Staff members must follow the MNHES’ procedures for dealing with children who are absent/ go missing, particularly on repeat occasions, to help identify the risk of abuse and neglect including sexual abuse or exploitation and to help prevent the risks of their going missing in future (see Appendix ).
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The service manager & SLT will ensure that the following appropriate policies, and procedures are in place and shared with staff at the point of induction, in order for appropriate action to be taken in a timely manner to safeguard and promote children’s welfare:



· Whistle Blowing/Confidential reporting policies (guidance to staff and volunteers on how they can raise concerns and receive appropriate feedback on action taken when staff have concerns about any adult’s behaviour)

· MNHES’ procedures for managing children who are missing from education

· Guidance on Safer Working Practices

· Safeguarding and Child Protection policy (including online safety).

· Behaviour  & relationships policy

· The names, roles and responsibilities of the designated safeguarding lead and any deputies.
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19.1 MNHES pays full regard and commitment to following the safer recruitment, selection and pre-employment vetting procedures as outlined in part three of KCSIE 



19.2 MNHES will maintain a single central record which demonstrates the relevant vetting checks required including: a barred list check, DBS check at the correct level, identity, qualifications, prohibition order and right to work in the UK. (see Part 3 of KCSIE). 

 

19.3 All recruitment materials will include reference to the school’s commitment to safeguarding and promoting the wellbeing of students. (see Appendix ?)



19.4 MNHES will ensure that all recruitment panels include at least one person that has undertaken the safer recruitment consortium, safer recruitment training through Bradford Council.



19.5 For individuals who have lived or worked outside the UK, in addition to the same checks as all other staff, MNHES will complete any additional checks required to satisfy themselves that the individual is suitable to work with children. This may include obtaining a letter from the professional regulatory authority in the country (countries) in which the candidate has worked confirming that they have not imposed any sanctions or restrictions, and /or that they are aware of any reason why they are unsuitable to teach where possible.



19.6 MNHES will ensure that written risk assessments are undertaken in situations where information provided on DBS certificates necessitates so.  Written risk assessments must be undertaken for all volunteers not engaging in regulated activity. Advice and support for carrying out risk assessments can be accessed through the school’s HR contact and the Education Safeguarding Team.



19.7 

In line with the Bradford Partnership's guidelines, MNHES will ensure that all recruitment processes include:
- Rigorous pre-employment checks
- Mandatory safeguarding training for all staff involved in recruitment
- Regular updates to our safer recruitment policy and practices to reflect the latest guidance and legislation



19.8 MNHES will inform shortlisted candidates that online searches may be done as part of due diligence checks.



19.9 Copies of documents used to verify the successful candidate’s identity, right to work and required qualifications should be kept in their personnel file.



19.10 Staff responsible for recruitment should remain aware of updates relating to regulated activity, DBS requirements and safer recruitment expectations.
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20.1 These procedures must be followed in any case in which it is alleged that a member of staff (including supply staff), visiting professional or volunteer has met the harm test, this includes where an adult has:



a) behaved in a way that has harmed a child or may have harmed a child

b) possibly committed a criminal offence against or related to a child

c) behaved towards a child or children in a way that indicates s/he may pose a risk of harm to children 

d) behaved or may have behaved in a way that indicates they may not be suitable to work with children. (This includes any behaviour that may have happened away from MNHES that might make the individual unsuitable to work with children. This is known as transferable risk.)



20.2 All adults working at MNHES have duty to disclose to the service manager where their relationships and associations both within and outside of the workplace (including online) may have implications for safeguarding children whilst at work.



20.3 Examples of behaviours that would warrant an allegation or safeguarding concern by a member of staff could include:



· Physical, for example intentional use of force as a punishment, slapping, use of objects to hit with, throwing objects or rough physical handling.



· Emotional, for example intimidation, belittling, scapegoating, sarcasm, lack of respect for children’s rights, and attitudes which discriminate on the grounds of race, gender, sex, disability or sexuality.



· Sexual, for example sexualised behaviour towards students, grooming, sexual harassment, sexual assault and rape, sending inappropriate messages through social media and other technologies.



· Neglect which may include failing to act to protect a child or children, failing to seek medical attention or failure to carry out appropriate/proper risk assessment etc.





20.3.1 A safeguarding complaint that meets the above criteria must be reported to the service manager (“case manager”) immediately. If the complaint involves the service manager, then the next most senior member of staff must be informed and the strategic manager. At MNHES, the named case manager is Hannah Whittaker. They will follow the processes outlined in this section. 



20.3.2 Where the service manager determines that a safeguarding allegation does not meet the harm threshold in line with the criteria above they will refer the matter to be managed in line with paragraphs 20.8 - 20.9 (inc.) by a designated manager with appropriate safeguarding training. It is important for managers to carefully consider who is best placed to manage concerns that do not meet the harm threshold and ensure appropriate action is taken given the sensitive and confidential nature of the information relating to staff over time. In many cases managers may decide to retain this role in the event that they have appropriate safeguarding training.



20.4 All staff must fully understand that any adult behaviours that deviate from the Guidance for Safer Working Practice, including inappropriate conduct outside of work are a concern, even if they are low-level. Low-level concerns are concerns that do not meet the harm test/allegations threshold. Examples of such behaviour include:



· Being over familiar with children

· Having favourites

· Taking photographs of children on their mobile phone

· Engaging with a child on a one-to-one basis in a secluded area or behind a closed door; or

· Humiliating students



20.6 The case manager should ensure that the child is not at risk and where appropriate ensure that the child is referred to the local authority Duty and Advice team as referenced in Part 1 of KCSIE.



20.7 The case manager should gather as much information about the alleged incident as necessary in order to establish whether there is substance to the allegation. In situations where the case manager determines that the harm test has not been met the case manager must ensure that there is a clear record of the incident, include any actions (including whether any HR advice had been sought and actioned) taken to address the concern raised. This record must be kept confidential, stored securely and comply with the Data Protection Act 2018 and the UK GDPR (2018).  Records of low level concerns will be reviewed so that any patterns of recurring low level concerns can be identified and responded to appropriately, this may include a referral to the LADO where repeated behaviours indicate an individual may not be suitable to work with children.



20.8 All low-level concern records will be kept for a minimum of 5 years, or until the individual leaves the organisation, whichever is longer, in line with safeguarding best practices and data protection regulations. These records will be kept securely and reviewed by the Service Manager and Designated Safeguarding Lead (DSL) to ensure appropriate oversight and follow up where necessary (please add period of time. NB: it is up to the school to determine how long they retain such information, but it is recommended that it is retained at least until the individual leaves their employment).



20.9 In situations where the case manager has sufficient information to suggest that the harm test/allegations threshold has been met, the case manager must use the local authority designated officer (LADO) notification form (see Appendix ) in order to assess the level of concern, prior to contacting the LADO. As part of this initial consideration, the case manager should consult with their school’s HR Advisor/provider/contact or in the case of a supply member of staff the supply agency safeguarding lead/senior manager. The completed LADO notification form must be sent to lado@bradford.gov.uk  within one working day of the allegation being made. This will assist the case manager and HR/supply agency senior manager in consultation with the LADO to decide on the most appropriate course of action. This includes when to inform the member of staff of the concerns raised. Parents or carers of the child or children involved should be told about the allegation as soon as possible if they do not already know of it.



20.10 The case manager must not carry out an investigation or directly interview any child/ witness/ or the individual whom the concern relates too, until the above process has been duly completed and relevant partners have been consulted. However, statements of any alleged incidents of harm should be obtained as appropriate at the earliest opportunity in order to establish facts from relevant individuals.

 

 

20.11 A multi-agency allegations management meeting may be arranged to look at the complaint in its widest context. The case manager must attend this meeting, which will be arranged by the LADO.  All issues must be recorded, and the outcome reached must be noted to ensure closure.



20.12 In many cases it may be appropriate to provide further training and support to staff/volunteers and ensure that they are clear about the expectations for their conduct.



20.13 In more serious cases, allegations may be investigated under the formal disciplinary procedures and, where allegations are upheld, formal warnings issued as well as specific training and support. In cases where children/young people may be at further risk and/or evidence/witnesses may be compromised and/or the allegations and so serious that they may, if upheld, constitute gross misconduct, suspension of the member of staff/volunteer may be appropriate and should be considered in line with the Disciplinary Policy. 



20.14 Any staff/volunteers who are dismissed for gross misconduct or cumulative misconduct relating to safeguarding of children/young people will be referred to the DBS for consideration of barring. Similarly, where there is a reasonable belief that the member of staff/volunteer would have been dismissed, had they been employed at the time of the conclusion of investigations, they will be referred to the DBS. MNHES will keep written records of all of the above.





· LADO Contacts: lado@bradford.gov.uk 01274 435600



· Advice can also be sought from Education Safeguarding Team 01274 437043





20.15 Where a staff member feels unable to raise an issue with their employer or feels that their genuine concerns are not being addressed, staff can contact any of the professionals named in the above paragraph, in addition to other whistleblowing channels which may be open to them. 



20.16 Bradford Council’s whistleblowing policy states that concerns can be raised by the following methods:



· Service Manager – Hannah Whittaker – 01274 582995

· Strategic Manager – Alice Ngondi – Bradford Council – 01274 ?

· Strategic Director, Children's Services – Bradford Council, Richard Crane: 01274 431266

· Director of Legal and Governance/filterin Officer – Bradford Council, Asif Ibrahim:01274 432496

· Corporate Fraud Unit – Bradford Council: 01274 437256
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22 Training and Support



All staff members will be made aware of systems within MNHES that support safeguarding, and these will be explained to them as part of our staff induction. This includes: the safeguarding/child protection policy; the safer working practice document and the whistleblowing procedures, as well as their responsibilities to read and understand KCSiE Part 1 ,this must be done as part of their induction and reviewed annually. 



22.1 We recognise the stressful and traumatic nature of child protection work. Support is available for any member of staff from the SLT. Access to regular and timely supervision is an essential form of support for all designated safeguarding staff. The Education Safeguarding team are also available for advice and support (Tel: 01274 437043).



22.2 Designated Safeguarding staff must have attended the 2-day Children’s Services Education child protection training course. They will attend refresher training at least every two years. The DSL will undertake Prevent Awareness Training (e.g., Workshop to Raise Awareness of Prevent [WRAP]) to enable them to provide advice and support to other members of staff on protecting children from the risk of radicalisation.



22.3 MNHES is committed to safeguarding children from online risks. This includes:
- Educating students about online safety
- Implementing robust e-safety policies and procedures
- Ensuring staff are trained to identify and respond to online risks
- Working with parents to promote safe online practices at home



22.4 MNHES will ensure all staff including temporary and volunteers receive induction and updated INSET appropriate to their roles and responsibilities, especially staff new to the service. All staff will access basic child protection training including online safety as part of the induction arrangements and refresher training at least every three years.  All staff should have regular safeguarding, child protection training and online safety updates (for example, via email, e-bulletins, staff meetings), as required, but at least annually, to provide them with relevant skills and knowledge to safeguard children effectively. Training will include briefings on how to manage a report of child-on-child sexual violence or harassment and on the government’s anti-radicalisation strategy, PREVENT, to enable staff to identify children at risk of being drawn into terrorism and to challenge extremist ideas. Access to training can be via the Education Safeguarding Team and the BDSCP.





22.5 The service manager will attend appropriate 1 day safeguarding training at least every three years.



22.6 Any training accessed through third party/independent providers must reflect the BSCB protocols and the BSCB minimum standards checklist. This training will be recorded on a separate database.



22.7 The service manager and SLT will complete the National Safer Recruitment Training and refresh this training every five years.



22.8 All Staff will receive annual safeguarding training that includes updates on child-on-child abuse, online safety, mental health awareness and Prevent Duty. Additional refresher training will be provided when necessary.



22.9 



  Annual safeguarding updates should include:

• Artificial intelligence (AI) and emerging online risks.

• Deepfake imagery.

• Technology-facilitated abuse.

• Updated local safeguarding procedures.

• Child-on-child abuse.

• Changes to national statutory guidance.

• Learning from safeguarding reviews where relevant.
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23.1 The responsibility to maintain, process, share, transfer and store child protection    and safeguarding records in accordance with the Data Protection Act 2018 and the GDPR principles is the responsibility of the DSL and any safeguarding deputies. Child protection information will be held securely, with access being restricted to the DSL and their deputies, service manager and in cases of Early Help, the nominated lead professional, if this is not a designated safeguarding lead. For further information please see Early Help.  The following information must be kept securely with restricted access, whether paper or electronic:



· Chronology (summary of significant events and the actions and involvement of the school/college) 

· A clear and comprehensive summary of the concern

· Details of how the concern was followed up and resolved

· A note of any action taken, decisions reached and the outcome.

· All completed child protection cause for concern records 

· Any child protection information received from the child’s previous educational establishment

· Records of discussions, telephone calls and meetings with colleagues and other agencies or services

· Professional consultations

· Letters and emails sent and received relating to child protection matters

· Referral forms sent to the Children’s Trust, other external agencies or education-based services

· Minutes or notes of meetings, e.g., child protection conferences, core group meetings, etc., copied to the file of each child in the family, as appropriate 	

· Formal plans for, or linked to, the child e.g., child protection plans, Early Help (previously known as CAF’s), risk assessments etc

· A copy of any support plan for the student concerned 



23.2 Where a student leaves their existing provision, we will ensure that the child protection file is shared with the home school and the home school transfer securely and separately from the main student file to the receiving educational establishment (where this is known) as soon as possible and within 5 school days.  This is a legal requirement set out under regulation 9 (3) of ‘The Education (Student Information – England) Regulations 2005.   A copy of the chronology must be retained for audit purposes.



23.3 Where there is an existing risk management plan/assessment in place for behaviours that are deemed potentially harmful to the student or others (i.e., self-harming or harmful sexualised behaviour), this information must be shared with the destination provision prior to the student starting so that appropriate care and control measures can be put in place to mitigate the potential of any risk of further harm occurring. The DSL will also consider if it would be appropriate to share any information with the new school or college in advance of a child leaving, for example prior to a transfer programme.



23.4 Where a child leaves a school before statutory school leaving age, the child protection file must be transferred to the new school or college. There is no need to keep written or electronic copies of the child protection records, therefore these will be deleted from electronic systems once the successful transfer has been confirmed. The exception to this rule will be in any of the following instances:



· Where a vulnerable young person is moving to a Further Education establishment, consideration will be given to the student’s wishes and feelings about their child protection information being passed on, in order that the FE establishment can provide appropriate support. In cases where it is deemed appropriate, relevant child protection information must be shared via the FE Safeguarding Information Sharing Form only.  The original records will be retained and archived by the school/college. Due consideration must be given to the sharing of any additional information requested by the receiving establishment.  

· Where the destination school is not known (the original records will be retained by the school/college)

· Where the child has not attended the nominated school (the original records will be retained by the school/college)

· There is any on-going legal action (the original file will be retained by the school and a copy sent)

· Where a child moves to a different school outside of the Bradford authority a copy of the child protection record will be retained for reference.



23.5 Student records will be transferred in a secure manner, for example, through secure electronic file transfer or by hand. When hand-delivering student records, a list of the names of those students whose records are being transferred and the name of the school/college they are being transferred to must be made and a signature obtained from the receiving school/college as proof of receipt. When sending records through secure electronic file transfer, a delivery and read receipt of the must be retained for audit purposes.



23.6 If a student moves from our service, child protection records will be forwarded onto the named DSL at the new provision, with due regard to their confidential nature. Good practice suggests that this will always be done with a face to face handover between designated staff or a verbal conversation is had over the telephone if a face to face handover is not possible. A signed receipt of file transfer or electronic delivery and read receipt must be obtained for audit purposes by the delivering provision. 



23.7 If sending by post, children records will be sent “Special Delivery”. A note of the special delivery number will also be made to enable the records to be tracked and traced via Royal Mail. 



23.8 For audit purposes a note of all student records transferred or received will be kept in either paper or electronic format.  This will include the child’s name, date of birth, where and to whom the records have been sent, and the date sent and/or received. A copy of the child protection chronology will also be retained for audit purposes and kept securely. 



23.9 If a student is permanently excluded and moves to an alternative or specialist provision, child protection records will be forwarded onto the relevant organisation in accordance with the ‘The Education (Student Information – England) Regulations 2005, following the above procedure for delivery of the records.



23.10 [bookmark: _Hlk78279886]If a parent chooses to electively home educate (EHE) their child, please contact the EHE team on ElectiveHEducation@bradford.gov.uk or 01274 439340 for information on where the child protection record must be sent.   



23.11 When a DSL member of staff resigns their post or no longer has child protection responsibility, there will be a full face to face handover/exchange of information with the new post holder.



23.12 In exceptional circumstances when a face to face handover is unfeasible, it is the responsibility of the head teacher to ensure that the new post holder is fully conversant with all procedures and case files.



23.13 All DSLs receiving current (live) files or closed files must keep all contents enclosed and not remove any material.



23.14 All receipts confirming file transfer must be kept in accordance with the recommended retention periods.  For further information refer to the archiving section.



24 Safeguarding records should accurately reflect decision-making, actions taken, rationale for decisions, outcomes and multi-agency involvement. Records should be sufficiently detailed to demonstrate safeguarding practice and professional judgement.









25 [bookmark: _Toc107409340][bookmark: _Toc459981163]Children’s and parents’ access to child protection files 



25.1 Under Data Protection legislation (General Data Protection Regulation & Data Protection Act 2018) a student or their nominated representative have a number of legal rights in respect of information relating to them. These rights include the right to access and the right to rectification of inaccurate data. Therefore, all information will be accurately recorded, objective in nature and expressed in a professional manner. 



25.2 Any child who has a child protection file has a right to request access to it.  However, neither the child nor the parent has an automatic right to see all the information held in child protection records. Information can be withheld if disclosure:



· could cause serious harm or is likely to cause serious harm to the physical or mental health or condition of the child or another person; or

· could reveal that the child or another person has been a subject of or may be at risk of child abuse, and the disclosure is not in the best interests of the child; or

· is likely to prejudice an on-going criminal investigation; or

· information about the child also relates to another person who could be identified from it, or the information has been given by another person who could be identified as the source, unless the person has consented to the disclosure or the person providing the information is an employee of the establishment or the Local Authority.  



25.3 It is best practice to make reports available to the child or their parents unless the exceptions described above apply.  If an application is made to see the whole record, advice can be sought from the Educating Safeguarding Team. 



25.4 The establishment’s report to the child protection conference will (wherever possible) be shared with the child, if old enough, and parent at least two days before the conference.



26 [bookmark: _Toc107409341]Archiving



26.1 [bookmark: _Toc459981164]The school that the student attended until statutory school leaving age (or the school where the student completed sixth form studies) is responsible for retaining any child protection records they may hold.  The recommended retention periods is 35 years from closure when there has been a referral to CSWS.  If no referral has been made to CSWS, the child protection record will be retained until the child’s 25th birthday, after which point the file will be deleted  from our electronic system.  The decision of how and where to store child protection files will be made by the school via the governing board. Due to sensitivity of the information, the records will continue to be held in a secure area with limited access e.g., designated officer or head teacher. The DSL is responsible for ensuring that all CP files are archived in accordance with the timescales referenced above. The DSL is responsible for ensuring that the appropriate timeframes for archiving and destroying child protection records referenced above are set on electronic systems accordingly for each student.



27 [bookmark: _Toc459981165][bookmark: _Toc107409342]Safe Destruction of the student record 



27.1 [bookmark: _Toc459981187]Where records have been identified for destruction, they will be disposed of securely at the end of the academic year (or as soon as practical before that time).  Records which have been identified for destruction will be confidentially destroyed.  This is because they will either contain personal or sensitive information, which is subject to the requirements of Data Protection legislation, or they will contain information which is confidential to school or the Local Education Authority.  Information will be shredded (or deleted as appropriate) prior to disposal or confidential disposal can be arranged through private contractors.  For audit purposes the school will maintain a list of records which have been destroyed and who authorised their destruction.  This can be kept securely in either paper or an electronic format.



28 [bookmark: _Toc107409343]Safeguarding responsibilities for students in transition 



28.1 In the event that a student transitions full-time from a primary setting into a high school setting before the end of their academic school year 6, the high school must place a student on their admissions register on the first day that the student attends and submit a new starter form to the local authority admissions team. Once the student is registered at the new school, the previous school can remove the student from their register. All safeguarding responsibilities, including attendance management, for the student will transfer to the head teacher and/or the senior designated safeguarding lead of the secondary setting. All child protection files, and risk assessments will be transferred in keeping with the guidance outlined In section 18 of this policy – Child Protection Records



28.2 Where a vulnerable student transitions from a high school setting to a post-16 provision the school must complete the FE Safeguarding Information Sharing Form only (Appendix ?). All existing child protection records must be archived in keeping with the guidance outlined in section 18.3 of this policy –Archiving. 

[bookmark: Appendix1][bookmark: _Toc107409344]



Appendix 1:	Definitions and indicators of abuse



Reference: Working Together to Safeguard Children (DfE 2026). See also KCSiE 2026 Part 1.



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 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 care-givers)

· Ensure access to appropriate medical care or treatment



It may also include neglect of, or unresponsiveness to, a child's basic emotional needs.



Examples which may indicate neglect (it is not designed to be used as a checklist):

· Hunger

· Tiredness or listlessness

· Child dirty or unkempt

· Poorly or inappropriately clad for the weather

· Poor school attendance or often late for school

· Poor concentration

· Affection or attention seeking behaviour

· Untreated illnesses/injuries

· Pallid complexion

· Stealing or scavenging compulsively

· Failure to achieve developmental milestones, for example growth, weight

· Failure to develop intellectually or socially

· Neurotic behaviour



Physical abuse: Physical abuse 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.



Examples which may indicate physical abuse (not to be used as a checklist):

· Patterns of bruising; inconsistent account of how bruising or injuries occurred

· Finger, hand or nail marks, black eyes

· Bite marks

· Round burn marks, burns and scalds

· Lacerations, wealds

· Fractures

· Bald patches

· Symptoms of drug or alcohol intoxication or poisoning

· Unaccountable covering of limbs, even in hot weather

· Fear of going home or parents being contacted

· Fear of medical help

· Fear of changing for PE

· Inexplicable fear of adults or over-compliance

· Violence or aggression towards others including bullying

· Isolation from peers



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. Sexual abuse can take place online, and technology can be used to facilitate offline abuse. Sexual abuse is not solely perpetrated by adult males. Women can also commit acts of sexual abuse, as can other children.



Examples which may indicate sexual abuse (it is not designed to be used as a checklist):

· Sexually explicit play or behaviour or age-inappropriate knowledge

· Anal or vaginal discharge, soreness or scratching

· Reluctance to go home

· Inability to concentrate, tiredness

· Refusal to communicate.

· Thrush, Persistent complaints of stomach disorders or pains

· Eating disorders, for example anorexia nervosa and bulimia

· Attention seeking behaviour, self-mutilation, substance abuse

· Aggressive behaviour including sexual harassment or molestation

· Unusually compliant

· Regressive behaviour, Enuresis, soiling

· Frequent or open masturbation, touching others inappropriately

· Depression, withdrawal, isolation from peer group

· Reluctance to undress for PE or swimming

· Bruises, scratches in genital area



Emotional abuse: Emotional abuse is the persistent emotional maltreatment of a child such as 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 insofar 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 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 in participating in normal social interaction. It may also 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 



Examples which may indicate emotional abuse (it is not designed to be used as a checklist): 

· Over-reaction to mistakes, continual self-deprecation

· Delayed physical, mental, emotional development

· Sudden speech or sensory disorders

· Inappropriate emotional responses, fantasies

· Neurotic behaviour: rocking, banging head, regression, tics and twitches

· Self-harming, drug or solvent abuse

· Fear of parents being contacted 

· Running away / Going missing

· Compulsive stealing

· Masturbation, Appetite disorders - anorexia nervosa, bulimia

· Soiling, smearing faeces, enuresis



N.B.: Some situations where children stop communication suddenly (known as “traumatic mutism”) may indicate maltreatment.



Child Sexual Exploitation:  Child sexual exploitation is a form of child sexual abuse. It occurs where an individual or group takes advantage of an imbalance of power to coerce, manipulate or deceive a child or young person under the age of 18 into sexual activity (a) in exchange for something the victim needs or wants, and/or (b) for the financial advantage or increased status of the perpetrator or facilitator. The victim may have been sexually exploited even if the sexual activity appears consensual. Child sexual exploitation does not always involve physical contact; it can also occur through the use of technology.



Reference: Child Sexual Exploitation. Definition and a guide for practitioners, local leaders and decision makers working to protect children from child sexual exploitation (DfE 2017)  



All staff should ensure they are aware of and respond to wider safeguarding issues outlined in KCSiE 2026 Part 1, this includes further information on:



· Child abduction and community safety incidents 

· Children and the court system 

· Children who are absent from education 

· Children with family members in prison 

· Child Criminal Exploitation (CCE) and Child Sexual Exploitation (CSE) 

· County lines 

· Modern Slavery and the National Referral Mechanism 

· Cybercrime 

· Domestic abuse 

· Homelessness 

· So-called ‘honour-based’ abuse (including Female Genital Mutilation and Forced Marriage) 

· Preventing radicalisation (including the Prevent duty and Channel) 

· Child on child abuse 

· Sexual violence and sexual harassment between children in schools and colleges (including Upskirting)



Artificial Intelligence (AI)

Artificial intelligence refers to computer systems capable of generating text, images, audio, video or other content. While AI can support education, it may also create safeguarding risks including grooming, exploitation, misinformation, impersonation, deepfake imagery, image-based abuse and coercive behaviour.



Deepfake

Deepfake technology refers to digitally manipulated images, audio or video created using artificial intelligence to falsely represent a person’s appearance or actions.



Technology-Facilitated Abuse

Abuse committed through digital technology including social media, messaging platforms, gaming environments, artificial intelligence and other online services.









Responses from parents



Research and experience indicate that the following responses from parents may suggest a cause for concern across all four categories:



· An unexpected delay in seeking treatment that is obviously needed

· An unawareness or denial of any injury, pain or loss of function (for example, a fractured limb)

· Incompatible explanations offered, several different explanations or the child is said to have acted in a way that is inappropriate to her/his age and development

· Reluctance to give information or failure to mention other known relevant injuries

· Frequent presentation of minor injuries

· Unrealistic expectations or constant complaints about the child

· Alcohol misuse or other drug/substance misuse

· Parents request removal of the child from home

· Violence between adults in the household 



Children with special educational needs and disabilities



When working with children with special educational needs and disabilities, practitioners need to be aware that additional possible indicators of abuse and/or neglect may also include:



· A bruise in a site that might not be of concern on an ambulant child such as the shin, might be of concern on a non-mobile child. 

· Not getting enough help with feeding leading to malnourishment

· Poor toileting arrangements

· Lack of stimulation

· Unjustified and/or excessive use of restraint

· Rough handling, extreme behaviour modification e.g., deprivation of liquid medication, food or clothing, disabling wheelchair batteries

· Unwillingness to try to learn a child’s means of communication

· Ill-fitting equipment e.g., callipers, sleep boards, inappropriate splinting.

· Misappropriation of a child’s finances

· Invasive procedures





[bookmark: _Toc459981188][bookmark: Appendix2][bookmark: _Toc107409345]Appendix 2 	

Staff should recognise that safeguarding concerns may arise through:

• Generative AI;

• AI chatbots;

• Deepfake technology;

• Manipulated sexual imagery;

• Online extortion;

• Anonymous communication platforms;

• Livestreaming;

• Gaming platforms.





Appendix 3

Responding to children who report abuse.



When a child tells me about abuse s/he has suffered, what must I remember?



· Stay calm

· Do not transmit shock, anger or embarrassment.

· Reassure the child. Tell her/him you are pleased that s/he is speaking to you.

· Never enter into a pact of secrecy with the child. Assure her/him that you will try to help but let the child know that you will have to tell other people in order to do this. State who this will be and why.

· Tell her/him that you believe them. Children very rarely lie about abuse; but s/he may have tried to tell others and not been heard or believed.

· Tell the child that it is not her/his fault.

· Encourage the child to talk but do not ask "leading questions" or press for information.  

· Listen and remember.

· Check that you have understood correctly what the child is trying to tell you.

· Praise the child for telling you. Communicate that s/he has a right to be safe and protected.

· Do not tell the child that what s/he experienced is dirty, naughty or bad.

· Do not take photographs or make videos of any injuries reported by a child.

· It is inappropriate to make any comments about the alleged offender.

· Be aware that the child may retract what s/he has told you. It is essential to record all you have heard.

· At the end of the conversation, tell the child again who you are going to tell and why that person or those people need to know.

· As soon as you can afterwards, make a detailed record of the conversation using the child’s own language. Include any questions you may have asked.   Do not add any opinions or interpretations.



NB It is not education staff’s role to investigate reports of abuse. Their role is to observe that something may be wrong, ask about it, listen, be available and respond appropriately.



Immediately afterwards



You must not deal with this yourself. All reports of abuse must be recorded and responded to in keeping with the professional roles and responsibilities outlined in Fig 1: Summary of procedures to follow where there are concerns about a child (Page? ) 






[bookmark: Appendix3][bookmark: _Toc489011681][bookmark: _Toc107409346]Appendix 4 	Personnel File Checklist



PERSONNEL FILE CHECKLIST



		Name

		Post Title

		Start Date



		

		

		



		SECTION 1 – New Starter Info

		Tick

		Date

		Initial



		Application Form – Signed

		

		

		



		Personal Statement (required for teachers only)

		

		

		



		Interview notes

		

		

		



		Notes and reasons for pay offers over and above advertised rate of pay

		

		

		



		Notification of Appointment Form/Offer Letter

		

		

		



		Job description - Signed

		

		

		



		Statement of Main Terms and Conditions of Employment – Signed

		

		

		



		Immigration, Asylum and Nationality Act 2006 Declaration – Signed

		

		

		



		Criminal Background Self Declaration Form – Signed

		

		

		



		P45 or P46 – sent to Payroll

		

		

		



		Bank Details Form

		

		

		



		Staff Data Collection Sheet

		

		

		







		SECTION 2 - SCR

		Tick

		Date

		Initial



		TRN/QTS Number

		

		

		



		Prohibition Check Completed

		

		

		



		DBS Certificate/Check

		

		

		



		Staff Disqualification Declaration Form

		

		

		



		DBS Overseas Check

		

		

		



		Eligibility to work in UK

		

		

		



		S128 Management Check

		

		

		



		EEA Sanction Check

		

		

		



		Proof of Qualifications

		

		

		



		Reference 1

		

		

		



		Reference 2

		

		

		



		ID (Passport/Birth Certificate/Marriage Certificate/DL/Other)

		

		

		



		Proof of Address

		

		

		



		Proof of QTS

		

		

		



		Proof of NQT registration

		

		

		



		KCSIE Part 1 and Appendix A read and understood – Signed

		

		

		



		



		TRAINING

		Tick

		Date

		Initial



		Safeguarding Online training completed (inc. FGM)

		

		

		



		Safeguarding face to face training completed

		

		

		



		Prevent Training completed

		

		

		







		SECTION 3 – Performance 

		Tick

		Date

		Initial



		Performance Management Documentation 

		

		

		



		Probation Documents 

		

		

		



		End of Probationary Period (6 months)

		

		

		



		Proof of Threshold – Teachers only (if applicable)

		

		

		



		Pay Statements 

		

		

		







		SECTION 4 – Attendance 

		Tick

		Date

		Initial



		Sickness/Absence Information 

		

		

		



		Leave of Absence request forms and replies 

		

		

		







		SECTION 5 – Other General Information 

		Tick

		Date

		Initial



		General letters of correspondence from employee to employer and from employer to employee 

		

		

		



		Resignation Letter 

		

		

		











































































































Appendix 5 Cause for Concern Form



CAUSE FOR CONCERN FORM



STUDENT DETAILS 

		Name: 

		



		DOB:

		

		Year/Form:

		

		SEN Status:

		



		Address: 

		







STAFF DETAILS 

		Staff Name:

		



		Date of Incident/report/disclosure:

		



		Location of incident/report/disclosure:

		



		Date/time record is being made:

		





For any sections below continue recording overleaf if necessary, ensuring it is signed & dated 

CONCERN DETAILS 

		NATURE OF CONCERN: 

Provide details of the incident or concerns you have including times, dates, description of any injuries (use body diagram to indicate area of injury), witness details, what you have observed, heard or been told, if the information is first hand, fact or opinion, any other relevant details/information, etc Ensure you clearly record the voice of the child’s (suggestion – use capital letters to ensure it can be easily recognised) Ensure you act in a timely manner when reporting concerns, especially if there is an injury noted. 

Please clearly sign and date the record at the end of your statement. 



[image: 16 Best Images of Anger Management Worksheets For Children - Self ...]

         Front 

         Back









TO BE COMPLETED BY SENIOR DESIGNATED PERSON/DEPUTY DESIGNATED PERSON 

		AGREED ACTIONS & ANTICIPATED OUTCOMES: 

Record all discussions, communications, referrals & decisions made. Include details of conversations with parents/other agencies & rationale behind key decision making. Clearly sign & date at the end of the record

























This form should be used to record concerns about a young person. It should be completed as accurately as possible & passed directly to the Senior Designated Person/Deputy Designated Person who should action & file securely. The school’s child protection & safeguarding procedures should always be followed. 

Appendix 6 Bradford’s Child Exploitation Risk Assessment 



		

                                                                                                                                                                                 





Bradford’s Child Exploitation Risk Assessment













If you need assistance to complete this risk assessment, please contact the CE hub on 01274 435080 and have a consultation with one of our Child Exploitation specialist social workers. 



		Child’s full name 



		          

		Alias



		     



		DOB



		     

		Age



		     

		Gender  



		|_| Male |_| Female |_| Non-binary 

|_| Unborn |_| Questioning 

|_| other (state) -      

Does their gender identity match the gender assigned at birth Y |_| N |_|  



		Ethnicity



		[bookmark: Dropdown1]

		Religion 

If other please state

		

     



		Is English their first language?



		Child

		Yes

		|_|

		No

		|_|



		

		Parent/Carer

		Yes

		|_|

		No

		|_|



		If no, please specify preferred language



		     

		Is an interpreter required ? 

		Y |_| N |_|  



		Address and postcode



		     

		Contact number(s)



		     



		School 

		     







		Other children (under 18 years of age) in household

		Full Name

		Date of Birth/Age

		Gender  

		Relationship to the above child



		

		     

		     

		     

		     



		

		     

		    

		     

		 



		

		     

		     

		     

		     



		

		     

		     

		     

		     



		

		     

		     

		     

		     



		Details of Parent/Carers and other significant adults in the child’s life



		Full Name

		Date of Birth (if known)

		Parental Responsibility

(PR) Y/N

		Relationship to the above child



		

		     

		     

		Y |_| N |_|  

		     



		

		     

		     

		Y |_| N |_|  

		     



		

		     

		     

		Y |_| N |_|  

		     



		List professional involvement and contact details

		     

















		Professional Completing the Child Exploitation Risk Assessment





		Name

		     



		Job Title/Role

		 



		Agency

		     



		Address & Contact Details

		     



		Date Assessment commenced

		     

		Date assessment completed

		     

		Initial/Review

Assessment ?

		     







		Reason for completing this risk assessment:

     















		Details of any known or suspected perpetrators:

     











      

		What are we worried about:

		Yes

		No



		Sexual Exploitation

		|_|

		|_|



		Criminal Exploitation

		|_|

		|_|



		Trafficking /Modern Day Slavery

		|_|

		|_|



		Radicalisation

		Follow Prevent Pathway

		







Are you aware of a National Referral Mechanism (NRM) form that has been completed for this child?               YES  |_|   NO |_|







Professional Assessment of Risk Indicators



· In order to identify children at risk of / or experiencing exploitation it is imperative to complete a clear and concise assessment which includes the views of the child, the family, and other professionals who are involved. 



· The main heading risk indicators are not exhaustive; they are simply those most commonly recognised which may indicate a risk of exploitation; there may be other relevant factors present which require consideration and analysis. One tick in a high risk box, or several in low risk may indicate a serious risk of exploitation, alternatively this might be an indication of other concerns that require addressing via the child’s overall plan, or by accessing other appropriate services. 



· When assessing a child’s risk of exploitation, it is essential to highlight if the concerns and the information being provided is current or historic. If the concern or information is historic but relevant, it is necessary to evidence how this relates to the current assessed risk.



· When completing this risk assessment, it is crucial that the child’s use of social media is considered throughout. 



*Please indicate a level of risk and analysis against ALL the following risk indicators, ensure that as part of this we are clear what behaviours we are worried about & what is the evidence



		

1.

Family Relationships



		Risk Indicator



		

		No known risk 

		No concerns identified. 

		|_|



		

		Emerging

                   

		No concerns regarding parenting, rules and boundaries not always adhered to by child, some recent change in behaviour. 

		|_|



		

		Moderate 



                     

		Some concerns regarding parenting capacity, poor/strained relationships, lack of communication and reduced contact or engagement. 

		|_|



		

		Significant

		Suspected or confirmed neglect/abuse in family. Relationship breakdown / no contact. Lack of family support. 

		|_|



		

Analysis



		Who are the significant adults in the child’s life, quality of relationships, protective factors / risk factors?

     

























		

2.

Peer 

Relationships



		Risk Indicator



		

		No known risk

		No concerns identified. 

		|_|



		

		Emerging

                   

		Some concerns regarding risky friendships / negative influence. 

		|_|



		

		Moderate 



                     

		Change in child’s friends / associates, concerns regarding negative influence, some friends considered at risk of exploitation. Child is being attracted to Gang related indicators/ activities. Has relationships with a perceived negative imbalance of power. Believed to be spending time with local gangs.

		|_|



		

		Significant

		Known association with gangs, concerns child is being groomed in gang related activities or indicative activities.

		|_|



		

Analysis



		Detail the child’s friends / associates, ability to form and maintain friendships, positive or negative influences, how and where they socialise / spend time, any indicators relevant to gang association including online activities?

     







		

3. Accommodation

		Risk Indicator



		

		No known risk

		No concerns identified. 

		|_|



		

		Emerging

                   

		Some concerns but overall accommodation meets the child’s needs

		|_|



		

		Moderate 



                     

		Unsuitable, unstable, conditions are concerning. 

		|_|



		

		Significant

		Temporary, overcrowded, unsupported, homeless / sofa surfing or repeated breakdowns. Concern home is being exploited by gangs. 

		|_|



		

Analysis



		Who does the child live with, detail the property and it’s condition, describe the local area and any concerns?

     







		



4. 



Education

		Risk Indicator



		

		No known risk

		No concerns identified.

		|_|



		

		Emerging

                   

		Mainly engaged, some limited concerns i.e. truanting / behaviour

		|_|



		

		Moderate 



                     

		Irregular or low attendance, whereabouts often unknown, breakdown in School placements/ fixed term exclusions. Noticeable change in child’s presentation in School. 

		|_|





		

		Significant

		Significant absence from school or no school placement/ permanent exclusion. Whereabouts unknown. 

		|_|



		

Analysis

		Detail attendance, attainment, support offered in School and any concerns raised?

 









		



5.

Emotional Health / behaviour

		Risk Indicator



		

		No known risk

		No concerns identified.

		|_|



		

		Emerging

                   

		Low self-esteem, confidence, struggles to verbalise feelings. Some signs of anger.

		|_|





		

		Moderate 



                     

		Significant low self-esteem, self-confidence, self-harm, overdosing, eating disorder, noticeable change / decline in emotional health. Child aggressive at home.

		|_|



		

		Significant

		Recognised or suspected mental health needs. Regular self-harming, overdosing, suicidal attempts / ideation. Child causing physical / emotional harm to others. 

		|_|



		

Analysis



		Describe how the child presents emotionally, any identified triggers, support already in place? What works / what exasperates the child’s emotional wellbeing? Add dates / details of any concerning incidents i.e. self-harm / overdose. 

     







		





6.

Experience of Violence

		Risk Indicator



		

		



		

		No known risk

		No concerns identified.

		|_|



		

		Emerging

                   

		Some concerns child is exposed to violence at home or in

 the community. 

		|_|



		

		Moderate 



                     

		Reported concerns of violence at home or in the community. Evidence of injuries. Disclosures followed by withdrawal. 

		|_|



		

		Significant

		Significant concerns child is experiencing violence at home or in the community. Injuries. Fear or refusal of accessing medical treatment. Reluctant to disclose.

		|_|





		Analysis



		Detail all known incidents, who is the victim / perpetrator, nature of injuries and treatment accessed?

     





		





7.

Running away / going missing

		Risk Indicator



		

		No known risk

		No concerns identified.

		|_|



		

		Emerging

                   

		Stays out late, no missing episodes. 

		|_|



		

		Moderate 



                     

		Occasional goes missing for short or prolonged periods. 



		|_|



		

		Significant

		Frequently goes missing for short or prolonged periods.

		|_|

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                       



		

Analysis

		Detail missing episodes – times, whereabouts, associates, where located, was they reported missing?

     







		

8.

Contact with abusive adults and / or unsafe environments

		Risk Indicator



		

		No known risk

		No concerns identified.

		|_|



		

		Emerging

                   

		Some concerns child is associating with adults / unsafe environments; this is a change in behaviour. 

		|_|



		

		Moderate 



                     

		Child is occasionally associating with adults/ unsafe environments. Concerns regarding phone / social media use.

		|_|



		

		Significant

		Child is frequency associating with adults / unsafe environments, secretive with phone, multiple calls being received. Getting in and out of cars / unknown premises. Significant concerns regarding Gangs. 

		|_|



		Analysis



		Who are the adults, how are they known to the child, where is the child spending time and frequency of association?

     







		



9.

Alcohol / substance misuse

		Risk Indicator



		

		No known risk

		No concerns identified.

		|_|



		

		Emerging

                   

		Occasional Use of alcohol and substances.

		|_|



		

		Moderate 



                     

		Evidence of increasing or regular alcohol / substance misuse. 



		|_|



		

		Significant

		Evidence of frequent / dependant alcohol / substance misuse.



		|_|



		Analysis



		Detail nature of alcohol / substance misuse? Has the child been found in possession but not believed to be misusing?

     







		



10.

Coercion / control

		Risk Indicator



		

		No known risk

		No concerns identified

		|_|



		

		Emerging

                   

		Some concerns the child is vulnerable to coercion or control / negative influences.

		|_|



		

		Moderate 



                     

		Concerns child presents coerced or controlled by others and displays signs of fear.

		|_|



		

		Significant

		Significant concerns child is being coerced, controlled, in fear of others. Stories appear rehearsed (eg coached)

		|_|



		

Analysis



		Describe how the child presents? Detail the perpetrators and their behaviours? 

     











		





11.

Unexplained items

		Risk Indicator



		

		No known risk

		No concerns identified

		|_|



		

		Emerging

                   

		Suspect that child has some unexplained items and no finances to have purchased these.



		|_|



		

		Moderate 



                     

		Evidence of concerns about unexplained items with no finances to purchase.



		|_|



		

		Significant

		Child is in possession of significant unexplained items, no finances to purchase. More than one mobile phone and or sim card.



		|_|



		Analysis



		What is the child in possession of? what moneys do they get from family? what is unexplained? Ie money, taxis, takeaways,drugs.

 





		

12.

Sexual abuse concerns



		Risk Indicator



		

		No known risk

		No concerns identified 

		|_|



		

		Emerging

                   

		Concerns child may be at risk of coercion into unhealthy relationships.

		|_|



		

		Moderate 



                     

		Suspicion of Child is being coerced into unhealthy relationships.

Suspicion that the child is being coerced sexual acts/at risk of sexual abuse are not considered safe or child is feeling pressured.

		|_|



		

		Significant

		Evidence child of sexual coercion, sexually assaults rapes. Recurring or multiple STI’s / signs of genital anal injuries consistent with sexual assaults or violence, pregnancies – treated or untreated. Concerns child is made to watch sexual assault / rape on others. 

		|_|



		Analysis



		Detail nature of sexual health needs and any concerns? List any concerning people? Are Police involved and has child accessed sexual health services? Detail any injuries? 

Penetrative sexual contact with a Child under 13 will always constitute rape. 

Consideration should be given to the age of alleged perpetrators 

     





		

13.

Risk to others

		Risk Indicator



		

		No known risk

		No concerns identified 

		|_|



		

		Emerging

                   

		Some concerns child influences others into risky situations.

		|_|





		

		Moderate 



                     

		Concerns child is influencing other children into risky situations and introducing to adults who pose a risk. Some bullying / threatening behaviour displayed. 

		|_|



		

		Significant

		Significant concerns child is causing harm to other children, introducing to adults or environments that pose a potential risk. 

		|_|





		Analysis



		Detail the behaviours displayed by the child and to whom? Are any weapons involved?

This includes sexually harmful behaviours. 

     



		

14.

Ability to identify exploitative behaviours

		Risk Indicator



		

		No Known risk 

		No concerns identified 

		|_|



		

		Emerging

                   

		Some understanding and ability to recognise exploitative behaviours and safeguard themselves, including online. Significant numbers of followers on social media.

		|_|





		

		Moderate 



                     

		Some understanding, cannot recognise exploitative behaviours and unable to apply knowledge to safeguard themselves, including online.

		|_|



		

		Significant

		No recognition of exploitative behaviours and unable to safeguard themselves, including online. Including the sending and and receiving of indecent images 

		|_|





		Analysis



		What is the child’s understanding of exploitation, how are they able to safeguard themselves, what social media are they using and how are they keeping themselves safe online / identified risks? 

     







		Other factors to consider eg, wider environmental factors:





		



		Yes

		No

		Details:



		Domestic Abuse

		|_|



		|_|

		     



		Parental Alcohol / Substance Misuse

		|_|

		|_|

		     



		Parental Mental Health

		|_|



		|_|

		     



		Parental Health Needs / Disabilities

		|_|

		|_|

		     



		Parental Learning Needs

		|_|



		|_|

		     



		Parental Trauma

		|_|



		|_|

		     



		Child Health Needs / Disabilities

		|_|

		|_|

		     



		Child has additional learning / communication needs

		|_|

		|_|

		     



		Previous abuse of child

		|_|



		|_|

		     



		Engagement with services

		|_|





		|_|

		     



		Criminality in family / Anti-Social Behaviour

		|_|





		|_|

		     



		Parents / carers understanding of grooming / exploitation and ability to protect

		|_|

		|_|

		     



		Poverty / debt / financial pressures in the family

		|_|



		|_|

		     



		Child Protection / Abuse



		|_|

		|_|

		     



		Family separation / bereavement / imprisonment

		|_|

		|_|

		     



		Parents in Prison





		|_|

		|_|

		     



		Views of the child or young person: (regarding any identified/ potential risks and any support they would want/need, regarding existing strengths and protective factors)

		     











		Has the child/young person contributed to this assessment (Yes/No and if no please explain why )

		     



		Views of the parent / carer:  (regarding any identified/ potential risks and any support they would want/need)

		     











		Views of other professionals: (regarding risk of exploitation)

		     









		Overall analysis

		Detail date referral was received / by who / and initial concerns. Analysis the information you have gathered during this assessment and what this is telling you about the child, their life, and the current risk and protective factors. Consider: is this a repeat referral, any information that is missing from agencies, any grey areas and any other information which may be relevant and indicate a risk. Provide an overall views / risk level in respect of exploitation. 

























Bradford’s Child Exploitation Risk Assessment Decisions and Further Action





Professional Judgement of Overall Assessed Level of Risk



· On completion of this risk identification tool, please make an indication of your initial professional judgement about the level of risk of Exploitation for the child. Please tick against your assessed level of risk





		

No risk 



		No identified risk of exploitation. 

Other identified concerns which may require alternative provision.

		|_| 



		Emerging





		Some concerns that the child is vulnerable of exploitation.  



		|_| 



		Moderate





		Child is at risk of exploitation, concerns not immediate / urgent safeguarding. 

Child may be a risk of opportunistic abuse, or is being targeted / groomed. 



		|_| 



		Significant





		Child is at risk of exploitation or being exploited. 



		|_| 







Your assessment will contribute to the risk rating agreed by the multi-agency reviewing team who will also review and take into account any other information, intelligence and views of other professionals and services working with the family.   All input will provide evidence for the creation of a robust safeguarding plan with the child and family and will be completed in accordance with the local authority/ multi agency procedures. 



Review timescales

For those children who are judged to be at emerging, moderate or significant risk of Exploitation, the level of risk must be reviewed with an updated risk assessment at the following frequency unless additional concerns are raised which require an immediate updated risk assessment.



Emerging – every 90 DAYS

Moderate – every 60 DAYS

Significant - every 30 DAYS



Submit into Children’s portal 

Email: Child.Exploitation@bradford.gov	     
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Summary of in-school procedures to follow where there are potential radicalisation concerns about a child/member of staffCause for concern

Complete “Cause for Concern” form

Speak to designated safeguarding lead (staff)







Discussion

Concerned party discuss with:

Designated Staff /Head teacher



Seek advice from other agencies:

Education Safeguarding Team (01274) / Prevent Education Officer –  Danielle King 07870 991647

  Prevent Team 

Information Gathering

 Channel gathers information to determine whether there is a risk of radicalisation.

Channel Referral Process

Local Authority and Police consult with colleagues to decide whether the referral meets the threshold for Channel / link into existing Child in Need or Child Protection Plan



Immediate Risk Safeguarding lead contacts emergency services

Risk of significant harm to a child

Contact: Children’s Trust   Advice & Referral Team

(01274 433999)



Child & family assessment

(CSWS) within 10 working days

Referrer informed of decision and where appropriate pupil referred to other existing safeguarding panels  / interventions for support.

Bradford BSCP S47 enquiries procedures continue 

http://westyorkscb.proceduresonline.com 

If further concerns identified
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Referral pathway for reporting children and young people missing /absconded during the school day
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Appendix 9 PREVENT Referral Form

PREVENT REFERRAL FORM



		REFERRAL PROCESS



		Once you have completed this form, please email via secure email arrangements to: prevent@bradford.gov.uk and fimucentral@ctpne.police.uk.

All public sector organisations (including schools) have appropriate email security in place.  Please contact prevent@bradford.gov.uk if you wish to refer from outside this sector. 

[bookmark: _Hlk150294430]If you have any questions whilst filling in the form, please call: 01274 376215 or danielle.king@bradford.gov.uk tel: 07870 991647 (Bradford Council Prevent Team).



		INDIVIDUAL’S BIOGRAPHICAL & CONTACT DETAILS



		Forename(s):

		



		Surname:

		



		Date of Birth (DD/MM/YYYY):

		



		Approx. Age (if DoB unknown):

		



		Gender:

		



		Known Address(es):

		



		Nationality / Citizenship:

		



		Immigration / Asylum Status:

		



		Primary Language:

		



		Contact Number(s):

		



		Email Address(es):

		



		Any Other Family Details:

		



		



		
DESCRIBE CONCERNS

		

In as much detail as possible, please describe the specific concern(s) relevant to Prevent. 





		



		

FOR EXAMPLE: 



· How / why did the Individual come to your organisation’s notice in this instance? 

· Does it involve a specific event? What happened? Is it a combination of factors? Describe them. 

· Has the Individual discussed personal travel plans to a warzone or countries with similar concerns? Where? When? How?

· Does the Individual have contact with groups or individuals that cause you concern? Who? Why are they concerning? How frequent is this contact?

· Is there something about the Individual’s mobile phone, internet or social media use that is worrying to you? What exactly? How do you have access to this information?

· Has the Individual expressed a desire to cause physical harm, or threatened anyone with violence? Who? When? Can you remember what was said / expressed exactly?

· Has the Individual shown a concerning interest in hate crimes, or extremists, or terrorism? Consider any extremist ideology, group or cause, as well as support for “school-shooters” or public-massacres, or murders of public figures.

· Please describe any other concerns you may have that are not mentioned here.





		COMPLEX NEEDS

		Is there anything in the Individual’s life that you think might be affecting their wellbeing or that might be making them vulnerable in any sense? 



		







		

FOR EXAMPLE: 



· Victim of crime, abuse or bullying.

· Work, financial or housing problems.

· Citizenship, asylum or immigration issues. 

· Personal problems, emotional difficulties, relationship problems, family issues, ongoing court proceedings.

· On probation; any erratic, violent, self-destructive or risky behaviours, or alcohol / drug misuse or dependency.

· Expressed feelings of injustice or grievance involving any racial, religious or political issue, or even conspiracy theories.

· Educational issues, developmental or behavioural difficulties, mental ill health (see Safeguarding Considerations below). 

· Please describe any other need or potential vulnerability you think may be present, but which is not mentioned here.





		OTHER INFORMATION

		Please provide any further information you think may be relevant, e.g., social media details, military service number, other agencies or professionals working with the Individual, etc..



		







		PERSON WHO FIRST IDENTIFIED THE CONCERNS



		Do they wish to remain anonymous?

		Yes / No

		Forename:

		Referrers First  Name(s)

		Surname:

		Referrers Last Name

		Professional Role & Organisation:

		Referrers Role / Organisation

		Relationship to Individual:

		Referrers Relationship To The Individual

		Contact Telephone Number:

		Referrers Telephone Number

		Email Address:

		Referrers Email Address

		PERSON MAKING THIS REFERRAL (if different from above)



		Forename:

		Contact First Name(s)

		Surname:

		Contact Last Name

		Professional Role & Organisation:

		Contact Role & Organisation

		Relationship to Individual:

		Contact Relationship to the Individual

		Contact Telephone Number:

		Contact Telephone Number

		Email Address:

		Contact Email Address



		REFERRER’S ORGANISATIONAL PREVENT CONTACT (if different from above)



		Forename:

		Referrers First  Name(s)

		Surname:

		Referrers Last Name

		Professional Role & Organisation:

		Referrers Role / Organisation

		Relationship to Individual:

		Referrers Relationship To The Individual

		Contact Telephone Number:

		Referrers Telephone Number

		Email Address:

		Referrers Email Address



		



		RELEVANT DATES



		Date the concern first came to light:

		When were the concerns first identified?

		Date referral made to Prevent:

		Date this form was completed & sent off?





		SAFEGUARDING CONSIDERATIONS



		Does the Individual have any stated or diagnosed disabilities, disorders or mental health issues?

		Yes / No

		Please describe, stating whether the concern has been diagnosed.

		Have you discussed this Individual with your organisations Safeguarding / Prevent lead?

		Yes / No

		What was the result of the discussion?

		Have you informed the Individual that you are making this referral?

		Yes / No

		What was the response?

		Have you taken any direct action with the Individual since receiving this information?

		Yes / No

		What was the action & the result?

		Have you discussed your concerns around the Individual with any other agencies?

		Yes / No

		What was the result of the discussion?

		



		INDIVIDUAL’S EMPLOYMENT / EDUCATION DETAILS



		Current Occupation & Employer:

		Current Occupation(s) & Employer(s)

		Previous Occupation(s) & Employer(s):

		Previous Occupation(s) & Employer(s)

		Current School / College / University:

		Current Educational Establishment(s)

		Previous School / College / University:

		Previous Educational Establishment(s)







		
THANK YOU



		Thank you for taking the time to make this referral. Information you provide is valuable and will always be assessed.



If there is no Prevent concern but other safeguarding issues are present, this information will be sent to the relevant team or agency to provide the correct support for the individual(s) concerned.





[bookmark: FORM]
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Referral pathway for reporting children and young people missing/absconded during the school day    


PUPIL IDENTIFIED AS MISSING  –   REPORT IMMEDIATELY   to a member of the senior leadership team   when child or young  person is known to have absconded from lesson/school.  


Determine the nature/reason for absconding/going  missing from l esson (consider recent events or  precipitating factors)  


Search   of school premises including grounds and immediate locality.   Make contact with the child, establish (where possible) their location,  undertake (if appropriate) home visit or suspected/known destination.   Notify parents and/or carers.  


FOUND   NOT FOUND  


Child located, but refuses to return to  school.    Risk assessment to be made with regards  to circumstances considering the  following likelihoods:       To visit known abuser      Of being at risk of Child Exploitation      To use drink o r drugs      Of self - harm or expressing suicidal  ideation  


Child located, returned to school  


Risk assessment to be  made with regards  to circumstances considering the  following likelihoods:       To visit known abuser      Of being at risk of Child Exploitation      To  use drink or drugs      Of self - harm or expressing suicidal  ideation  


CONCERNS  


No concerns/low risk   Child is truanting/whereabouts of child  have been established i.e child has gone  home, refusing to return to  school   DO NOT REPORT TO POLICE AS MISSING  


Notify Safer School Officer  


Ring 101   where no officer  is available.  


NO CONCERNS  


Update ALL  relevant  professionals and  parents/carers  


Safer School Officer should check  Police systems for existing  vulnerabilities and follow West  Yorkshire Police truancy policy.  


Pass all relevant information including a  detailed description of the  absconder and  where possible an up - to - date photo.  Follow  West Yorkshire Police truancy policy.  


Update parents/carers and  advise to contact West Yorkshire  Police if child does not return  home at the  expected time.  


If Designated Safeguarding Lead  wishes to challenge West Yorkshire  Police decision  –   follow the LSPC  concerns resolution process  


On student’s  ret urn to school  –   designated safeguarding lead to talk to pupil to establish reason behind absconding.  Discussion should:    1.   Ascertain child’s views and perceptions.   2.   Explore reason for absconding (push/pull factors).   3.   Allow DSL to undertake an assessment of an y presenting safeguarding risks.   4.   Ensure that appropriate interventions/referrals/support are actioned to address identified risk and minimalise any further re ocurrance  of absconding.  


CONCERNS  


F ollow the  school ’ s  safeguarding  procedures  
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Statement of intent

Our provision believes that, in order to facilitate teaching and learning, emotional regulation and wellbeing is fundamental.  The provision is committed to:

· Promoting positive emotional wellbeing

· Promoting self-esteem, emotional regulation, self-discipline, respect for rules and boundaries, and positive relationships based on mutual respect.


· Ensuring equality and fair treatment for all through a consistent approach to supporting emotional regulation and wellbeing  


· Praising and rewarding good behaviour.


· Supporting and repairing episodes of emotional dysregulation.


· Providing a safe environment free from disruption, violence (towards others or self), discrimination, bullying and any form of harassment.


· Encouraging positive relationships with parents/carers. 


· Developing positive relationships with students to enable early intervention.


· Promoting a culture of praise and encouragement in which all students can achieve. 


· Create a positive culture that promotes positive emotional wellbeing and emotional regulation, ensuring that all students have the opportunity to learn in a calm, safe and supportive environment. 


Reasonable and proportionate de-escalation strategies will be used where a student experiences an episode of emotional dysregulation alongside support to prevent recurring episodes of dysregulation.


Students are expected to interact according to our values and ethos with respect and acceptance for all and there will be a REGULATE – REPAIR – REFLECT – RESTORE approach used to de-escalate and resolve all incidents and episodes of emotional dysregulation. 

The provision acknowledges that emotional dysregulation can sometimes be the result of educational needs, health issues, or other needs or vulnerabilities, and will address these needs individually

Written statement of wellbeing principles


· Every student understands they have the right to feel safe, valued and respected, and to be able to learn free from the disruption of others

· All students, staff and visitors are free from any form of discrimination


· Staff and volunteers set an excellent example to students at all times


· Rewards, sanctions and reasonable force are used consistently by staff, in line with this policy

· This policy is understood by students and staff


· Referral back to school will only be used as a last resort, and will be accompanied with signposting and additional support

· Students are helped to take responsibility for their actions


Violence or threatening behaviour will not be tolerated in any circumstances.


1. Aims


This policy aims to:


· Create a positive culture that promotes excellent relationships and emotional wellbeing, ensuring that all students have the opportunity to learn in a calm, safe and supportive environment

· Establish a whole-provision approach to maintaining high standards of relationships and wellbeing that reflect the values of the provision

· Outline the expectations and strategies for dealing with emotional dysregulation

· Provide a consistent approach to relationships and emotional wellbeing that is applied equally to all students


· Define what we consider to be inappropriate conduct and dysregulation including bullying and discrimination


2. Legislation, statutory requirements and statutory guidance

This policy is based on legislation and advice from the Department for Education (DfE) on:


· Behaviour in schools: advice for headteachers and school staff 2022

· Searching, screening and confiscation: advice for schools 2022

· The Equality Act 2010

· Keeping Children Safe in Education

· Use of reasonable force in schools


· 

 HYPERLINK "https://www.gov.uk/government/publications/supporting-pupils-at-school-with-medical-conditions--3" 
Supporting students with medical conditions at school
 

· Special Educational Needs and Disability (SEND) Code of Practice

In addition, this policy is based on:


· Section 175 of the Education Act 2002, which outlines a school’s duty to safeguard and promote the welfare of its students 


· Sections 88 to 94 of the Education and Inspections Act 2006, which requires schools to regulate students’ behaviour and publish a behaviour policy and written statement of behaviour principles, and gives schools the authority to confiscate students’ property


3. Definitions


Good relationships are defined as:

· Respect for everyone; students, staff and visitors


· Showing kindness and understanding to everyone; students, staff and visitors


· Having tolerance for everyone; students, staff and visitors


Good behaviour is defined as:


· Allowing students to learn and teachers to teach


· Completing all work set to the best of students’ ability


· Showing a good attitude to learning


· Having appropriate dress for learning


Misbehaviour is defined as:


· Disruption in lessons


· Non-completion of classwork or homework


· Poor attitude


· Inappropriate dress

· Refusal to complete instructions


Serious misbehaviour is defined as:


· Repeated breaches of expectations

· Any form of bullying 


· Sexual violence or sexual assault (intentional sexual touching without consent)


· Sexual harassment, meaning unwanted conduct of a sexual nature, such as:


· Sexual comments


· Sexual jokes or taunting


· Physical behaviour such as interfering with clothes


· Online sexual harassment, such as unwanted sexual comments and messages (including on social media), sharing of nude or semi-nude images and/or videos, or sharing of unwanted explicit content


· Vandalism


· Theft


· Fighting


· Smoking (cigarettes or vapes) inside and outside of the provision whilst under the supervision of MNHES

· Racist, sexist, homophobic or discriminatory behaviour

· Violence towards others or self

· Possession of any prohibited items. These are:


· Knives or weapons


· Blades


· Alcohol


· Illegal drugs


· Prescription drugs (that the provision were not made aware of by parents/carers)


· Over the counter drugs that are not being used for a medical condition 


· Stolen items


· Tobacco and cigarette papers


· E-cigarettes or vapes as they are illegal for children under the age of 18

· Fireworks


· Pornographic images


· Any article a staff member reasonably suspects has been, or is likely to be, used to commit an offence, or to cause personal injury to, or damage to the property of, any person (including the student)

Discrimination is defined as:

· Not giving equal respect to an individual on the basis of:


· Age


· Disability


· Gender identity


· Marriage or civil partnership


· Pregnancy or maternity


· Race


· Religion or belief


· Sex


· Sexual orientation


Harassment is defined as:


· Behaviour towards others which is:

· Unwanted


· Offensive


· Affects the dignity of the individual or group of individuals

4. Bullying


Bullying is defined as the repetitive, intentional harming of one person or group by another person or group, where the relationship involves an imbalance of power.


Bullying is, therefore:


· Deliberately hurtful


· Repeated, often over a period of time


· Difficult to defend against


Bullying can include:


		TYPE OF BULLYING

		DEFINITION



		Emotional

		Being unfriendly, excluding, tormenting



		Physical

		Hitting, kicking, pushing, taking another’s belongings, any use of violence



		Prejudice-based and discriminatory, including:


· Racial


· Faith-based


· Gendered (sexist)


· Homophobic/biphobic


· Transphobic


· Disability-based

		Taunts, gestures, graffiti or physical abuse focused on a particular characteristic (e.g. gender, race, sexuality)



		Sexual

		Explicit sexual remarks, display of sexual material, sexual gestures, unwanted physical attention, comments about sexual reputation or performance, or inappropriate touching



		Direct or indirect verbal

		Name-calling, sarcasm, spreading rumours, teasing



		Cyber-bullying

		Bullying that takes place online, such as through social networking sites, messaging apps, gaming sites, devices or via images, audio, video, or written content generated by artificial intelligence (AI)





Details of our provision’s approach to preventing and addressing bullying are:


· Regular anti-bullying learning opportunities


· Regular communication with parents/carers

· Recording of bullying and actioning

· Access to Welfare Team support for those who have been bullied and those vulnerable to bullying


5. Roles and responsibilities


5.1 The Local Authority

The Local Authority is responsible for:


· Monitoring the policy’s effectiveness


· Holding the Service Manager to account for its implementation

5.2 The Service Manager


The Service Manager is responsible for:

· Reviewing this policy 


· Approving this policy


· Ensuring that the provision environment and ethos encourages positive behaviour 


· Ensuring that staff deal effectively with poor behaviour


· Monitoring that the policy is implemented by staff consistently with all groups of students

· Ensuring that all staff understand the behavioural expectations and the importance of maintaining them


· Providing new staff with a clear induction into the provision’s respect and emotional wellbeing culture to ensure they understand its rules and routines, and how best to support all students to participate fully


· Offering appropriate training in de-escalation and dyregulation strategies and the impact of special educational needs and disabilities (SEND) and mental health needs on emotional wellbeing, to any staff who require it, so they can fulfil their duties set out in this policy


· Ensuring this policy works alongside the safeguarding policy to offer students both sanctions and support when necessary


· Ensuring that the data from the behaviour log is reviewed regularly and that effective actions are implemented

5.3 Staff

Staff are responsible for:


· Creating a calm and safe environment for students


· Establishing and maintaining clear boundaries of acceptable student conduct

· Implementing the relationships and respect policy consistently


· Communicating the school’s expectations, routines, values and standards through modelling emotional regulation and de-escalation strategies in every interaction with students


· Providing a personalised approach to the specific emotional wellbeing needs of particular students


· Considering the impact of their own emotions on the provision’s culture and how they can uphold rules and expectations 

·  Recording incidents of dysregulation promptly

· Challenging students to meet the provision’s expectations

The senior leadership team (SLT) will support staff in responding to all incidents of emotional dysregulation. 


5.4 Parents and carers

Parents and carers, where possible, should:


· Get to know the provision’s Relationships and Respect Policy and reinforce it at home where appropriate 


· Support their child in adhering to the provision’s policy

· Inform the provision of any changes in circumstances that may affect their child’s emotional wellbeing

· Discuss any wellbeing concerns with the link member of staff promptly


· Take part in any pastoral work following episodes of dysregulation (for example, attending reviews of specific behaviour interventions)


· Raise any concerns about the management of emotional wellbeing with the provision directly, while continuing to work in partnership with the provision

· Agree to Policy and Sign Appendix 1


The provision will endeavour to build a positive relationship with parents and carers by keeping them informed about developments in their child's emotional wellbeing and the policy and working in collaboration with them to tackle emotional dysregulation issues.

 5.5 Students 

Students will be made aware of the following during their induction into the behaviour culture:

· The expected standard of behaviour they should be displaying at provision

· That they have a duty to follow the Relationships & Respect Policy

· The rewards they can earn for meeting the behaviour standards, and the consequences they will face if they don’t meet the standards

· The support that is available to them to help them meet the behaviour standards

· Agree to Policy and Sign Appendix 1


Students will be supported to meet the behaviour standards and will be provided with support where appropriate

Students will be supported to develop an understanding of the provision’s Relationship & Behaviour Policy and wider culture.

Students will be asked to give feedback on their experience of the behaviour culture to support the evaluation, improvement and implementation of the policy.

6. Behaviour curriculum


Students are expected to:


·   Behave in an orderly and self-controlled way


·   Show respect to members of staff, visitors and each other


·   In class, make it possible for all students to learn and teachers to teach

·   Move quietly around the provision

·   Treat the buildings and property with respect


·   Wear appropriate dress at all times


·   Accept sanctions when given


·   Refrain from behaving in a way that brings the provision into disrepute, including when away from the provision or online


Where appropriate and reasonable, adjustments may be made to routines within the curriculum to ensure all students can meet behavioural expectations

6.1 Mobile phones

The following has been agreed taken new legislation re. mobile phones in schools into account


· Students’ mobile phones must be handed in to a member of staff on entry to Owlet Road and will be returned at the end of the day

· Any liability for lost, stolen or damaged phones lies with the student if they have not handed in their phone

· Devices will be made available in classrooms for those students who require music/videos as part of their health need

· Photographs must not be taken by students whilst at MNHES (inside or outside the provision) unless specifically authorised by the staff member and for curriculum reasons only


6.2 Appropriate dress

· The Equality Act 2010 prohibits schools from imposing a dress code which gives rise to direct or indirect discrimination in respect of a student’s protected characteristics, for example age, disability, gender reassignment, race, religion or belief, sex or sexual orientation

· Students are expected to be appropriately dressed for learning when at Owlet Road or accessing a lesson online


· Appropriate dress for students is defined as


· Functional/fit for purpose and appropriate for the weather


· Motifs or slogans should be appropriate for an education setting


· Skirts or shorts should be no shorter than mid-length thigh and worn above the hips


· All parts of the stomach should be covered/no bare midriffs or crop tops


· Necklines must be modest/no low cut garments


· Footwear should be safe, sensible and flat


· No piercings other than in the ears


· Hair should be of natural colouring and not extreme in style

7. Responding to behaviour

7.1 Classroom management


Staff are responsible for setting the tone and context for positive behaviour within the provision.


They will:


· Create and maintain an environment that encourages students to be engaged


· Develop a positive relationship with students, which may include:


· Greeting students in the morning/at the start of lessons


· Establishing clear routines


· Communicating expectations of behaviour 


· Highlighting and promoting good behaviour


· Concluding the learning sessions positively and starting the next learning session afresh


· Having a plan for dealing with low-level disruption


· Using positive reinforcement


7.2 Safeguarding

The provision recognises that changes in behaviour may be an indicator that a student is in need of help or protection.


We will consider whether a student’s misbehaviour may be linked to them suffering, or being likely to suffer, significant harm. 


Where this may be the case, we will follow our child protection and safeguarding policy, and consider whether support, an early help intervention or a referral to children’s social care is appropriate. 


7.3 Responding to good behaviour 

When a student’s behaviour meets or goes above and beyond the expected behaviour standard, staff will recognise it with positive recognition and reward. This provides an opportunity for all staff to reinforce the provision’s culture and ethos. 


Positive reinforcements and rewards will be applied clearly and fairly to reinforce the routines, expectations and norms of the provision’s culture.

Positive behaviour will be rewarded with:

· Verbal praise


· Communication praise to parents/carers via a phone call or email


7.4 Responding to misbehaviour

When a student’s behaviour falls below the standard that can reasonably be expected of them, staff will respond in order to restore a calm and safe learning environment, and to prevent recurrence of misbehaviour. 


Staff will endeavour to create a predictable environment by always challenging behaviour that falls short of the standards, and by responding in a consistent, fair and proportionate manner, so students know with certainty that misbehaviour will always be addressed.

De-escalation techniques can be used to help prevent further behaviour issues arising


All students will be treated equitably under the policy, with any factors that contributed to the behavioural incident identified and taken into account.


When giving behaviour sanctions, staff will also consider what support could be offered to a student to help them to meet behaviour standards in the future.

The provision may use 1 or more of the following sanctions in response to unacceptable behaviour:


· Use On Call (recorded on Arbor)

· Removal from the room with another member of staff

· A verbal reprimand and reminder of the expectations of behaviour


· Loss of privileges – for instance, being unable to access provision trips

· Referring the student to a senior member of staff


· Letter or phone call home to parents/carers

· Agreeing a Behaviour Support Plan (Appendix 4) 

· Change in learning sessions


· Removal of access to in person sessions


· Referral back to school and an alternative education setting signposted

Personal circumstances of the student will be taken into account when choosing sanctions and decisions will be made on a case-by-case basis, but with regard to the impact on perceived fairness.

7.5 Reasonable force

Reasonable force covers a range of interventions that involve physical contact with students. The Welfare Team and Team Leaders have received appropriate training and have a duty to use reasonable force, in the following circumstances, to prevent a student from:


· Causing disorder


· Hurting themselves or others


· Damaging property


· Committing an offence


Incidents of reasonable force must:

· Always be used as a last resort


· Be applied using the minimum amount of force and for the minimum amount of time possible


· Be used in a way that maintains the safety and dignity of all concerned


· Never be used as a form of punishment

Reasonable Force must always be recorded/communicated with the following:


· Logged on Arbor using Behaviour Category ‘Use of Reasonable Force’

· Communicated immediately to parents/carers and on Comms Log on Arbor

· Positive Handling Record Form to complete (Appendix 3)

· Accident reporting using Spheracloud. (if necessary).


When considering using reasonable force, staff should, in considering the risks, carefully recognise any specific vulnerabilities of the student, including SEND, mental health needs or medical conditions. 

7.6 Confiscation and searching             


Searching and confiscation is conducted in line with the DfE’s latest guidance on searching, screening and confiscation.

Confiscation


Any prohibited items (listed in section 3) found in a student’s possession as a result of a search will be confiscated. These items will not be returned to the student.


We will also confiscate any item that is harmful or detrimental to the provision. These items will be returned to students after discussion with SLT and parents/carers, if appropriate.


Searching a student

Searches will only be carried out by a member of staff who has been authorised to do so by the Service Manager, or by the Service Manager themselves.


Authorised members of staff are:

· Service Manager


· DSL/DDSL

Subject to the exception below, the authorised member of staff carrying out the search will be of the same sex as the student, and there will be another member of staff present as a witness to the search. 

An authorised member of staff of a different sex to the student can carry out a search without another member of staff as a witness if:


· The authorised member of staff carrying out the search reasonably believes there is risk that serious harm will be caused to a person if the search is not carried out as a matter of urgency; and 


· In the time available, it is not reasonably practicable for the search to be carried out by a member of staff who is the same sex as the student; or 


· It is not reasonably practicable for the search to be carried out in the presence of another member of staff

When an authorised member of staff conducts a search without a witness, they should immediately report this to another member of staff, and make sure a written record of the search is kept.

If the authorised member of staff considers a search to be necessary, but is not required urgently, they will seek the advice of the Service Manager, DSL or Welfare Team who may have more information about the student. During this time the student will be supervised and kept away from other students.


A search can be carried out if the authorised member of staff has reasonable grounds for suspecting that the student is in possession of a prohibited item or any item identified which a search can be made, or if the student has agreed.


An appropriate location for the search will be found. Where possible, this will be away from other students. The search will only take place on the premises or where the member of staff has lawful control or charge of the student, for example on a trip.


Before carrying out a search the authorised member of staff will:


· Assess whether there is an urgent need for a search


· Assess whether not doing the search would put other students or staff at risk


· Consider whether the search would pose a safeguarding risk to the student

· Explain to the student why they are being searched


· Explain to the student what a search entails – e.g. “I will ask you to turn out your pockets and remove your scarf”

· Explain how and where the search will be carried out


· Give the student the opportunity to ask questions


· Seek the student’s co-operation 

If the student refuses to agree to a search, the member of staff can give an appropriate behaviour sanction. 

If they still refuse to co-operate, the member of staff will contact the Service Manager and/or DSL to try to determine why the student is refusing to comply. 


The authorised member of staff will then decide whether to use reasonable force to search the student. This decision will be made on a case-by-case basis, taking into consideration whether conducting the search will prevent the student harming themselves or others, damaging property or causing disorder.


The authorised member of staff can use reasonable force to search for any prohibited items identified in section 3


The authorised member of staff may use a metal detector to assist with the search.

An authorised member of staff may search a student’s outer clothing, pockets and/or possessions

‘Outer clothing’ includes:


· Any item of clothing that isn't worn wholly next to the skin or immediately over underwear (e.g. a jumper or jacket being worn over a t-shirt)

· Hats, scarves, gloves, shoes or boots

Searching students’ possessions


Possessions means any items that the student has or appears to have control of, including:


· Bags


· Pencil cases


· Mobile phone cases


A student’s possessions can be searched for any item if the student agrees to the search. If the student does not agree to the search, staff can still carry out a search for prohibited items (listed in section 3) 

An authorised member of staff can search a student’s possessions when the student and another member of staff are present. 


If there is a serious risk of harm if the search is not conducted immediately, or it is not reasonably practicable to summon another member of staff, the search can be carried out by a single authorised member of staff.


Informing the Service Manager & designated safeguarding lead (DSL)


The staff member who carried out the search should inform the Service Manager and DSL without delay:


· Of any incidents where the member of staff had reasonable grounds to suspect a student was in possession of a prohibited item as listed in section 3

· If they believe that a search has revealed a safeguarding risk


All searches for prohibited items (listed in section 3), including incidents where no items were found, will be recorded in the school’s safeguarding system and a behaviour log completed (Appendix 1)

Informing parents/carers

Parents/carers will always be informed of any search for a prohibited item (listed in section 3). A member of staff will tell the parents/carers as soon as is reasonably practicable:


· What happened

· What was found, if anything

· What has been confiscated, if anything

· What action the provision has taken, including any sanctions that have been applied to their child 


Support after a search


Irrespective of whether any items are found as the result of any search, the school will consider whether the student may be suffering or likely to suffer harm and whether any specific support is needed (due to the reasons for the search, the search itself, or the outcome of the search). 


If this is the case, staff will follow the school’s safeguarding policy and speak to the designated safeguarding lead (DSL). The DSL will consider whether pastoral support, an early help intervention or a referral to children’s social care is appropriate. 


Strip searches


The authorised member of staff’s power to search outlined above does not enable them to conduct a strip search (removing more than the outer clothing) and strip searches on premises shall only be carried out by police officers in accordance with the Police and Criminal Evidence Act 1984 (PACE) Code C.  


Before calling the police, staff will assess and balance the risk of a potential strip search on the student’s mental and physical wellbeing and the risk of not recovering the suspected item.


Staff will consider whether introducing the potential for a strip search through police involvement is absolutely necessary, and will always ensure that other appropriate, less invasive approaches have been exhausted first.


Once the police are on the premises, the decision on whether to conduct a strip search lies solely with them. The provision will advocate for the safety and wellbeing of the student(s) involved. Staff retain a duty of care to the student involved and should advocate for student wellbeing at all times. 


Communication and record-keeping


Where reasonably possible and unless there is an immediate risk of harm, before the strip search takes place, staff will contact at least 1 of the student’s parents/carers to inform them that the police are going to strip search the student and ask them if they would like to come into the provision to act as the student’s appropriate adult. If the provision can’t get in touch with the parents/carers, or they aren’t able to come into school to act as the appropriate adult, a member of staff can act as the appropriate adult (see below for information about the role of the appropriate adult). 


The student’s parents/carers will always be informed by a staff member once a strip search has taken place. The provision will keep records of strip searches that have been conducted on the premises, and monitor them for any trends that emerge.


Who will be present


For any strip search that involves exposure of intimate body parts, there will be at least 2 people present other than the student, except in urgent cases where there is risk of serious harm to the student or others. 


One of these must be the appropriate adult, except if: 


· The student explicitly states in the presence of an appropriate adult that they do not want an appropriate adult to be present during the search, and 


· The appropriate adult agrees


If this is the case, a record will be made of the student’s decision and it will be signed by the appropriate adult.


No more than 2 people other than the student and appropriate adult will be present, except in the most exceptional circumstances. 


The appropriate adult will: 


· Act to safeguard the rights, entitlements and welfare of the student

· Not be a police officer or otherwise associated with the police


· Not be the Service Manager

· Be of the same sex as the student, unless the student specifically requests an adult who is not of the same sex 


Except for an appropriate adult of a different sex if the student specifically requests it, no one of a different sex will be permitted to be present and the search will not be carried out anywhere where the student could be seen by anyone else. 


Care after a strip search

 

After any strip search, the student will be given appropriate support, irrespective of whether any suspected item is found. The student will also be given the opportunity to express their views about the strip search and the events surrounding it. 


As with other searches, the provision will consider whether the student may be suffering or likely to suffer harm and whether any further specific support is needed (due to the reasons for the search, the search itself, or the outcome of the search). 


Staff will speak to the designated safeguarding lead (DSL). The DSL will consider if, in addition to pastoral support, an early help intervention or a referral to children’s social care is appropriate. 


Any student(s) who have been strip searched more than once and/or groups of students who may be more likely to be subject to strip searching will be given particular consideration, and staff will consider any preventative approaches that can be taken.

7.7 Off-site misbehaviour


Sanctions may be applied where a student has misbehaved off-site when representing the provision. This means misbehaviour when the student is:


·   Taking part in any provision-organised or provision-related activity (e.g. trips)


·   Travelling to or from the provision

·   In any other way identifiable as a student of the provision

Sanctions may also be applied where a student has misbehaved off-site, at any time, whether or not the conditions above apply, if the misbehaviour:

·   Could have repercussions for the orderly running of the provision

·   Poses a threat to another student 


·   Could adversely affect the reputation of the provision

Sanctions will only be given out on provision’s premises or elsewhere when the student is under the lawful control of a staff member (e.g. on a provision-organised trip).

7.8 Online misbehaviour

The provision can issue behaviour sanctions to students for online misbehaviour when:

· It poses a threat or causes harm to another student

· It could have repercussions for the orderly running of the provision

· It adversely affects the reputation of the provision

· The student is identifiable as a member of the provision

Sanctions will only be given out on provision’s premises or elsewhere when the student is under the lawful control of a staff member.

7.9 Suspected criminal behaviour

If a student is suspected of criminal behaviour, the provision will make an initial assessment of whether to report the incident to the police. 

When establishing the facts, the provision will endeavour to preserve any relevant evidence to hand over to the police.

If a decision is made to report the matter to the police, the Service Manager/DSL will make the report.

The provision will not interfere with any police action taken. However, the provision may continue to follow its own investigation procedure and enforce sanctions, as long as it does not conflict with police action.

If a report to the police is made, the designated safeguarding lead (DSL) will make a tandem report to children’s social care, if appropriate.

7.10 Zero-tolerance approach to sexual harassment and sexual violence

The provision will ensure that all incidents of sexual harassment and/or violence are met with a suitable response, and never ignored.

Students are encouraged to report anything that makes them uncomfortable, no matter how ‘small’ they feel it might be.

The provision’s response will be:

·   Proportionate


·   Considered


·   Supportive


·   Decided on a case-by-case basis


The provision has procedures in place to respond to any allegations or concerns regarding a child’s safety or wellbeing. These include clear processes for:

· Responding to a report


· Carrying out risk assessments, where appropriate, to help determine whether to:


· Manage the incident internally


· Refer to early help


· Refer to children’s social care


· Report to the police


7.11 Malicious allegations

Where a student makes an allegation against a member of staff and that allegation is shown to have been deliberately invented or malicious, the provision will consider whether to discipline the student in accordance with this policy.

Where a student makes an allegation of sexual violence or sexual harassment against another student and that allegation is shown to have been deliberately invented or malicious, the provision will consider whether to discipline the student in accordance with this policy.

In all cases where an allegation is determined to be unsubstantiated, unfounded, false or malicious, the provision, in collaboration with the local authority designated officer (LADO), where relevant) will consider whether the student who made the allegation is in need of help, or the allegation may have been a cry for help. If so, a referral to children’s social care may be appropriate.

The provision will also consider the pastoral needs of staff and students accused of misconduct.

7.12 Searching, Screening and Confiscation of Electronic Devices


The changing face of information technologies and ever-increasing learner use of these technologies has meant that the Education Acts were updated to keep pace. Part 2 of the Education Act 2011 (Discipline) introduced changes to the powers afforded to schools by statute to search learners in order to maintain discipline and ensure safety. The act allows authorised persons to examine data on electronic devices if they think there is a good reason to do so. In determining a ‘good reason’ to examine or erase the data or files the authorised staff member must reasonably suspect that the data or file on the device in question relates to an offence and/or may be used to cause harm, to disrupt teaching or could break the school rules.

Following an examination, if the person has decided to return the device to the owner, or to retain or dispose of it, they may erase any data or files, if they think there is a good reason to do so.


Members of staff authorised by the Service Manager to carry out searches for and of electronic devices and to access and delete data/files from those devices should receive training that is specific and relevant to this role.

Specific training is required for those staff who may need to judge whether material that is accessed is inappropriate or illegal. 

Authorised staff have the right to search for such electronic devices where they reasonably suspect that the data or file on the device in question has been, or could be, used to cause harm, to disrupt teaching or break the school rules.

· Searching with consent - Authorised staff may search with the learner’s consent for any item


· Searching without consent - Authorised staff may only search without the learner’s consent for anything which is either ‘prohibited’ (as defined in Section 550AA of the Education Act 1996) or appears in the school rules as an item which is banned and may be searched for


· Electronic devices, including mobile phones, can contain files or data which relate to an offence, or which may cause harm to another person. This includes, but is not limited to, indecent images of children, pornography, abusive messages, images or videos, or evidence relating to suspected criminal behaviour. 


· As with all prohibited items, staff should first consider the appropriate safeguarding response if they find images, data or files on an electronic device that they reasonably suspect are likely to put a person at risk


· Staff may examine any data or files on an electronic device they have confiscated as a result of a search ..  if there is good reason to do so (defined earlier in the guidance as)


· poses a risk to staff or students; 


· is prohibited, or identified in the school rules for which a search can be made  or 


· is evidence in relation to an offence.


· If the member of staff conducting the search suspects they may find an indecent image of a child (sometimes known as nude or semi-nude images), the member of staff should never intentionally view the image, and must never copy, print, share, store or save such images. When an incident might involve an indecent image of a child and/or video, the member of staff should confiscate the device, avoid looking at the device and refer the incident to the designated safeguarding lead (or deputy) as the most appropriate person to advise on the school’s response. Handling such reports or concerns can be especially complicated and schools should follow the principles as set out in Keeping children safe in education. The UK Council for Internet Safety also provides the following guidance to support school staff and designated safeguarding leads: Sharing nudes and semi-nudes: advice for education settings working with children and young people. 


· If a member of staff finds any image, data or file that they suspect might constitute a specified offence, then they must be delivered to the police as soon as is reasonably practicable. 


· In exceptional circumstances members of staff may dispose of the image or data if there is a good reason to do so. In determining a ‘good reason’ to examine or erase the data or files, the member of staff must have regard to the following guidance issued by the Secretary of State 


· In determining whether there is a ‘good reason’ to examine the data or files, the member of staff should reasonably suspect that the data or file on the device has been, or could be used, to cause harm, undermine the safe environment of the school and disrupt teaching, or be used to commit an offence. 


· In determining whether there is a ‘good reason’ to erase any data or files from the device, the member of staff should consider whether the material found may constitute evidence relating to a suspected offence. In those instances, the data or files should not be deleted, and the device must be handed to the police as soon as it is reasonably practicable. If the data or files are not suspected to be evidence in relation to an offence, a member of staff may delete the data or files if the continued existence of the data or file is likely to continue to cause harm to any person and the student and/or the parent refuses to delete the data or files themselves


The examination of the data/files on the device should go only as far as is reasonably necessary to establish the facts of the incident. Any further intrusive examination of personal data may leave the school open to legal challenge.  It is important that authorised staff should have training and sufficient knowledge of electronic devices and data storage. 

Members of staff may require support in judging whether the material is inappropriate or illegal. One or more Senior Leaders should receive additional training to assist with these decisions. Care should be taken not to delete material that might be required in a potential criminal investigation. 

The provision should also consider their duty of care responsibility, in relation to those staff who may access disturbing images or other inappropriate material whilst undertaking a search. Seeing such material can be most upsetting. There should be arrangements in place to support such staff.  The school may wish to add further detail about these arrangements. 

A record should be kept of the reasons for the deletion of data/files (see Appendix 1)

Care of Confiscated Devices

· School staff are reminded of the need to ensure the safe keeping of confiscated devices, to avoid the risk of compensation claims for damage/loss of such devices.

8. Serious sanctions 

8.1 Removal from rooms

In response to serious or persistent breaches of this policy, the provision may remove the student from the classroom for a limited time.

Students who have been removed will continue to receive education under the supervision of a member of staff which is meaningful, but it may differ from the mainstream curriculum.

Removal is a serious sanction and will only be used in response to serious misbehaviour. Staff will only remove students from the room once other behavioural strategies have been attempted, unless the behaviour is so extreme as to warrant immediate removal.

Removal can be used to:

· Restore order if the student is being unreasonably disruptive


· Maintain the safety of all students


· Allow the student to continue their learning in a managed environment


· Allow the student to regain calm in a safe space


Students should be reintegrated into the classroom as soon as appropriate and safe to do so. The provision will consider what support is needed to help a student successfully reintegrate into the classroom and meet the expected standards of behaviour.  

Parents/carers will be informed on the same day that their child is removed from the room.

The provision will consider an alternative approach to behaviour management for students who are frequently removed from rooms, such as:

· Alternative learning environments within the provision


· Meetings with the Welfare Team

· Short-term behaviour report cards


· Long-term behaviour plans


· Referral back to school with alternative pathway signposted

Staff will record all incidents of removal from the room along with details of the incident that led to the removal, and any protected characteristics of the student in the behaviour log.

8.2 Referral back to school

The provision can refer the students back to school in response to serious incidents or in response to persistent poor behaviour which has not improved following sanctions and interventions.  

The decision to refer the student back to school will be made by the Service Manager and only as a last resort and will be accompanied by signposting to alternatives

9. Responding to misbehaviour from students with SEND


9.1 Recognising the impact of SEND and medical needs on behaviour


The provision recognises that students’ behaviour may be impacted by a special educational need or disability (SEND) or a medical need.


When incidents of misbehaviour arise, we will consider them in relation to a student’s SEND and medical needs, although we recognise that not every incident of misbehaviour will be connected to their SEND or medical need. Decisions on whether a student’s SEND or medical need had an impact on an incident of misbehaviour will be made on a case-by-case basis. 


When dealing with misbehaviour from students with SEND or medical needs, especially where their SEND or medical need affects their behaviour, the provision will balance their legal duties when making decisions about enforcing the behaviour policy. The legal duties include:


· Taking reasonable steps to avoid any substantial disadvantage to a disabled student being caused by the school’s policies or practices (Equality Act 2010)


· Using our best endeavours to meet the needs of students with SEND (Children and Families Act 2014)


· If a student has an education, health and care (EHC) plan, the provisions set out in that plan must be secured and the school must co-operate with the local authority and other bodies


· Supporting students with medical conditions at school 

As part of meeting these duties, the provision will anticipate, as far as possible, all likely triggers of misbehaviour, and put in place support to prevent these from occurring.

Any preventative measures will take into account the specific circumstances and requirements of the student concerned such as:

· Short, planned movement breaks


· Adjusted seating plans


· Training for staff


· Regulation spaces


9.2 Adapting sanctions for students with SEND and medical needs

When considering a behavioural sanction for a student with SEND or medical needs, the provision will take into account:


· Was the student unable to understand the rule or instruction? 


· Was the student unable to act differently at the time as a result of their SEND or medical need? 


· Is the student likely to behave aggressively due to their particular SEND or medical need? 


If the answer to any of these questions is ‘yes’, it may be unlawful for the provision to sanction the student for the behaviour.

The provision will then assess if it is appropriate to use a sanction and if so, whether any reasonable adjustments need to be made to the sanction.


9.3 Considering whether a student displaying challenging behaviour may have unidentified SEND


The Local Authority may evaluate a student who exhibits challenging behaviour to determine whether they have any underlying needs that are not currently being met.


Where necessary, support and advice will also be sought from specialist teachers, an educational psychologist, medical practitioners and/or others, to identify or support specific needs.


When acute needs are identified in a student, we will liaise with external agencies and plan support programmes for that child. We will work with parents/carers to create the plan and review it on a regular basis.


9.4 Students with an education, health and care plan (EHCP)

The provisions set out in the EHCP must be secured and the provision will co-operate with the local authority and other bodies. 


If the provision has a concern about the behaviour of a student with an EHCP, it will make contact with the school and SEN Officer to discuss the matter. If appropriate, the provision may request an emergency review of the EHCP with the school/SEN Officer

10. Supporting students following a sanction

Following a sanction, the provision will consider strategies to help the student to understand how to improve their behaviour and meet the expectations of the provision. These could include:

· A report card with personalised behaviour goals


· Restoration meetings


· Regular welfare meetings with a member of the Welfare Team


ALL BEHAVIOUR INCIDENTS SHOULD BE REPORTED & RECORDED USING APPENDIX 2

11. Student transition

11.1 Inducting incoming students


The provision will support incoming students to meet behaviour standards by offering an induction process to familiarise them with the behaviour policy and the wider culture.

11.2 Preparing outgoing students for transition


To ensure a smooth transition, all students have a personalised transition plan.

To ensure behaviour is continually monitored and the right support is in place, information relating to student behaviour issues may be transferred to the new school.


12. Training


As part of their induction process, our staff are provided with regular training on managing behaviour, including training on:


· The proper use of restraint (de-escalation & Team Teach)

· The needs of the students at the school


· How SEND and mental health needs can impact behaviour


 


13. Monitoring arrangements


13.1 Monitoring and evaluating behaviour

The provision will collect data on the following:


· Behavioural incidents, including removal from the room

· Attendance


· Referrals back to school


· Incidents of searching and confiscation


The data will be analysed every term by the Service Manager

The provision will use the results of this analysis to make sure it is meeting its duties under the Equality Act 2010. If any trends or disparities between groups of students are identified by this analysis, the provision will review its policies to tackle them.

Appendix 1: Student & Parent/Carer Agreement


		STUDENT’S name:




		



		Date:

		





I agree to follow the Relationships & Respect Policy and understand the consequences of any breaches


Signed (student) …………………………………………………………


Signed (parent) ……………………………………………………………


Appendix 2: Student Incident Reporting Form (including self-harm, behaviour & bullying)

This form should be used for all student incidents of self-harm, behaviour, bullying or where injury has occurred
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		Student Name

		



		Student Date of Birth

		



		Student SEN Status

		EHCP?



		Student Medical Need

		



		Student Key Tutor

		



		Student SLT link

		



		Student On Roll School

		





		Name of Staff Member reporting incident

		



		Name of SLT link completing form

		





		Date & Time of Incident

		



		Place of Incident

		



		Students involved

		



		Staff involved

		





		What happened?

		





Have the following been informed:


		Key tutor & SLT link

		



		DSL/DDSL

		



		Parents

		



		School

		



		CAMHS (if applicable)

		



		Police (if applicable)

		



		CSC (if applicable)

		





Has the following support been offered to staff involved (state staff initials):


		

		Offered

		Accepted



		Supervision with a member of SLT

		

		



		Vivup

		

		



		OH referral

		

		



		SMAP

		

		



		Other

		

		





		Does an investigation need completing?

		Yes/No



		Investigation process

		Take statements from all students and staff involved



		What was the investigation outcome?

		





What follow up is required from this incident?


		

		Yes/No



		Updated risk assessment

		



		Parental meeting

		



		Amended timetable/different pathway

		



		Change of staff

		



		Medical interventions/therapy sessions

		



		Other

		Give details








		Has the incident been recorded on Arbor?


Behaviour: Incidents: Add

		



		For any injury


Has the incident been recorded on Spheracloud (SLT to complete this)?

		





Appendix 3: Positive Handling Record Form


Incident Details


		Name of student

		

		Key Tutor/Group

		



		Date

		

		Time

		



		Location

		





Staff Details


		Staff Name

		Trained in Physical Restraint (Y/N)

		Using Restraint or Witness to Restraint

		Which Restraint Used?

		Length of Time



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		





		Description of student’s behaviour prior to intervention



		





		De-escalation techniques used (and by whom) prior to intervention



		





		Name of staff recording

		



		Signed

		



		Date

		



		Parent informed (Y/N) and date

		





Appendix 4: Behaviour Support Plan

		Behaviour SUPPORT Plan   


STUDENT name:                                        Key Tutor/GroUP:                  



		Date plan starts:



Date of next review:

		Medical conditions/needs:


SEN:





		Challenging behaviour


What does it look like?


How often does it happen?


How long does it last?




		Targets


What are we working towards?


How do we get there?





		Reasons for the behaviour


Consult parents/carers and the student (where appropriate) when filling out this box.


What’s going on in the student’s life that might be causing this behaviour?


Why might this behaviour happen?


· To get attention


· To avoid something


· To get something tangible 


· To meet a sensory need

		Any special educational needs (SEN) that may affect behaviour 


If the student has SEN that affects behaviour, they should be detailed here.


How does the student’s SEN affect their behaviour?


How could the R&R Policy be adapted to meet their needs?






		Strategies for maintaining positive behaviour


How do we maintain positive behaviour?


What does the student like?


· Phrases to use


· Rewards, motivators




		Triggers and warning signs


What triggers might cause an incident?


How do we prevent an incident?


· What to look out for


· How to respond (reminders, alternative environment)





		Reactive strategies


How do we diffuse the situation?


· What to do and what not to do


· Phrases to use


· Calming techniques


At what stage should another member of staff be informed? Who should this be?

		Support after an incident


How do we help the student reflect and learn from the incident?


Is there anything that staff can learn about working with this student?







		Agreement:


Parent/carer name 
         


Parent/carer signature 



Date


		Staff name


Staff signature


Date



		Behaviour plan evaluation and next steps:


How effective is the plan?


Record suggestions to be considered when this plan is reviewed.
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Introduction



MNHES is committed to providing the highest level of care for both its students and staff. It is extremely important that any allegations of abuse against a teacher, any other member of staff, or volunteer in our provision is dealt with thoroughly and efficiently, maintaining the highest level of protection for the child whilst also giving support to the person who is the subject of the allegation. Our policy is in line with statutory guidance from the Department of Education. This policy is designed to ensure that all staff, students and parents or carers are aware of the procedure for the investigation of allegations of abuse in order that all complaints are dealt with consistently and as efficiently as possible. We hope that having a clear policy outlined will help students to feel comfortable that they can voice concerns about any member of staff. Allegations will be reported to the Service Manager immediately or to the STaSS Strategic Manager where the Service Manager is the subject of concern. All allegations will be taken seriously and investigated immediately.



When a professional has information or a concern which suggests that an adult volunteering, or working with, or on behalf of children, has;

 

· Behaved in a way that has harmed, or may have harmed a child

· Possibly committed a criminal offence against, or related to a child or

· Behaved towards a child or children in a way that indicates they may pose a risk of harm to children.

· Behaved or may have behaved in a way that indicates they may not be suitable to work with children

 

The Service Manager or another member of provision management should contact 01274 435600 and ask to be put through to Duty LADO. If the Duty LADO is not available then the provision will be asked to send an email requesting a call back to LADO@bradford.gov.uk specifying their name, role, agency and contact details only. 

 

A LADO Referral Form may then need to be submitted, which can be found on the Bradford Safeguarding Children Partnership's website.

 

If a referral is requested the completed LADO referral forms should be attached as a word document and sent by secure to LADO@bradford.gov.uk. 



Purpose



The procedure for dealing with allegations against staff depends on the situation and circumstances surrounding the allegation. This policy must be followed when dealing with allegations but may be adapted to each case. This policy will be used alongside the provision’s Complaints Policy and Child Protection and Safeguarding Policy.



This policy will be used in any case where it is suspected or alleged that a member of staff, a teacher or a volunteer at the provision has:

· Behaved in such a way that may have harmed a child or may have intended to harm a child. Our Child Protection Policy outlines what it means to harm a child

· Acted outside of the law in relation to dealings with a child

· Behaved in any way that suggests they may be unsuitable to work with children



Timescale



It is imperative that allegations against staff are dealt with as efficiently as possible to:



· Minimise the risk to the child

· Minimise the impact on the child’s academic progress

· Ensure a fair and thorough investigation for all parties.



To enable this to happen, all staff, parents and students should be aware of the procedures set out in this policy.



Procedure



Reporting an allegation 

All concerns of poor practice or possible child abuse by staff should be reported immediately to the Service Manager. Complaints about the Service Manager should be reported to the STaSS Strategic Manager who will then contact the Local Authority Designated Officer (LADO). Staff who are concerned about the conduct of a colleague towards a student are undoubtedly placed in a very difficult situation. They may worry that they have misunderstood the situation and they will wonder whether a report could jeopardise their colleague’s career. All staff must remember that the welfare of the child is paramount and must report their concerns immediately. 



The LADO will be contacted by the Service Manager/Designated Safeguarding Lead/ STaSS Strategic Manager and a discussion will take place to decide whether: 



· No further actions are needed

· A strategy discussion should take place

· There should be immediate involvement of the police or social care.



The provision will share available information with the LADO about the allegation, the child, and the person against whom the allegation has been made and consider whether a police investigation or a strategy discussion is needed. Representatives from other agencies may be invited into the discussion and could include representatives from health, social care, the GP and police. (Local Authority Designated Officer – LADO, Children’s Safeguarding Unit)



Investigation



An investigation into the allegations is normally carried out by the Children’s Social Services or by the provision. This will be agreed at the initial evaluation stage. Where the Provision is not conducting the investigation it will cooperate with investigative agencies. Internal investigations must be second to any safeguarding investigation and may need to be delayed until the external investigation is complete.



Supporting those involved



The person(s) who make the allegation and their parents/carers:



                                Parents and carers will be notified if their child makes or is involved in an allegation against staff if they do not already know. However, if the police or social services are to be involved, they will be contacted first and will advise as to what information may or may not be disclosed to the parents. Parents and carers will be made aware of progress in the investigation, and where there is no criminal prosecution, the outcome will be explained to them. This may be a disciplinary outcome. During a disciplinary hearing the deliberations and information used for making a decision are usually confidential, but parents will be told of the outcome. Social services and the police may be involved, depending on the severity of the case, and will provide the provision with advice on what type of additional support the child may need.



                                The council’s Whistleblowing Policy enables staff to raise concerns or allegations against their colleagues in confidence and for a sensitive enquiry to take place.



	The employee:



MNHES has a duty of care to its employees and will do everything to minimise the stress of any allegations and the disciplinary process. The person who is the subject of the investigation will be informed as soon as the allegation has been made, but only after the Service Manager has spoken to the STaSS Strategic Manager. The employee will then be advised on what the next course of action will be. However, if the police or social services are to be involved, they will be contacted before the employee and will advise as to what information may be disclosed to the person under investigation. The named representative will keep the subject of the allegation informed of the progress of the case and any other work-related issues. If that person has been suspended, they will keep them informed of any developments from provision. If the employee is a member of a union or any other professional association, they should be advised to contact that body at the outset of the investigation. The employee may need additional support and the provision should consider what might be appropriate to best accommodate this. If it is a criminal investigation and the police are involved, they may provide this additional support. The provision will make every effort to guard the privacy of all parties during and after an investigation into an allegation. It is a criminal offence to publish information that could lead to the identification of someone who is the subject of an allegation before they are charged or summonsed.



Suspensions



The provision will not suspend a member of staff without serious consideration, and will not do it automatically once an allegation has been made. Depending on the nature of the case, it may be possible that alternative arrangements are made so that the individual can continue working, but is removed from the student making the allegation. A suspension may be decided upon if it is deemed that the child or other children may be at risk of harm, or if the nature of the case warrants a criminal investigation. The Service Manager/ STaSS Strategic Manager holds the power to suspend an employee but will be advised by the police and or social care whether or not a suspension is necessary. Where there is a chance of suspension, the employee will receive confirmation within one working day and will be informed of the reason for the suspension. 



Resignations



If an employee hands in their resignation when the allegation is made against them or during an investigation, the investigation will still continue until an outcome has been reached, with or without the person’s cooperation. They will be given full opportunity to answer the allegation. Compromise agreements will not be used in situations which are relevant to these procedures.



Record keeping



Detailed records of all allegations made, investigations and outcomes should be kept in the personal file of the person who has been under investigation. This person should be given a copy of the same information. This will enable the provision to:



· Provide all the necessary information for future provisions if they require a reference. Where DBS checks highlight incidents of allegations that did not result in any criminal charges, records will need to show exactly what happened, what points of action were taken during  and after the investigation, and how the result of the investigation was reached

· Prevent unnecessary re-investigation in the future if an allegation re-surfaces.



The record will be kept, including for people who leave the organisation, at least until the person reaches normal retirement age or for 10 years if that will be longer, from the date of the allegation. Allegations that are proven to be malicious will not be kept on employment records or used in employee references. The records will be kept by the provision. Details of any allegation made by the student will be kept in the confidential section of their record.



Action on conclusion of the case



If the investigation results in the dismissal or resignation of a person, and that person has been charged with a criminal offence, a referral must be made immediately by the provision to the Independent Safeguarding Authority. The provision will be advised on this by the police and/or social services. If it is decided that the employee may return to provision (after a suspension) then provisions will be put in place by the provision to ensure that the transition is as smooth as possible. This may involve a phased return for a trial period or the use of another member of staff as a support system in the short term. If the child who made the allegation is still at the provision, the provision will consider what needs to be done to manage contact between employee and child.



Action in case of false allegations



Where an allegation is proven to be false, the Service Manager and STaSS Strategic Manager may refer to Social services to determine whether the child is in need of special care, or to help to understand if they are being abused elsewhere. If an allegation is found to be intentionally factitious and malicious, the Service Manager will decide what the proper sanction will be for the student who made the false allegation. The Service Manager may wish to include the Management Committee when considering what action to take. The provision has the power to suspend or permanently exclude students who make false claims, or refer the case to the police if the provision thinks a criminal offence has been committed. If the claim has been made by a person who is not a student, the provision will hand the information over to the police who may take further action against that person.



After the case



No matter what the outcome is of an allegation of abuse against staff, the provision will review the case to see if there are any improvements that can be made in its practice or policy that may help to prevent similar cases in the future.
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Introduction

Good infection control is essential to ensure that people who use Health and Social Care Services
receive safe and effective care. Effective prevention and control of infection must be part of
everyday practice and be applied consistently by everyone.

Good management and organisational processes are crucial to make sure that high standards of
infection prevention and control are set up and maintained.

As the regulator of Health and Adult Social Care in England, the Care Quality Commission
(CQC) will provide assurance that the care people receive meets essential levels of quality and
safety.

The Health and Social Care Act outlines what hospitals in England need to do to ensure
compliance with the registration requirement for cleanliness and infection control, and sets out 10

compliance criteria.

1. Systems to manage and monitor the prevention and control of infection. These systems use
risk assessments and consider how susceptible patients are and any risks that their
environment and other patients may pose to them.

2. Provide and maintain a clean and appropriate environment in managed premises that

facilitate good hygiene practices.

. 'Provide suitable and accurate information on infections to patients and their visitors.

4. Provide suitable accurate information on infections to any person concerned with providing
further support or nursing/medical care in a timely fashion.

5. Ensure that people who have/develop an infection are identified promptly and receive the
appropriate treatment and care to reduce the risk of passing on the infection to other
people.

6. Ensure that all staff and those employed to provide care in all settings are fully involved in

the process of preventing and controlling infection.

Provide or secure adequate isolation facilities -

Secure adequate access to laboratory support as appropriate.

9. Have and adhere to policies designed for the individual's care and provider organisations
that will help to prevent and control infections.

10.Ensure, so far as reasonably practicable, that care workers are free of and are protected
from exposure to infections that can be caught at work and that all staff are suitably
educated in the prevention and control of infection associated with the provision of health
and social care. |
The Health and Social Act 2008 (Updated in 2015)

w
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Infection Prevention

The term HCAI (Health Care Associated Infection) covers a wide range of infections. The most
well-known include those caused by methicillin resistant Staphylococcus aureus (MRSA),
Methicillin-sensitive Staphylococcus aureus (MSSA), Clostridium difficile (C.diff), Escherichia coli

(E.coli) and COVID-19. -

HCAIs cover any infection contracted:

> as a direct result of treatment in, or contact with, a health or social care setting

> as a direct result of healthcare delivery in the community
» as a result of an infection originally acquired outside a healthcare setting (for example, in

the community) and brought into a healthcare setting by patients, staff or visitors and
transmitted to others within that setting (for example, Norovirus). .

Infection prevention and control is a key priority for the NHS, and Public Health England (PHE)
has a responsibility to advise and support the NHS and others in their efforts to prevent HCAIls and

any associated risks to health.

The Chain of infection

A series of events has to happen to enable germs (bacteria, viruses or fungi) to cause infections in
a patient. We call this the ‘Chain of Infection’. We can think of each part of the process as a
separate ‘link’ in the chain. And if we can break a link at any part of the chain, we can stop

infections from happening.
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How do we prevent healthcare infections?

By applying standard precautions at all times and to all patients, best practice
becomes second nature and the risks are minimised’ RCN 2012

.
Standard Precautiogs Airedale

NHS Foundation Trust

» Golden rule

« Blood /body substance spillage
» Hand hygiene

« Mantain skin integrity

« Sharps safety

« Safe handling of chnical waste
« Decontamination of equipment
» Decontamination of environment

» Personal Protective equipment (PPE)
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Standard pecautions

olden rule-
Treat all body fluids

as if highly infectious
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Blood/Body Substance Spillage

Deal with any blood/body fluid spllage immediately. This protects staff from
transmission through germs in blood or body fluids and reduces the risk of
germs contaminating the environment.

Blood Spillage: Wear PPE to protect your hands and uniform (and a surgical
mask/visor if there is a risk of blood splashing into your face). Use paper towels to
absorb the fluid. Dispose of the paper towels in an orange clinical waste bag.Clean
with hot water and detergent followed by 10,000ppm hypochlorite solution (Milton).
Ensure a window is opened as the chlorine smell is very strong.

Urine, faeces and vomit: Wear PPE to protect your hands and uniform (and a
surgical mask/visor if there is a risk of body fluids splashing into your face). Use paper
towels to absorb the fluid. Clean with hot water and detergent followed by 1,000ppm
hypochlorite solution or an agent that contains both: e.g. Tristel fuse. Dispose of the
paper towels in an orange clinical waste bag.

Hand Hygiene

This protects staff by removing germs acquired on their hands from the patient or their
environment and prevents passing them onto other patients either directly or in-directly.

It is important to recognise that the hands of health care staff will always carry
bacteria, be it their own bacteria or those that have attached as a result of activities
(e.g. handling equipment, touching surfaces or patients). Remember, the greatest
concentrations of micro-organisms are found beneath your finger nails.

Although it is not possible to sterilise your hands, the number of bacteria present
can be reduced significantly through good hand hygiene practice.

Situations that pose the greatest risks include, but are not limited to:
. Before patient contact

. Before contact with a susceptible patient
site (such as an invasive device or wound)

. Before an aseptic task

. After exposure to body fluids (e.g. blood,
vomit, faeces, urine)

. After glove removal

. After patient contact
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. After contact with the patient’s immediate
environment.

To support compliance with hand hygiene in the
workplace, health care workers should meet the following

standards while working:

Keep nails short, clean and polish free
Avoid wearing wrist watches and jewellery
Avoid wearing rings with ridges or stones. (A plain wedding band is

Do not wear artificial nails or nail extensions

Cover any cuts and abrasions with a waterproof dressing

Wear short sleeves or roll up sleeves prior to hand hygiene

Report any skin conditions affecting hands (for example, psoriasis or

dermatitis) to Employee Health and Wellbeing for advice.

Correct Hand Wash W Airedale Y75

Technique
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Wet hands first, then Paim to paim.

apply soap.

Backs of fihgers to opposing
palms with fingers interlocked.
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Right palm over left dorsum Palm to palm
and left palm over right dorsum. fingears interlaced.

|

Rotational rubbing of right Rotational rubbing, backwards and Dry hands
thumb clasped in laft palm forwards with clasped fingers of right )
and vice versa, hand in left palm and vice versa.

After applying hygienic hand rub to your hands, you should follow the same six
steps and rub it into each area of your hand until dry.

Getting patients to:

v Wash their hands with soap and water after opening their bowels will remove any germs
present, thus preventing them from being left in the environment.

v' Wash their hands before eating will prevent them from ingesting any germs picked up
from the environment '
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Maintain Skin Integrity

Wet hands transfer micro-organisms more effectively than dry : Gojo.

HAND MEDIC

ones, and inadequately dried hands can also be prone to
developing skin damage.

Disposable paper hand towels should be used to ensure hands
are dried thoroughly. Fabric towels are not suitable for use in
health care facilities as these quickly become contaminated with

micro-organisms.

Applying liquid soap directly to dry hands can irritate and dry
out the skin making it painful to wash. Therefore, always wet
your hands first.

Using moisturiser as you start work, before breaks and as you
leave will-protect and maintain the skin integrity.

Sharps Safety

Safe disposal of contaminated sharps reduces the risk of needlestick and contamination injuries
and protects staff from acquiring Blood borne viruses (such as HepB,
HepC and HIV)

This is classified as healthcare waste and must be disposed of in a rigid
sharps container that complies with UN3291 and BS7329 standards.
Refer to Prevention and Management of Contamination Injuries
Policies on Aireshare. Ensure that whilst assembling sharps bins that lids
are firmly clicked down and the label is completed and signed for by the
person who assembled it.

When a sharps bin is not in use, pull the lid a third of the way across (see
picture) to where it says ‘TEMP’. This is called ‘temporary closure’ and will
prevent sharps from falling out of the bin if it is accidently dropped. -

-~

When sharps containers are % full they must be closed securely and the person closing it rﬁust
complete and sign the label on the container. The bin must be placed for

p 7 . collection in the clinical waste area and must not be placed inside a
B 4 clinical waste bag.
s e |
ﬂi - Tips for prevention of sharps injuries:

v" Never re-sheath needles
v' Use safety devices where possible
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Never walk with sharps.Have the sharps bin attached to the white tray with your equipment
on

Do not overfill sharps bin

Do not push items into bins to make more room!

Do not use sharps bin for objects other than Sharps

Disposing of needle and syringe as a unit reduces risk of injury

Wearing gloves can remove up to 80% of blood from

a needle in the event of an injury

Make sure lighting and space to perform the

procedure is adequate

S St Y S

<

If a sharps bin is full, Do not use it. Close it up and start a new one. This is the responsibility of all
clinical staff.

Management of Contamination Injuries

® First Aid Treatment (Bleed the wound by
squeezing it, to remove any contamination)

® Wash the wound with soap and water, then dry
and cover with a water proof dressing.
. Inform Infection Prevention Team by dialing 0 for

switchboard and ask them to bleep one of the
Infection Prevention team.

. Complete documentation and risk assessment of the ‘donor’ of
the injury. (IPT will advise)

° Appropriate blood specimens will be recommended from the
donor and the member of staff.

o Inform Employee Health and Wellbeing (EHWB)

Safe Handling of Clinical Waste

The Management of healthcare waste is an essential part of ensuring that healthcare activities do
not pose a risk or potential risks of infection are securely managed. Therefore, in order to comply
with the Health Technical Memorandum 07:01 (HTM-07:01) Safe management of Health Care
Waste which states; ‘if you produce or deal with waste in any way shape or form it is your
responsibility to ensure it is handled and disposed of correctly; the following bags/containers are to

be used
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Black Bags for Domestic Waste

To be used for domestic waste e.g., flowers, hand towels,
clean packaging, items which would be disposed of in
household waste - Disposal method 96% recycled

Tiger Stripe Bags for Offensive waste/Non-
infectious Healthcare Waste

To be used for the disposal of all offensive/ non-
infectious healthcare waste which is offensive by
smell/appearance e.g. feminine waste, nappies, non-
infectious bandages, gloves,and aprons used with
treating a non-infectious patient

Orange Bags for Infectious Healthcare Waste

To be used for the disposal of Infectious healthcare waste
e.g., items/materials that have been used in the
treatment of patients who are known or suspected of
being infectious i.e., soiled dressings, infectious nappies,
feminine waste, gloves and aprons used when dealing
with an infectious patients (barrier nursing)

Yellow Bags for infectious Healthcare Waste with
Additional Characteristics (i.e. chemicals) 74

To be used for the disposal of healthcare waste that is
infectious but has additional characteristics e.g., human
tissue, chemically contaminated samples and diagnostic
kits (used in limited areas on site)

Consoles for All Paper Waste

To be used for the disposal of all paper waste,
confidential and non-confidential

Disposal Method: Recycled

=

' NB - It is essential that all “clinical waste” bags have the date and origin of where they have been
produced written on the bag when this is changed. Bags are to be swanned necked and fastened up
with ANHST tape.
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Yellow with a yellow lid

To be used for the disposal of sharps contaminated with'
medicines other than those that are Cytotoxic/Cytostatic

Yellow with an orange lid

To be used for the disposal of Sharps not contaminated
with medicines i.e. scissors, scalpels etc

Yellow with a purple lid

To be used for the disposal of Sharps contaminated with
cytotoxic/cytostatic medicines

Yellow with a red lid

To be used for the disposal of placenta waste from
maternity and other anatomical waste and diagnostic
. Specimens

Blue with a purple lid

To be used for the disposal of cytotoxic and cytostatic
medicinal waste in original packaging

Blue with a blue lid

To be used for the disposal of Pharmaceuticals
unwanted medicines

NB — the label on the front of the rigid container must be fully completed prior to bins being left for removal from

ward/department by Portering staff.

11
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Decontamination of Equipment s
One study showed that frequently touched articles in the patients’ ' |. ._Ef
) "

environment such as cardiac monitors, infusion pumps and bed rails

were grossly contaminated with micro- organisms. Any piece of equipment that is
used by or on a patient should be cleaned before being used on another patient by
ward staff. Therefore, members of staff need to be aware of their individual
responsibility for practising and promoting decontamination of reusable medical
devices (for example, blood pressure monitors) to ensure the safety of the patient,
themselves and the environment. Please see the ward cleaning checklist

o All patient equipment NOT contaminated with Blood or body fluids should be cleaned with
PDI/Clinell Universal wipes between patients.

e All patient equipment contaminated with Blood should be cleaned with 10,000ppm sodum
hypochlorite between patients.

e All patient equipment contaminated with body fluids should be cleaned with Tristel Fuse
between patients. | ¥ 5

¢ All electrical equipment should be cleaned with PDI sanicloth 70% wipes.

Equipment such as commodes need to be decontaminated with the correct

cleaning solution, which is Tristel Fuse. Three patients had the same strain of

Clostridium difficile on one of our wards at AGH. The commodes were swabbed

‘(—_-QE and the same strain of C. difficile spores were found. The

~ W commodes had been cleaned with detergent wipes which do not kill

C.diff spores. Commodes MUST always be cleaned with Tristel fuse

which kills C.diff spores and then marked as clean with green ‘I am clean’ tape .

Refer to: Medical Devices:Process for Decontamination, Cleaning and Disinfection.
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Mattress Checks

After a patient has been discharged, please unzip the mattress
cover. If staining is present on either the underside of the cover
or on the mattress core then please follow and complete a
mattress audit form (can be found on the Aireshare Infection
revention page). Please attach the form to the mattress and ask porters to swap
it or a clean mattress. The dirty mattress needs taking by porters to the dirty
mattress store on ward 11.

The bed frame it self will need cleaning. Please see the ‘Guideline for cleaning
Mattresses and bedframes’ on the Infection Prevention Aireshare page.

Fig 2. Cleaning a hospital bed and mattress

2a. Clean the bed from top 1o bottom, working downwards to 2. Wipe the maltress cover clean using an S-shaped motion
the base and wieols

Safe Disposal of Linen Contaminated With Body
Substances

Linen skips should be taken to the bedside and used linen should be carefully placed in them, to
prevent dispersal of skin cells and micro-organisms into the
air, to then settle in the environment. Hand gel should be
applied after handling used linen and before handling clean -
linen to prevent the spread of skin cells. Aprons should be
worn for bed making. Linen heavily contaminated with body
substances must be placed into a water soluble bag to protect
laundry staff from avoidable risk. When handling soiled linen,
gloves and apron must be worn.
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@) SYNERGYLMS

Soiled Linen Bagging Procedure
Following HTM 01-04

USED AND SOILED LINEN
WHITE POLYTHENE BAG

Musodandsoiedlimn(lnchdlngpcﬂmwmdforemplonighw patisnt gowns etc.

Gmmalsolodmm&cmﬁcatmwnﬂmwmnmmm Donotpbooso"odlnmlnmh
bags If it's known as infected Hnen.

INFECTED LINEN
RED SOLUBLE BAG INSIDE A WHITE POLYTHENE BAG

All yzed & sodad Laen including patent wear from patients with known infections or suspncted miectous.

Pu? in to o red saluble (algnate) bag and re, then nto a WHITE polythens baqg. The outer bag must
be tied and secured around the neck of the bag with tspe which indicates ‘Infected linen'.

RETURN TO SENDER ITEMS (RTS)
NAVY BLUE POLYTHENE BAG
fems owmad by the Trust, Hospital or Ward. For exampie uniforms, glide shests, baby sleeping bags etc.

Al tams must be labeled, with Dept, Hoepital name. Any iterms sent not labaled may not be retumed. If you
have any items that ars infected place inside o red siginate bag and then in a biue outer bag.

THEATRE LINEN, DRAPES & GOWNS
LIGHT BLUE POLYTHENE BAG - DRAPES & GOWNS

ANl theatre hnen excent that which s known 1o be infacted (catagory B),
Use only Synergy blue provider bags,

REJECTED CLEAN LINEN (UNUSED)
GREEN POLYTHENE BAG

Nwdmﬁnenmichisfowﬂ!obeum:samﬁ,e!or'n.stﬂned. ote not fit for purpose).

Aln}modlrnnmﬁﬂbopho-dhamm&ﬂnnebagfwmlmdﬂrwghﬁe:podﬂc
process agreed with the Trust.

Decontamination of the Clinical Environment

contribute to HCAls. Exposure to environmental contamination with viral
particles of COVID- -19 is one example of occasions when the environment
contributes to the development of infection and causes outbreaks
of infection. Many micro-organisms can be identified from the
patient’s environment and these usually reflect bacteria carried
by patients or staff (in the case of Staphylococcus aureus).
Contact W|th the patient or with their contaminated environment, by the hands of
staff can also be a route for transmission of microorganisms. High standards of

14





NHS|

Airedale

NHS Foundation Trust

cleanliness will help to reduce the risk of cross-infection and are aesthetically
pleasing to patients and the public.

Personal Protective Equipmement (PPE)

A selection of PPE must be based on an assessment of the risk of transmission of micro-
organisms to the patient or carer, and the risk of contamination of the healthcare practitioner's
clothing and skin by the patient’s blood, secretions or excretions. The risk assessment should
include:

o Whois at risk -

e Whether sterile or non sterile gloves should be worn
e Exposure to blood or body fluids

e Contact with non-intact skin or mucus membranes

e Exposure to hazadous substances.

Aprons: Disposable plastic aprons must be worn when it is
likely that body substance will soil your clothing. Plastic aprons
must be worn during all close patient contact including bed
making. Plastic aprons afford more protection to uniforms/own
clothes than cloth gowns because they are water repellant,
impervious to microbial contamination and can prevent the
transmission of micro organisms from uniforms/clothes to
patients.

Plastic aprons must be worn as a single use item, worn for one procedure or episode of patient
care and then discarded and disposed of as clinical waste.

Gloves: There are two main indications for the use of gloves in
preventing healthcare associated infection, to protect the hands from
contamination with organic matter and mlcro-organlsms and to reduce the
rlsks of transmission of micro-organisms to both patients and staff.

A risk assessment should be made of the type of procedure to be
undertaken and the related risks to the patient and health care worker in order to establish

whether gloves should be worn.

Gloves should be worn as single use item. They should be put on immediately before an episode
of patient care and removed as soon as the activitity is completed. Gloves must be changed
between caring for different patients, or between different cares for the same patient. Gloves must
be disposed of as clinical waste and hands decontaminated, ideally by washing with soap and
water. Hand gel should never be applied to gloves.
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Eye/Mouth Protection: Eye/mouth protection should be
worn where there is a risk of blood, body fluids or respiratory
droplets splashing into the mouth or eyes. A surgical mask is
waterproof and will protect you from acquiring a blood borne
virus or a bacteriallviral infection. Goggles, over-spectacles or
visors will protect your eyes from splashes.

If you receive a splash to your eye, use saline to gently irrigate
your eye, washing from the inner side of your eye (closest to your nose) allowing the saline to flow
over your eye. If you receive a splash to your mouth or broken skin, rinse/cleanse thoroughly with
water and then contact Infection Prevention via the switchboard. When this happens, it is called a

contamination injury.

Surgical masks should be worn by any staff who cannot adequately social distance in their work
environment, for example in offices where you have to sit face to face less than two metres apart.
They should also be worn in any patient areas including corridors.

Dos and don’ts for wearing a mask

Make sure:

* your mask covers your nose, mouth and chin completely
* your mask is fitted securely around your nose

« you do not touch the front of your mask once it is on

» you do not pull you mask down around your neck when it is not in use

FFP3 Respirators: are designed to protect the wearer from
breathing in small airborne particles (called droplet nuclei) which might
contain viruses (such as COVID-19) or bacteria (such as Tuberculosis).
Staff need to be fit tested into an FFP3 mask, to ensure that it creates a
seal around their face and filters air through the mask, thus protecting the
member of staff.

If you havent been fit tested, please speak to your manager about arranging a Fit test.
Once fit tested into a mask, before entering the room with airborne infected particles, staff must
perform a fit check to ensure the mask has created the seal and is protecting them.

Please see either the Flu Guidance or COVID guidance on Infection Prevention’s Aireshare page
on how to perform a fit check. If a sucessful fit check cannot be achieved, remove and refit the
respirator. If a sucessful fit check cannot be achieved, do not enter the room. Please contact

Infection Prevention.
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COVID-1 9 Inlate 2019, China saw the emergence of a new pandemic, caused by a

previously unknown virus, first called Severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2) but later named COVID-19. Although the infection usually causes a relatively mild disease,
some patients can present with severe pneumonia, leading to respiratory collapse and death. At
the time of writing, there are more than 71 million documented cases of COVID-19 worldwide and

" nearly 1million deaths. As many COVID-19 infections are only mildly symptomatic or entirely
asymptomatic, the true prevalence of infection is undoubtedly much higher.

COVID-19 Incubation Period The incubation period from being exposed to

COVID-19 is 14days. During this period the person will have no awareness that the virus is
replicating in their cells. They become infectious 48hrs before they commence with symptoms.
This is where transmission happens most frequently.

COVID-19 Symptoms

The most important symptoms of COVID-19 are recent onset of any of the following:

e a high temperature
* anew continuous cough
« aloss of, or change in, your normal sense of taste or smell (anosmia)

A wide variety of other clinical symptoms have been associated with COVID-19 so if you become
‘unwell, it is better to get tested and return to work if negative. For most people, COVID-19 will be a
mild illness. However, if you or.people you live with, have any of the symptoms above, report
these to your manager immediately. and arrange a test with the staff testing team on 3434, open
7days a week. Please follow the ‘Stay at home’ guidance from Public Health England
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COVID-19 Swabbing

In Patient Swabbing:

On admission:
¢ Non-elective patients that require a bed overnight
o Patients transferred from another hospital

During inpatient stay: Please check Aireshare site for latest guidance.

Testing Positive Patients:

« Patients that test COVID-19 positive should not be re-screened within 90 days of a positive
result unless they develop new COVID-19 symptoms.

How to Take a Swab for COVID-19

Wear a fluid resistant surgical mask, apron, gloves and eye protection (goggles or visor).

One combined swab is required, first from the palatopharyngeal arches in the throat and then both
nostrils. Snap off the swab at the break point and place in the virology tube.

Request Coronavirus—19 on ICE and walk the sample to the microbiology laboratory.

Positive Patients

All patients that are screened positive are presently moved to a ‘Hot’ ward for 14days. Once 48hrs
clear of temperature and after medical review they can be stepped down to a cold ward. Refer to

Airedale IPC step down and swabbing guidance.
Please note that anosmia (loss of or change in, your normal sense of taste or smell) and cough
can linger for a number of weeks after. This does not mean that you are still infectious or require

another COVID swab.

Patients that have a previously positive COVID PCR swab test within the last 90 days are not
screened again as likely to still be ‘positive’ as the PCR test may pick up fragments of inactive
virus. Previously positive patients that are transferred to cold wards should not be included in the 7
day swabbing process. Refer to COVID-19 In-Patient Swabbing Requirements.
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COVID-19 Transmission

When an infected person talks, sneezes or coughs, respiratory droplets containing the
virus are ejected into the air, up to 2metres in distance, eventually falling onto
surrounding surfaces.

Hence, environmental cleaning of all surfaces is needed. |

If a person is face to face with the infected person within 2metres for 15mins,
these respiratory droplets can land in the eyes, nose or mouth, causing the
process of infection to commence.

Hence, a water-resistant surgical mask and eye protection are needed to protect
from infection.

The virus can be picked up on hands by touching contaminated surfaces and
'deposited on whatever is touched next. Equipment gets contaminated and the virus is easily

'spread around the ward.
Hence, gloves and aprons must be worn when having contact with the patient or their

environment.

NB Gloves can pick up virus too and must be disposed of at the end of a session of care followed
by hand hygiene.

Aerosol generating procedures (AGPs) eject very fine droplets (called droplet nuclei) containing
the virus, which remain airborne for long periods and can cause infection by being inhaled or
landing in the eyes, nose or mouth, causing the process of infection.

‘Hence, FFP3 mask, eye protection, gown and gloves (see COVID-19 Safe PPE diagram) are
needed for patients in the High risk and medium risk COVID-19 pathways (See below Summary
.of New Care Pathways).

The most common way respiratory viruses like flu or Covid 19 get into your body is by touching your eyes,
nose or mouth with contaminated gloved/ un-gloved hands, giving the virus access to your mucous
membranes which starts the process of infection.

Research says that we touch our face 16times an hour without even realising
it. It's important to ensure that you regularly wash or gel your hands after
touching frequently touched surfaces, after re-adjusting your surgical mask or
before you eat.

How to put on and remove PPE correctly for Non-AGP COVID-19 patients. Please read.
How to put on PPE correctly for an AGP COVID-19 patient. Please read..
How to remove PPE correctly for an AGP COVID-19 patient. Please read.
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COVID-19
Safe PPE WC0T

General contact with
Aerosol g:zfesrati ng confl ava :
COVID-19 cases

Eye protection, Eye protection to be
eye shelid, goggles . \ worn at all times in the
or visor ' clinical area

FFP3 or FFP2
Respirator

Wash your hands before and
after patient contact and after

removing some or all of your PPE

Clean all the equipment that you
are using according to local policies

long sleeved e = Use the appropriate PPE for the
fluld repellent gown tcenenuacrs,:‘mghmtmw
Take off your PPE safely

Take breaks and hydrate
yourself regularly

20





Summary of New Care Pathways:

High-Risk COVID-19 Pathway
Section 10: SICPs & TBPs

Any care facility where:

a) untriaged individuals present
for assessment or treatment
(symptoms unknown)

OR

b) confirmed SARS-CoV-2
PCR positive individuals are
cared for

OR

¢) symptomatic or suspected
COVID-19 individuals including
those with a history of contact
with a COVID-19 case, who
have been triaged/clinically
assessed and are waiting test
results

OR

d) symptomatic individuals
decline testing

Medium Risk COVID-19
Pathway -
Section 9: SICPs & TBPs

Any care facility where:

a) triaged/clinically assessed
individuals are asymptomatic
and are waiting a SARS-CoV-
2 PCR test resuit

OR

b) triaged/clinically assessed
individuals are asymptomatic
with COVID-19
contact/exposure identified
OR -

€) testing is not required or
feasible on asymptomatic
individuals and infectious
status is unknown

OR

d) asymptomatic individuals
decline testing

NHS|
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Low Risk COVID-19 Pathway
Section 7: SICPs

Any care facility where:

a) triaged/clinicallyassessed
individuals with no symptoms or
known recent COVID-19 -
contact/exposure

AND '

have a negative SARS-CoV-2 PCR
test within 72 hours of treatment
and,for planned admissions,have
self-isolated for the required period
or from the test date

OR ‘

b) Individuals who have recovered
{14 days) from COVID-19 and have
had at least 48 hours without fever or
respiratory symptoms

OR

¢) patients or individuals are part of a
regular formal NHS testing plan and
remain negative and asymptomatic

Examples of patient (individual) grodpslfaciliﬂes within these pathways: these lists are not exhaustive

» Designated areas within
Emergeancy/Resuscitation
Departments

+ GP surgeries/walk in centres

o Facilities where confirmed or
suspected/symptomatic
COVID-19 individuals are
cared, for example

o emergency admissions
to inpatient areas (adult
and children)

Mental health

Maternity

Critical Care Units

Renal dialysis units

0000

» Designated areas within
Emergency/Resuscitation, GP
surgeries and walk-in centres

» Non elective admissions

« Primary care facilities, for
example general dental and
general practice

o Facilities where individuals are
cared, for example inpatients;
adult and children, Mental
heaith, Matemity, Critical Care
Units

» Outpatient depts. including
Diagnostics and Endoscopy

s Care homes*

o Prisons

» Renal Dialysis units

« Planned/elective surgical
procedures including day cases

» Oncology/chemotherapy patients
and/or facilities -

¢ Planned in-patient admissions
(adult and children), Mental
health, Maternity

» Outpatients including
Diagnostics/Endoscopy

» Care homes*

+ Prisons

*This guidance does NOT apply to Adult Social Care settings in Ehgland

It is recognised that there are rising levels of a COVID-19 variant circulating in the community.
Therefore our infection prevention guidance has been updated in line with Public Health England

recommendations.

Public Health England COVID-19: Guidance for the remobilisation of services within health and

care settings and what PPE to wear in each area
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The main changes to note are that staff looking after patients in the green low risk pathway do not
need to wear FFP3 mask/gowns when undertaking aerosol generating procedures (AGPSs)
providing the patient has no other known or suspected infection spread by droplets or the airborne
route i.e. Flu. No down time is required for cleaning and most AGPs can be undertaken in a bay.

Corridors
Signage is already in place urging all staff and visitors to keep to the left in corridors.
This helps people to move around the Trust smoothly, reducing social contact. To help maintain
this flow please: '

o Keep to the left at all times
Wear a mask in any patient areas (this includes corridors and the shop)
Do not have ‘corridor conversations’ - even with masks on
Ensure corridors are not used as waiting areas
Direct visitors and patients to follow the signage accordingly

Meeting rooms |
Where possible, ‘in person’ meetings should be avoided. You can make use of Microsoft Teams to

arrange virtual meetings and webinars.

Where ‘in person’ meetings are necessary, please adhere to social distancing guidance and the

time in the meeting should be kept to a minimum.
Restaurant COVER

The staff restaurant has been reconfigured to comply with social distancing rules.
Please ensure that social distancing is followed while queuing for food and =
furniture is not moved. The staff restaurant has been reconfigured to comply with FACE
social distancing rules.

Communal areas

You should follow normal social distancing guidance, ensuring adequate space between you and
others. You should ensure that you clean any shared equipment regularly. Where possible, you
should also take personal items home with you at the end of each day.

Kitchens and toilets in hon-patient areas

You should follow normal social distancing guidance, ensuring adequate space
between you and others. In some instances, this may mean waiting for a shared
bathroom to become vacant. All toilets should be cleaned after use. Wipes should
be available in toilets for staff to use.
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Norovirus, known as a winter vomiting bug can cause outbreaks
throughout the year but are mainly seen in the winter season.

JIVHS |

Norovi rus - | Airedale

MNHS Foundoation Trust

OUTBREAK- Two patients and /or staff members are
affected; the IPT must be informed.

* Report suspected cases promptly to the Infection

© ONOOAWNS

Prevention Team (IPT) — contactable via switchboard
2417

Before isolating/cohorting/moving symptomatic
patients, contact the IPT for advice

Patients admitted with a history of diarrhoea and
vomiting in the last 48hrs and/or are symptomatic on
admission must be admitted into a side room

Norovirus - | NHS
Airedale
What are the symptoms? NHS Foundation Trust

<

Sudden onset (projectile) vomiting
Watery diarrhoea

Nausea

Abdominal pain

Muscle aches

Headache

Malaise

Low-grade fever or a combination of
these symptoms

Symptoms last for 12 to 60 hours

For more information, please see the
Outbreak control restrictions of wards

guidance

Outbreak packs of signage and paperwork are available outside the Infection prevention
office on ward 11, AGH.
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BACTERIAL
INFECTIONS

S

Staphylococcus Aureus

Gram positive skin organism

Staphylococcus Aureus (S. Aureus) is a Gram positive bacterium that commonly colonises human
skin and is carried in the nose, throat, axillae, toe webs and perineum without causing infection.
Once the bacteria gains access to the body, for example through a cannula site or a surgical
procedure, a mild to life-threatening infection may develop. S. Aureus (or MRSA) is one of the
most common culprits associated with orthopaedic implant infections. Patients with an orthopaedic
joint, with a S. Aureus bacteraemia (blood stream infection) may go on to develop an implant
infection in around-34% of cases. (Clinical services Journal 2010)

Methicillin (Flucloxacillin) sensitive staphylococcus aureus (MSSA)
Can cause minor skin infections:

e pimples

e impetigo

e boils

¢ cellulitis

¢ folliculitis

e abscesses

Can cause life-threatening diseases:

e pneumonia

e meningitis

o osteomyelitis
e endocarditis

e bacteraemia
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o Orthopaedic joint infections

Can produce toxins which can cause:

e Scalded skin syndrome which attacks skin cells, causing them to split causing large red
weeping areas. Paediatrics patients and neonates are more at risk.
e Toxic shock syndrome causing hypotension, fever, diarrhoea, skin shedding rash.
 Enterotoxin causes acute sudden onset gastroenteritis, when food is contaminated with S.
Aureus, by interfering with electrolyte imbalance in the gut.
» Panton-Valentine Leukocidin (PVL) is a toxin that destroys white blood cells and causes
extensive tissue necrosis and severe infection. It is carried by < 2% of isolates of S. aureus,
(See Management of PVL associated Staphylococcus aureus infections (PVL-SA)
Guideline on Aireshare) ,
All bloodstream infections are reported to PHE. A Post infection review is required for hospital
acquired cases.

Methicillin (Flucloxacillin) resistant Staphylococcus
Aureus (MRSA)

Gram positive skin organism

Staphylococcus Aureus that are resistant to Flucloxacillin are called MRSA as Methicillin was
the previous antibiotic used before Flucloxacillin came on the market. MRSA can vary in

resistance to other antibiotics. Our bacteraemia (or blood stream infection) target is Zero MRSA
Blood stream infections.

MRSA can cause all the same infections as staph Aureus and can
produce the same Toxins, coupled with resistance to a number of
antibiotics.

Screening Programme

All acute admissions to hospital get screened for MRSA and some elective patients. This
involves swabbing the patient’s nose, wounds and any invasive devices insitu. A DoH study that
found that only 1% of elective admissions were MRSA colonised. The exceptions are patients
coming for elective orthopaedic operations, pacemaker insertion and breast reconstruction surgery
as the surgery is considered a high risk of infection.

Patient groups to be screened:

e All adult general acute admissions
Patients admitted to/attending high risk areas as per individual
departmental protocols
Patients previously identified as colonised or infected by MRSA

¢ Elective orthopaedic and breast implant patients at pre-assessment
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Take screening swabs from: -

Screening swabs should be taken from the anterior nares (nose) any skin ulcers,
wounds, severe skin disease and any invasive devices.
How to take swabs:

Use no-touch technique. Use one amie swab with transport medium for both nostrils, moisten
swab with sterile normal saline before use, swab each nostril for 5 seconds.
A separate swab should be used for each ulcer, wound or diseased skin area.

Microbiology Request Forms

e Use one request form for nasal swab and a separate form for other specimens

e Each swab must be accompanied with a completed request form stating ‘MRSA screen’ or
‘MRSA re-screen’ if it is a repeat screen
Label swab and request form with PAS/ICE sticker
Ensure time and date of the swab is written on the request form

Pod swab and request form to the lab as soon as possible ‘
» :

Documentation

Record date of all swabs taken in nursing notes, list each swab separately.

Re-screening

All in-patients at 2 weekly intervals — weekly on Intensive Care and Neonatal Unit.

Management of cases/expectations

If a patient is found to be colonised from a nasal screen or infected from a swab/sample, they
should be isolated (gold standard) or nursed in a bay with other low risk patients who have no
wounds, catheters or cannulas and are NOT immune-éompromised. The patient is prescribed 5
days of nasal antibiotic cream and 5 days of antiseptic body wash which supresses the MRSA
present on the skin and allows healthy skin flora to take its place. Patients are re-screened every
14days and if negative, can move back into the open bay. The side room will need a terminal
cleaning once the patient has moved, before it can be re-used.

MRSA Suppression treatment

1! line treatment
Nasal antibiotic cream: Mupirocin (Bactroban) nasal cream used three times a day for 5days.

Antiseptic body wash; Chlorhexadine Gluconate (Hydrex) surgical scrub used once a day for
5days.
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2nd line treatment for Mupirocin resistance or Chlorhexidine allergy
Nasal antibiotic cream: Octenisan nasal gel used two times a day for 5days.
Antiseptic body wash: Octenisan body wash used once a day for 5days. -

For Pregnant Mums _ _
Nasal antibiotic cream: Naseptin nasal cream, used four times a day for 10 days. (Contains

- peanut oil and Chlorhexadine- check allergy status)
Antiseptic body wash: Octenisan body wash used once a day for 5days.

For Patients with Eczema/ dry skin conditions
Nasal antibiotic cream: Either Mupirocin (Bactroban) nasal cream or Octenisan.as above.
Antiseptic body wash: Bathe using Oilatum Plus bath emoliient once a day for 5days.

Add 1-2 capfuls (20ml) of Oilatum Plus to a shallow bath, soak for 10 to 20 minutes and then
gently pat your skin dry with a clean towel. Not to be used for showering as very oily and makes
surfaces very slippery! Always dilute with water before use — DO NOT apply undiluted directly on
to skin.

MRSA colonisation suppression to be started on: Nose

e Patients found to be MRSA positive on screening

Central =
e All patients admitted from a nursing/residential home line — 1
® All acute orthopeadic patients on admission if over 65 ;Ef
years of age | Where to
_ | screen.

Please remember to screen any invasive device that the —— Uretiwal! SP
patient has insitu on admission for MRSA, aswell as their 5ol
nasal screen. - '
MRSA may be colonising these sites (as it is a skin- Psoriasis
organism) and may precede to cause an infection if left i R

untreated.

Medical staff will decide treatment of any positive swab (e.g. wound or suprapubic catheter site) or
sample (e.g. urine) with the microbiologist. . - ' ‘

The MRSA care pathway (Infection prevention Aireshare page) informs nursing staff of all the
necessary actions that are needed to prevent further spread of infection whilst caring for the

patient.

Post Infection Reviews

Any MRSA blood stream infections that do occur will have a post infection review (PIR), where
nursing and medical staff meet to look at how the patient got the infection, whether it was
preventable or unpreventable and any lessons that can be learned.

MRSA Alert symbol /ic\

The yellow IC triangle symbol above the patients name on the SystmOne ward board
identifies that the patient as having a history of MRSA colonisation or infection. For more

information, see MRSA Management Guideline’ on Aireshare.
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* This contamination may be persistent!

« Surfaces that are frequently touched by staff
and patients (‘High touch surfaces’) have the
highest frequency of contamination.

+ Such as: bed rails, bed surfaces, monitoring

YOUR HOSPITAL Yere 7o ca

Enterococcus

We have seen a rise in the numbers of infections caused by Enterococcus
resistant to Vancomycin and Teicoplanin (antibiotics in the Glycopeptide family).
These resistant enterococci are commonly known as Vancomycin resistant
enterococci (or VRE) but their proper title is Glycopeptide-resistant
enterococci (or GRE).

We have developed a System-one alert symbol for patients who have a

l history of carrying GRE in their gut so that you can identify

them from the ward board on admission and risk assess
whether they require isolation.

Who carries Enterococci in their gut?

Enterococci are naturally present in the intestinal tract of all humans and normally cause no harm.
Most are not Glycopeptide resistant. Patients with sensitive enterococci infections do not need to

be isolated.

Enterococci are weak pathogens (disease causing germs) usually colonising the gut rather than
causing infection. Infections can occur when enterococci spread from the gut; for example to
cause a UTI, bacteraemia or peritonitis. Gut colonisation of GRE be prolonged, often for months
and sometimes years. It is possible that it may be persistent even when screens for Enterococci

are negative; therefore isolation with an ensuite toilet is always required.
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How are Enterococci spread?

Enterococci can B A .
survive in the “\4 @ b
environment for ;i;
months. They can be Contaminated equipment
found on surfaces a -
(telephones, door v antiiotkc (3| / J Q : \
handles), which have {90 A g Pl daielh o £ e
been touched by un- 7 i L) stquisiion
washed hands of ‘“lll ; §§ | ’ :
colonised patients : S JF 8 ] :
particularly after st Sah andiors Semcepeiilepationt
opening their bowels. ' .
Frequently touched I Moy (=
surfaces such as N L"J@ [
lockers or bed tables in \  Femrs =
the patient's | ik v e afs
environment will also
Nature Reviews | Microbiology

be contaminated. As
the germ does not cause infection in healthy people, it can be picked up on the skin, ingested by
eating with unwashed hands and cause colonisation of the gut without the person being aware.
The risk is that if the patient isn’t isolated the germ spreads round the ward, colonising other
patients. The rate of spread is increased if the patient has loose stools. Enterococci are able to
withstand desiccation, can grow at temperatures that range from 10- 45°C and even survive for as
long as 30 minutes at 60° C in your washing machine. GRE is a problem because of resistance to

most antibiotics and some cleaning fluids.

Can Enterococci cause infections?

GRE is a weak pathogen which can colonise the gut of healthy people and rarely causes
infection. Infections caused by GRE mainly occur in those who:

1) are immunocompromised/ neonates

2) have had prolonged hospital stay.

3) are in specialist units such as intensive care or haematology units.

4) Patients who have undergone surgical procedures, such as abdominal or chest surgery.

5) Patients with medical devices that stay in for some time, such as peripheral cannulae, urinary
catheters or central lines.

Enterococci skin colonisation

GRE has the ability to colonise the skin, which can increase the risk of cannula-
related bacteraemia and lead to transmission of GRE to the hands and clothing of
health care workers (HCWs) whilst prowdlng patient care. This is especially
concerning because GRE has been shown to last up to 60 minutes on HCWs’ hands
in the absence of hand hygiene.

What’s on your mobile phone? A study swabbed mobile phones of 250 hospital staff
and 191 non hospital (control group) participants. Almost all (99.2%) of the hosp|tal staff members
mobile phones were contaminated with potential pathogens, and had significantly higher numbers
of bacteria on, than the control group. MRSA and GRE were the main pathogens detected on the
mobile phones owned by hospital staff.
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- Meticillin-resistant staphylococcus aureus (MRSA)
- Vancomycin-resistant enferococci (VRE)
= Clostridium difficite (C.difT)

- MRSA.VRE and C. diff spores are shed from infected
or colonised patients (sometimes staff) into the
hospital environment.

Organism Survival time
Clostridium difficile (spores) S months
Enterococcus spp- including VRE S days — 4 months
Staphylococcus aureus, inc. MRSA 7 days - 7 months

T (O GO RO OSIGErS B3 T 45 S TEAS § IS T K2t ORa) et 0. O S5 8 SD0E
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Clostridioides difficile-NB new name for
C.difficile! (C.diff)

Clostridioides difficile is a gram-positive, anaerobic, spore-forming bacteria that was first identified
in 1978 as the primary bacterial cause of antibiotic-associated diarrhoea and pseudomembranous
colitis (PMC). C. diff infection can range from asymptomatic colonization, to a mild diarrhoeal
illness, to more severe disease, including PMC, toxic megacolon, sepsis, and death. In the past
10-15 years, C. difficile infection (CDI) has emerged as an increasingly important infectious .

disease worldwide. Epidemiology of Clostridium difficile
Infection. J Pharm Pract. 2013 October

Prevalence of C.diff colonisation

1 in 10 patients found to be asymptomatically colonised with C. difficile on

admission.’
Asymptomatic C.diff colonisation in a tertiary care hospital’ Leekha et al. American journal of infection 2013

In different studies, between 5-20% of all patients admitted to hospital have been found to be gut

colonised with Clostridioides difficile. This rises to 35% during hospital stay as it is picked up from
the environment. . ' _ Risk factors for recurrence of
Clostridium difficile associated disease. Samie et al. Hepato-gastroenterology 2013

Risk factors for Clostridioides difficile

. Previous hospitalisation - more risk of encountering and ingesting C.diff spores!
. Age greater than 65yrs - failing immune system so may not produce an adequate immune
response, this may be a key risk for C. diff development and recurrence.
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« Over use of laxatives - can disturb the gut flora.
- Proton pump inhibitors/ antacids — Lower the pH of the stomach acid, allowing
« Vegetative C.diff past the stomach acid into the Agut. C.diff spores can pass through
stomach acid unharmed '

« Malignancy/ Imnmunocompromised - Chemotherapy has also been shown
to be a risk, independent of antibiotic exposure. Several chemotherapeutic
agents have been implicated. The mechanism is thought to be a result of
the antimicrobial activity of the chemotherapeutic agent and subsequent
alterations in gut microbiota

- Comorbid conditions - Populations with underlying chronic comorbld conditions, including
chronic kidney disease, human immunodeficiency virus (HIV), solid organ or hematopoietic
stem cell transplantation, and inflammatory bowel disease all appear to be at an increased
risk of developmg CDI. Itis not entirely clear if these patients are at specific increased risk
because of their underlying immunosuppression, exposure to specific medications, frequent
-exposure to antimicrobials, frequent and prolonged exposure-to the healthcare
environment, or some combination of these factors.

- Antibiotics are necessary for treating infections with pathogenic
bacteria (disease causing) but have a side effect of killing good bacteria
in the gut flora or microbiota, which are needed for providing protection o _w ;
or ‘colonisation resistance’ in the gut. Colonisation resistance is the - ' -_.l.
resistance encountered by pathogenic bacteria that have been eaten,
not be being able to find a binding site to attach to, due to the presence
of normal gut flora.

‘Faecal samples from patients who developed Clostridioides difficile infection (CDI) after
antibiotic therapy have decreased diversity in the microbiota, compared to patients who did

not develop CDI." Role of the Intestinal Microbiota in Resistance to colonisation by Clostridium difficile. Britton et al.

Gastroenterology 2014.
As microbiotas are killed by antibiotics, they release carbon which C. diff can use as a food

source, therefore having food and gut wall to attach/ bind to.

Estabhighment

Normal of susceplibility Susceptible
M robeota m-crohtol.-
— -
- .:’/\ = /. o
. _' # -
WA :‘rf-“f'." - o N ( ~
T ;‘Q"l’;;/f" Loss of \“ /a' I
VA e ? ¥ colonization i T
A resistance

Often patients present with confusion, dehydration, acute kidney i injury (AKI) due to profuse
diarrhoea and possibly even a fall due to dizziness.

A stool sample should be sent as soon as possible to test for Clostridioides difficile in patients
who have type 5-7 stools, according to the Bristol stool chart, irrespective of any other cause.

The patient needs to be isolated as soon as possible in a side room with an ensuite toilet.
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: ‘ Diarrhoea +++

= /ndicates where Uiis cycle can be broken

symptoms range from: Airedale [z

NHS Foundation Trust

Mild diarrhoea-severe colitis
Dehvydration/ AKI

Abdominal pain

Fever

Nausea or vomiting

Lack of appetite
Pseudomembranous colitis
Toxic megacolon

32





INHS|

~ Airedale
NHS Foundation Trust

Infection prevention guidance

1. Isolation- It is important to physically separate the symptomatic patient
from other vulnerable patients in order to prevent the spread of Clostridioides
difficile. They should remain isolated in a single room until 48 hours free of symptoms.

2. Please see the Clostridioides difficile Management Guideline for advice on treatment
options or speak to the Microbiologist.
Getting patients to:

v Wash their hands with soap and water after opening their bowels will remove any C.diff
spores present, thus preventing them from being left in the environment.
v Wash their hands before eating will prevent them from ingesting -any spores picked up

from the environment
Communicating with Ward Domestics or Ward Supervisor
(x4102)

» if a patient has been using the communal toilets on the ward whilst having diarrhoea, the
toilets must be cleaned with Tristel fuse and spores removed from the environment

» inform them which side rooms contain infected patients so that they can be cleaned twice
daily with Tristel fuse.

identifies that the patient as having a history of Clostridioides difficile colonisation or
infection. For more information, see Clostridioides difficile Management Guideline’

on Aireshare.

' The blue IC triangle symbol above the patients name on the SystmOne ward board

Please ensure all staff know that
commodes should only be cleaned
with Tristel Fuse.

This is the only solution that kills
C.difficile.
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The Challenge to Reduce Gram Negative
Infections

NHS| The Challenge! NHS

Airedale
Improvement NHS Foundation Trust

To deliver a 25% reduction of healthcare
associated GNBSI by 2021-2022 with 50% by
2023-2024.

‘Gram-negative bloodstream infections are
believed to have contributed to approximately
5,500 NHS patient deaths in

2015.

We know the ambition is challenging, but if we
can achieve these reductions the benefit to
patients and the whole population is immense’.
Ruth May- cre suang o=cerensrano

YOUR HOSPITAL YWere o coar

Enterobac_:teriacéae are a large family of Gram-negative bacteria that includes
many of the more familiar pathogens (germs that cause disease), such as
Salmonella, Escherichia coli (or E. coli), Yersinia pestis (causes plague),

Klebsiella and Shigella, Proteus, Figure 1a: Quarterly rates of all reported E. coli bacteraemia: July to September
Enterobacter, Serratia, and Citrobacter. 2011 to July to September 2020
-+ = F i
E. coli and Klebsiella have been i /_ A AN / .\v; \
A \v-,,(" \u’

renamed as Enterobacterales. They
are a part of all human and animal gut
flora and can be picked up from -
animals, other humans or through the
food chain in uncooked food.
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Rate per 100,000 population
8

Ingesting E.coli causes no symptoms
(unless the germ produces a toxin as in
E.coli 157) as the body does not 0] !
recognise E.coli as a pathogen. Gut flora o
are readily shared among family ,p@
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members, in prisons, hospitals, music festivals, anywhere where hand hygiene is poor and the
environment is contaminated with these germs. -

E.coli bacteraemia or blood stream infections

The incidence rate of all reported E. coli bacteraemia increased each year between the initiation of
the mandatory surveillance of E. coli bacteraemia in July 2011 and January to March 2020 when the
COVID-19 global pandemic began. This was primarily driven by the increase in the rate of
community-onset cases. In contrast, the incidence rate of hospital-onset cases remained relatively
stable within the same period. Sentinel surveillance study in England looking at risk factors
associated with E. coli Bacteraemia found that approximately half of the community-onset °
cases had some sort of healthcare intervention in the four weeks prior to the bacteraemia onset.

So how can we prevent these
infections from happening?

v’ Ensure our patients drink
plenty of fluid to aid the
natural flushing effect of
urine washing bacteria out
of the bladder. Dehydrated
patients are more prone to
urinary tract infections.

v" Ensure that incontinent

~ patients with pads are
checked regularly and
are thoroughly cleaned
after each episode of
incontinence.

v'  Advise patients not to
touch their line
dressings or urinary
catheters unless their
hands are clean and they
have been shown what to
do.

v" Ensuring that catheters
are removed as soon as

they are no longer needed.

-Sources of E. coli bloodstream infections

%M
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Criteria for Urine Specimens (Midstream and Catheter)
in Suspected Urinary Tract Infections (UTI)

Suspected UTl of a
non catheterised adult
patient under 65 years

Suspected UTI in
adults with catheters

Suspected UTI in pa-
tients aged 65 years
and over

Acute upper
urinary infec-
tion {acute pye-

»Suprapubic pain and/or
tenderness
eDelirium

DO NOT DIPSTICK

Send a sample if two or
more signs of infection, es-
pecially painful micturition,
pyrexia > 38°C or new in-
continence

DO NOT DIPSTICK

«Offensive smelling or cloudy
urine is NOT diagnostic of
catheter-associated UTI

Send a sample if ONE or
more signs of infection

Antibiotics will not eradi-
cate bacteria from cathe-
ters

tonephritis)
Symptoms: Symptoms: Symptoms: Symptoms:
«Fainful micturition sPyrexia > 38°C (with or with- | ePainful micturition sLoin pain
eFrequency ' out rigors), sFrequency Flank tendemess
sUrgency sDelirium sUrgency +Pyrexia (= 37.8°C)
«Polyuria sBlood in urine »Polyuria sRigors
sNocturia »Flank pain or costovertebral | eNocturia +f- symptoms above
sHaematuria tenderness eHaematuria +{- nausea, vomiting

«Suprapubic pain and/for ten-
demess

Delirium

New onset of incontinence

DO NOT DIPSTICK

Send a sample if two or move
signs of infection, especially
painful micturition, pyrexia >
38°C or new incontinence, -

Antibiotics will not eradi-
cate asymptomatic bacteri-
uria

Report to medical
staff and send an
MsSuU

NB: Men 18 years -
and over who have
symptoms of an
upper and lower
UTI should be re-
ferred for urologi-
cal investigation

Multi-Resistant Enterobacterales (E.coli/Klebsiella)

There are a number of different ways that germs can be resistant.

One of these ways is by producing an enzyme called a beta-lactamase that breaks

down the beta-lactam antibiotic family, making it ineffective. These are called Extended Spectrum
beta lactamases or ESBLs. Another beta-lactamase enzyme that breaks down antibiotics are

AmpCs.

ESBL producing E.coli or Klebsiella are commonly seen in urinary tract infections but can cause a
variety of other infections. The source of the infection is mainly from the patient’'s own gut flora
when it is transferred accidently to other parts of their body, such as the bladder. These resistant
germs get in the gut either through the food chain or being picked up on hands from the
contaminated environment and then eating with unwashed hands.

A number of studies have found that these resistant germs may spread extensively amongst
family members in the home. (The British Infection Society 2010.)

We have seen this in Airedale, where we tested a family (with their permission) of a 5 month old
child with a history of multiple ESBL UTI infections. We found that the whole family were gut

colonised with the same resistant E.coli.
Likewise a study by Rooney et al. (2009) found that nursing homes can act as a reservoir of ESBL
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E. coli.
So how do we look after these patients?

Winning the Battle against Resistant Enterobacterales?

Continent of urine or faeces? - Continent patients pose little risk of infection as the germs pass
down the toilet and if good hand hygiene is performed, germs are not carried on the hands.

Incontinent patients pose a risk of infection as the germ can spread into the environment
or onto staff members’ hands, thus the need for isolation.

Colonised or Infected?- As we learned earlier, germs can colonise the bladder of elderly
patients and cause asymptomatic bacteriuria, therefore staff must observe for clinical symptoms
of infection rather than just relying on the MSU resuilt.

Catheterised patients can have resistant bacteria living in the residual volume of urine
that remains in the bladder or even in biofilms in the catheter itself. -

Hand hygiene— needed by both the patient and staff members is important to prevent
carrying the germ on their hands and potentially transferring it on to others..

Patient education- Informing and educating patients puts them at the centre of their care.

Cleaning contaminated equipment- Any equipment used by the patient must be cleaned
effectively with Tristel fuse and allowed to dry before use by another patient to prevent
onward transmission of the germ. Use the ’| am clean’ labels to assure others you’ve cleaned
it. -

‘The green IC triangle symbol above the patients name on the SystmOne ward
board identifies that the patient as having a history of ESBL colonisation or
infection. For more information, see Multi-resistant Organism Management
Guideline’ on Aireshare.

To ensure all interventions are in place to prevent further spread of infection, please follow
the Multi- resistant Organism Care pathway that can be found on the Infection prevention
Aireshare page or in the Multi-resistant Organism guideline.

Carbapenemase Producing Enterobacterales (CPE)

ThankfuIIy; we have always been able to treat serious (ESBL) infections with an antibiotic called
Meropenem (one of the Carbapenem family) which is our ‘last line of defence’ when it comes to
antibiotics. Gram negative bacteria have now been found to produce an enzyme or .
carbapenemase that also breaks down Meropenem, making it resistant (in some cases to all, or
nearly all) antibiotics.
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To identify these patients, the below questions has been added to the Triage questions in
Emergency Department, in preoperative-assessment and in the nursing admission documentation.

Complete
for all
Assessments

Previously been identified as CPE positive
(CPE colonised/Infection alert on System
one?

Previously admitted to any hospital in the
UK or overseas in the last 12 months?

Had multiple hospital treatments e.g.
haemodialysis or receiving cancer
chemotherapy and Immunosuppressed?

Lives with a known CPE carrier or been
informed that they have been a contact of a
CPE patient whilst in hospital?

OYes to any question on the left,

Then follow below:

* Perform one CPE Rectal/ wound
swab+ CSU

| » Put ‘CPE Screen’ alert on System

one page
* Follow CPE risk prioritisation of
infection prevention and control
measures, screening and
isolation form.
0 No to all questions on the left,
not a CPE risk

/\ ‘CPE Screen’ alert- This alert can be found in the alerts drop down on the patients
i~ system one page. It will automatically email the Infection pevention team to follow the
patient up. If the patient is negative, it can be removed and the patient come out of
isolation, if positive, then the patient remains in isolation for the duration of their admission.

The orange IC triangle symbol above the patients name on the SystmOne ward board
identifies that the patient as having a history of CPE colonisation or infection. For
: more information, see Multi-resistant Organism Management Guideline’ on
1€ Aireshare

Pseudomonas Aeruginosa

Pseudomonas aeruginosa is a Gram-negative (non- Enterbacterale) bacterium

often found in soil and gfound water. Pseudomonas aeruginosa is an opportunistic pathogen and it
rarely affects healthy individuals. It can cause a wide range of infections, particularly in those with
a weakened immune system eg cancer patients, newborns and people with severe burns,
diabetes mellitus or cystic fibrosis. In -hospitals, the organism can contaminate devices that are
left inside the body, such as respiratory equipment on ICU, causing ventilator associated
pneumonia and urinary catheters. P. aeruginosa and Stenotrophomonas maltophilia are naturally
resistant to many commonly-used antibiotics including Carbapenem antibiotics. They can also
produce an enzyme or carbapenemase that also breaks down Meropenem, causing hard to treat

infections in patients.

Pseudomonas aeruginosa prefers wet environments (like sinks, showers and drains).

» |s there is a blocked sink, shower or bath in your ward/department, if
so, put it out of action, report this to estates immediately and after
it has been mended, have the sink and surrounding area deep
cleaned by domestics, as resistant germs from the pipework
backflow into the sink and can be an infection risk to patients.
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Hand wash sinks should not be used for anything
other than hand washlng' Safe water in healthcare premsises — DOH

Nutrients such as food waste may both increase bacterial numbers in a biofilm and block drains
and should not be disposed of via sinks. Hand wash basins should only be used for hand hygiene
and not for:

disposal of body fluids

disposal of tea, coffee or other nutrient containing beverages

disposal of IV fluids

washing any patient equipment

storage of used equipment awaiting decontamination

Pseudomonas Aeruginosa
risks

Single patient use.

Wash with hot water and liquid seap and
dry thoroughly using paper towels.

The item must be cleaned and dried in
between uses and changed every 24
hours.

Single patient use,

Wash with hot water and liquid soap and
dry theroughly using paper towels in
between uses.

Dispose of mask and tubing at weekly
intervals if respiratory infection present, or
if moisture has collected in tubing.

Airedale Y5
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Legionellosis

Legionellosis is a collective term for diseases
caused by Legionella bacteria, including the most
serious ‘Legionnaires’ disease. Legionnaires’
disease is a potentially fatal form of pneumonia and
everyone is susceptible to infection. The bacterium
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Legionella pneumophila are common in natural water sources such as rivers, lakes and reservoirs,
but usually in low numbers. Legionnaires’ disease is normally contracted by inhaling small droplets
of water (aerosols), suspended in the air, containing the bacteria. They build up in the pipework of
unused air conditioning systems, humidifiers, spa pools, hot tubs, taps and showers. Letting the

tap/shower run for 2 minutes before use, will get rid of the bacterium.

You cannot usually get it from drinking water that contains the bacteria or from other people with
the infection.

Taps in each ward area and department should be flushed daily by domestic and estates staff to
prevent the build-up of legionelia in the pipework.

> Is there a sink, shower or bath on your ward or department that is rarely or never used. If

so, please report this to estates as it may cause legionella to build up in the pipework and

be a risk to patients.

Does my patient require Isolation?

See the Side room priority on AireShare

Contact isolation

Germs such as colonised/infected MRSA, colonised/Toxin positive C.difficile and
suspected/ colonised/infected CPE that are transmitted by contact with the
patient, their body fluids and their environment will require isolation. -

Ensure the patient has a Contact isolation poster on their

door (opposite).

Nurse using standard precautions as previously explained.

Commence treatment for the patient (E.G. MRSA suppression)

Inform the patient. of the reason for their isolation and give them a patient

information leaflet. )
Patients should have their own toilet or dedicated commode and should not

& STOP &

Staffmembers:

Wash hands or use
hygienic hand rub before
entering the room

We;bimsseﬂ'daygllgﬁ'
aprononenteringtfe
2t ~ room 15

l]" Keep 1he dnor shut

Decontaminate equipment with

1

nstel when it leaves the rgom

Discard gloves and aprons and wash
hands befare you leave the room

Visitore:

c Plesase spaak to & nurse before

entering this side room

use communal toilets. This must be cleaned thoroughly with Tristel Fuse after each use.
Follow the care pathway for their infection, found in ‘Care pathways’ on the Infection

prevention Aireshare page. .

Allocate where possible specific equipment for the infected patient e.g. moving and handling
slings, single patient use blood pressure cuff. These must be decontaminated after use.

If the patient requires investigations that cannot be delayed or performed in the patients room,
please inform the department they are due to visit and have the patient put on the end of the

list so that a deep clean can take place afterwards.
For further information see the Isolation guidance

Respiratory Precaution Isolation
Germs such as suspected pulmonary tuberculosis which is being investigated or
sputum smear positive patients should be isolated with their side room door shut.

Ensure the patient has a ‘Respiratory precautions’ isolation poster on their door

(opposite). _
Either the Patient wears an FFP3 mask or staff do when entering the room to

provide care. See TB management guideline
40
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« Follow the above points for contact isolation

COVID-19 Isolation

Patients with suspected COVID-19 or confirmed test result should be isolated in a
side room with the door shut.

- Ensure the patient has a ‘COVID-19 isolation poster on their door.

- Please follow the links in the Previous COVID-19 section regarding what PPE
should be worn ‘and the order it should be removed when leaving the room.

 Fibane 2ok w2 & Nuves beiom: m
anemgbaniemom ., A

Please follow the link to what should be kept on the isolation trolley
outside the patients room.

Communicating with Ward Domestics or
Ward Supervisor (x4102)
> if a patient has been using the communal toilets on the

ward whilst having diarrhoea, the toilets must be cleaned with Tristel fuse and spores
removed from the environment.

» inform them which side rooms contain infected patients so that they can be cleaned twice daily
with Tristel fuse.

Invasive devices can be an entry
point for infection.

Preventing a Catheter associated urine infection

The risk of infection is increased by the presence of an indwelling urethral catheter because it
operates as a foreign body, interfering with the normal process of the flushing effect that
eliminates bacteria from the healthy bladder. Most micro-organisms causing bacteriuria (the
presence of bacteria in the urine) gain access to the urinary tract either extraluminally (between
the wall of the urethra and the wall of the catheter) or intraluminally (inside the catheter from the
drainage bag).

The longer a catheter stays insitu, the risk of bacteriuria increases. Bacteriuria is universal once
a catheter remains in place for several weeks. Patients with long term indwelling catheters are
assumed to.be continuously bacteriuric. Often asymptomatic bacteriuria is mistaken for a
catheter associated urinary tract infection (or CAUTI).
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Please ensure that the Urinary Catheter ——
Monitoring Bundle is correctly filled in daily.

Please see the Urinary Catheter care Guideline on | ==
Aireshare for more information.

Please fill in and give the patient a catheter passport if

they don’t already have one. Community teams will then | B

be able to see when urinary catheters where inserted or |
changed, whilst an inpatient.

Preventing Urinary Catheter associated
Urinary Tract Infection

Key recommendations

Patient self-care: Wherever possible the patient must be taught to care for their own urinary
catheter. This will help to prevent the risk of infection and will give the patient autonomy. When
performing catheter care the nurse must always wear gloves (non- sterile) and wear a disposable

apron.

All urinary catheters should be secured to the patient’s leg by a retaining strap; this is to
prevent the catheter from sliding up and down the urethra. This could lead to irritation and trauma
of the urethra, bladder neck and glans of the penis. It also prevents accidental disconnection or

removal.

Cleaning the catheter: Using soap and water to clean the catheter is sufficient. This can be done
in the shower or bath. Daily bathing should be encouraged (Pratt et al (2001). A disposable wipe
can be used to clean the catheter, away from the urethra. Talcum powder or ,
antiperspirants/perfumes are not to be used around the catheter. The glans of the penis can be
cleaned using a disposable wipe with soap and water. The foreskin, retracted for cleaning, must
be replaced to prevent a paraphimosis. Make sure the male patients are aware of this so that they

can prevent this from happening.

Infection prevention: A ‘closed system’ is where the catheter stéys attached to the leg bag/
valve. The only time the system is broken is when the leg bag/ valve is changed (every 7 days).
Attaching a night bag does not break the system.

Maintaining a sterile, continuously closed system is essential to the prevention of catheter
associated infection. Modern closed systems have significantly reduced the incidence of
bacteraemia. Breaches in the closed system, such as unnecessary emptying of the urinary
drainage bag or taking a urine sample, will increase the risk of catheter related infection and
should be kept to a minimum (Pellowe 2005). The bag should be emptied before it is three

quarters full.
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Catheter bags must not be allowed to touch the floor. They should be
secured to the patient’s leg or set on a specifically designed catheter
stand. Bacteria can travel up the catheter system and enter the body
causing infection. The drainage bag must be kept below the level of the
patient’s bladder at all times, (or emptied before a procedure i.e. turning
or physiotherapy). It is essential to always wear gloves/apron and
wash hands before and after contact with the catheter bag as it is likely to
be contaminated with germs from the urine itself.

Monitoring peripheral cannulae/central
lines for signs of infection

Key themes seen: Staph Aureus blood stream infections caused by
infected cannulae

Frequent source: unobserved cannulae becoming infected or
inflamed (Phlebitis- inflammation of the walls of a vein either through
infection, irritation or even certain medication).

Common symptoms of phlebitis are pain, swelling, redness, and tenderness.
How these can be prevented?

= Check cannula sites twice a day for signs of infection/phlebitis.

e Check cannula sites post removal for 3days for signs of phlebitis.
e Good hand hygiene of staff members and patients.

e Encourage patients not to touch invasive devices

e Encouraging patients to wash or shower every day

e Ensuring wounds are clean and covered

e Wear aprons for changing bed linen

Peripheral Vascular Catheter (PVC) Infection

There are four possible pathways leading to peripheral vascular catheter (PVC) infection.

First: Migration of microbes down the catheter tract i.e. through the ‘wound’ created to insert the
catheter. These microbes may be from the patient’s skin, or contaminated disinfection or the
healthcare worker’'s hands. The process may happen on insertion if the catheter is contaminated
and then introduced into the patient or via microbiologic migration at any time while the catheter is
in situ: The insertion of PVC provides a portal or entry for bacteria to cross from an unsterile
external environment to the normally sterile blood. The insertion skin should be rubbed with a 2%
Chlorhexadine gluconate in 70% Isopropyl alcohol wipe (Sani-cloth wipe) for 15 seconds and
allowed to dry before accessing it.

Second: The second route is via the catheter hub, which can become contaminated by

healthcare workers’ or patients’ skin flora during connection of fluids, medicine administration or

during extraction of blood. Nishikawa reported that bacterial contamination was more common in
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the hub area than indwelling catheter segments, and the hub seems an important risk in post-
insertion care, in addition to adequate aseptic technique on catheter insertion (Nishikawa et al,
' 2010; Zingg and Pittet, 2009) The hub should be cleaned with a 2% Chlorhexadine gluconate in
70% lIsopropyl alcohol (Sani-cloth wipe) for 15seconds and allowed to dry before accessing it.

Third: The third route is for catheters to be contaminated directly by bacteria circulating in the
bloodstream. That is, the patient has an existing bloodstream infection and microbes are able to

attach to the catheter as they pass by the device.

Fourth: The fourth is that of contaminated infusate which may occur at the manufacturing stage
(intrinsic) or during manipulation by healthcare workers (extrinsic). Research confirms that
infusates other than water,'.including heparin, have great potential to form crystals in the
intraluminal surface of PVCs, which can induce bacterial attachment and colonisation. (Nishikawa

et al, 2010).
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The new VIP chart has four columns for multiple cannulae as well as an observation’
panel on the back. This is so that staff can monitor skin sites post cannula removal, as
removing the cannula may not stop them from becoming infected.

Ensure the point of insertion is visible under the dressing allowing staff to check for sign of
phlebitis. Ensure that the dressing is dated with the insertion date and the Visual Infusion
Phlebitis (VIP) score and cannula care plan is completed with the name of the person who

inserted the cannula. Observations of the cannula site should take place twice a day and be

documented on the Visual Infusion Phiebitis (VIP) chart.

A microbial attachment on the PVC surface is likely to be followed by biofilm
development and maturation and dispersion of microbial cells from the
biofilm into blood stream. The most frequently isolated bacteria from PVCs
are coagulase-negative staphylococci and staphylococcus aureus. These
bacteria can originate from the skin flora of the patient or the hands of
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healthcare workers and then reach the patient’s tissues and organs via the blood, causing
serious infections (like endocarditis) and high mortality rates.

The next most common pathogens for PVC related infections are Gram-negative bacilli such as
E. coli. These microorganisms are generally acquired from the hospital environment. (Infection
risks associated with Peripheral vascular catheters, Zhang et al 1016)

Phlebitis Score

Visual Infusion Phlebitis Score VIPS) (Jackson 1997}

—_—

One of the followmg is evident:
s  Slight pain at or near IV site
= Slight redness at or near IV site

If any signs of phlebitis are observed, then the guide above should be followed. Please ensure that
AEFs are completed for any phlebitis that scores 2 or above.

Antimicrobial Guidance

Antimicrobial use (AMU) is a key driver of animicrobial resistance (AMR); understanding the
indications, dose used and adherence to guidelines is important in reducing anitbiotic
consumption.

Antimicrobials: a

= "" i—r
balancing act

Needed for

Sepsis
* Surgical Prophylaxis

Risks

Side-effects
MRSA/Clostridium difficile

Antibiotic use is a balancing act of risks

and benefits * Treatments likely to cause Antibiotic Resistance
Use the Start smart: Then focus guide infection (e.g. Unnecessary cost/delay in
(below) : chemotherapy) treatment if wrong option

* Infections which have been selected
The right drug, according to local shown to benefit
guidance

Within an hour of presentation for Vs
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Then focused to the safest, most appropriate choice
Every use of an antibiotic risks increasing resistance rates

ANTIMICROBIAL STEWARDSHIP
Treatment algorithm

Start Smart Then Focus

DO NOT START ANTIBIOTICS IN CLINICAL REVIEW & DECISION
THE ABSENCE OF CLINICAL AT 48-72 HOURS
EVIDENCE OF BACTERIAL

INFECTION Clinical review, check microbiology and make
a clear plan. Document this decision

Take thorough drug allergy history

Initiate prompt effective antibiotic treatment . STOP

within one hour of diagnosis (or as scon as IV td oral Shiteh
possible) in patients with severe sepsis or Change antibiotic it Batd 6

life-threatening infections® Contin
Comply with local antimicrobial prescribing ' OP&T’UE Stop Date

guidance

Document clinical indication (and disease

severity if appropriate), dosef and route?

en drug chart and in clinical notes DOCUMENT ALL DECISIONS
Include review/stop date or duration

Obtain cultures prior to commencing

therapy where possible (but do not delay

therapy)

Document
Decision & Next
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Clinical Workbook Level 2- Questions

All the answers to the questions below are found in this workbook. Please write your answers on this sheet
and email to the Infection Prevention group email address: Infection.prevention@anhst.nhs.uk

You will need to get 8 answers correct to complete your update. The questions will be marked and your
record will be updated by the Training dept. If you do not achieve the pass rate you will need to attend
an Infection Prevention session in the lecture theatre. You will be contacted by email.

1. Which of the 10 Compliance criteria in the Health and Social Care Act talks about providing
suitable and accurate information to patients and their visitors?
a) Criteria 1. "
b) Criteria 5.
c) Criteria 3.
d) Criteria 10.

2. How will community teams know when a Urinary catheter has been changed in hbspital?

a) The discharge letter.

b) The catheter passport

c) The patient informing them
d) The GP.

3. Which one is NOT a symptom of phlebitis?
a) pain '
b) swelling
c) redness
d) vomiting

4. There are four possible pathways leading to peripheral vascular catheter (PVC) infection.
Which, if any, are correct?

a) Migration of microbes down the catheter tract i.e. through the ‘wound’ created to insert the
catheter.

b) Via the catheter hub,- which can become contaminated by healthcare workers’ or patients’
skin flora?

c) Contaminated infusate, which may occur at the manufacturing stage or during drawing it up
by healthcare workers

d) Bacteria from an infection elsewhere in the body, travelling in the blood stream and attaching
~ to the catheter.

1. a, c are correct 3. a,b,c.d are all correct

2. b, d are correct 4. a, b, c are correct

5. Contact Precautions- What is the correct order for removing PPE when leaving a side room?
a) Apron/gloves/ hand wash
b) Gloves/apron/ hand wash

c) Either/ hand wash
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6. When do you take a stool sample from a patient admitted with diarrhoea?
a) After the second episode of diarrhoea '
b) Check for underlying causes first
c) If type 5-7 stool, as soon as possible
d) When medical staff instruct you to.

7. Regarding the three patients that had the same strain of Clostridium difficile on one of our
wards? What was proved to be the cause of their infection?
a) They shared the same bay? '
b) They were all related?
c) The commodes that they had used were mistakenly cleaned with detergent wipes and not
Tristel Fuse?
d) They all came from the same area?

8. When is hygienic hand gel not effective?
a) After contact with a patient suspected of having clostridium difficile
b) After an aseptic technique
c) Before patient contact
d) When leaving the ward

9. How would you clean up a blood spillage?

a) Clean spillage promptly/ soak up fluid with paper towels and place in an orange
bag/disinfect the area with hypochlorite solution 10000ppm .

b) Clean spillage promptly/ soak up fluid with paper towels and place in an orange
bag/disinfect the area with Tristel fuse

c¢) Clean spillage promptly/ soak up fluid with paper towels and place in an orange
bag/disinfect the area with a sani-cloth wipe

d) Clean spillage promptly/ soak up fluid with paper towels and place in an orange bag

10. What shouldn’t you do if you have had a needle stick injury?
a) Encourage the wound to bleed by squeezing the wound.
b) Suck the wound '
¢) Inform Infection prevention immediately
d) Complete an AEF

11. The criterion to step down a positive patient to a cold ward is that they must be.....
hours clear of temperature and after .....?
a) 12 hours and after the cough has stopped?
b) 24 hours and they can taste properly?
c) 48 hours and after medical review? -
d) 72 hours and after doing a stair assessment?
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This policy is based on DfE guidance “Preventing and Tackling Bullying” July 2017 and supporting documents. It also considers the DfE statutory guidance “Keeping Children Safe in Education (DfE September 2026) and ‘Sexual violence and sexual harassment between children in schools and colleges’ guidance. 



1) Policy objectives: 

· This policy outlines what MNHES will do to prevent and tackle all forms of bullying. 

· MNHES is committed to developing an anti-bullying culture where the bullying of adults, children or young people is not tolerated in any form. 



2) Links with other school policies and practices 

· This policy links with several school policies, practices and action plans including: 

· Relationships & Respect policy 

· Complaints policy 

· Safeguarding & Child protection policy 

· Online safety and Acceptable Use Policies (AUP) 

· Curriculum such as PSHE  



3) Links to legislation 

· There are several pieces of legislation which set out measures and actions for schools in response to bullying, as well as criminal and civil law. These may include (but are not limited to): 

· The Education and Inspection Act 2006, 2011 

· The Equality Act 2010 

· The Children Act 1989 

· Protection from Harassment Act 1997 

· The Malicious Communications Act 1988 

· Public Order Act 1986 

4) Responsibilities 

· It is the responsibility of: 

· The Service Manager to communicate this policy to the school community, to ensure that disciplinary measures are applied fairly, consistently and reasonably, and that a member of the senior leadership team has been identified to take overall responsibility. 

· The Management Committee to take a lead role in monitoring and reviewing this policy. 

· All staff, including: the Management Committee, senior leadership, teaching and non-teaching staff, to support, uphold and implement this policy accordingly. 

· Parents/carers to support their children and work in partnership with the school. 

· Pupils to abide by the policy. 



5) Definition of bullying 

· Bullying can be defined as “behaviour by an individual or a group, repeated over time that intentionally hurts another individual either physically or emotionally”. (DfE “Preventing and Tackling Bullying”, July 2017) 

· Bullying can include name calling, taunting, mocking, making offensive comments; kicking; hitting; taking belongings; producing offensive graffiti; gossiping; excluding people from groups and spreading hurtful and untruthful rumours. 

· This includes the same unacceptable behaviours expressed online, sometimes called online or cyberbullying. This can include: sending offensive, upsetting and inappropriate messages by phone, text, instant messenger, through gaming, websites, social media sites and apps, and sending offensive or degrading photos or videos. 

· Bullying may also involve artificial intelligence (AI), including AI-generated images, deepfakes, voice cloning, impersonation or manipulated content intended to harass, threaten, humiliate or exploit another person. Such behaviour will be treated as bullying and, where appropriate, as a safeguarding concern.

· Bullying is recognised by the school as being a form of child-on-child abuse. It can be emotionally abusive and can cause severe and adverse effects on children’s emotional development. 



6) Forms and types of bullying covered by this policy 

· Bullying can happen to anyone. This policy covers all types and forms of bullying including: 

· Bullying related to physical appearance 

· Bullying of young carers, children in care or otherwise related to home circumstances 

· Bullying related to physical/mental health conditions 

· Physical bullying 

· Emotional bullying 

· Sexual bullying 

· Bullying via technology, known as online or cyberbullying 

· Prejudicial bullying (against people/pupils with protected characteristics):

· Bullying related to race, religion, faith and belief and for those without faith 

· Bullying related to ethnicity, nationality or culture

· Bullying related to Special Educational Needs or Disability (SEND)

· Bullying related to sexual orientation (homophobic/biphobic bullying) 

· Gender based bullying including transphobic bullying

· Bullying against teenage parents (pregnancy and maternity under the Equality Act) 



7) School ethos 

· MNHES community recognises that all forms of bullying, especially if left unaddressed, can have a devastating effect on individuals; it can create a barrier to learning and have serious consequences for mental wellbeing. 

· By effectively preventing and tackling bullying our school can help to create a safe environment, where pupils are able to learn and fulfil their potential. 



· Our Community: 

· Supports staff to promote positive relationships to help prevent bullying. 

· Recognises that some members of our community may be more vulnerable to bullying and its impact than others; this may include children with SEND. Being aware of this will help us to develop effective strategies to prevent bullying from happening and provide appropriate support, if required. 

· Will intervene by identifying and tackling bullying behaviour appropriately and promptly. 

· Ensures our pupils are aware that bullying concerns will be dealt with sensitively and effectively; that everyone should feel safe to learn and abide by the anti-bullying policy. 

· Requires all members of the community to work with the school to uphold the anti-bullying policy. 

· Recognises the potential impact of bullying on the wider family of those affected so will work in partnership with parents/carers regarding all reported bullying concerns and will seek to keep them informed at all stages. 

· Will deal promptly with grievances regarding the school response to bullying in line with our complaints policy 

· Seeks to learn from good anti-bullying practice elsewhere. 

· Utilises support from the Local Authority and other relevant organisations when appropriate. 



8) Responding to bullying 

· The following steps may be taken when dealing with all incidents of bullying reported to the school: 

· If bullying is suspected or reported, the incident will be dealt with immediately by the member of staff who has been approached or witnessed the concern. 

· The school will provide appropriate support for the person being bullied – making sure they are not at risk of immediate harm and will involve them in any decision-making, as appropriate. 

· The Service Manager/Designated Safeguarding Lead (DSL) or another member of leadership staff will interview all parties involved. 

· The DSL will be informed of all bullying issues where there are safeguarding concerns. 

· The school will speak with and inform other staff members, where appropriate. 

· The school will ensure parents/carers are kept informed about the concern and action taken, as appropriate and in line with child protection and confidentiality policies. 

· Sanctions, as identified within the school behaviour policy, and support will be implemented in consultation with all parties concerned. 

· If necessary, other agencies may be consulted or involved, such as the police, if a criminal offence has been committed, or other local services including early help or children’s social care, if a child is felt to be at risk of significant harm. 

· Where the bullying of or by pupils takes place off school site or outside of normal school hours (including cyberbullying), the school will ensure that the concern is fully investigated. If required, the DSL will collaborate with other schools. Appropriate action will be taken, including providing support and implementing sanctions in school in accordance with this policy and the school’s behaviour policy. 

· A clear and precise account of bullying incidents will be recorded by the school in accordance with existing procedures. This will include recording appropriate details regarding decisions and action taken. 



Cyberbullying 

Cyberbullying may occur through social media, messaging services, gaming platforms, livestreaming services, anonymous applications and AI-enabled technologies. Staff should consider emerging online risks when responding to incidents.

· When responding to cyberbullying concerns, the school will: 



· Act as soon as an incident has been reported or identified. 

· Provide appropriate support for the person who has been cyberbullied and work with the person who has carried out the bullying to ensure that it does not happen again. 

· Encourage the person being bullied to keep any evidence (screenshots) of the bullying activity to assist any investigation. 

· Take all available steps where possible to identify the person responsible. This may include: 

· Looking at use of the school systems

· Identifying and interviewing possible witnesses

· Contacting the service provider and the police if necessary

· Work with the individuals and online service providers to prevent the incident from spreading and assist in removing offensive or upsetting material from circulation. This may include: 

· Support reports to a service provider to remove content if those involved are unable to be identified or if those involved refuse to or are unable to delete content. 

· Confiscating and searching pupils’ electronic devices, such as mobile phones, in accordance with the law 

· Requesting the deletion of locally-held content and content posted online if they contravene school behavioural policies. 

· Ensure that sanctions are applied to the person responsible for the cyberbullying; the school will take steps to change the attitude and behaviour of the bully, as well as ensuring access to any additional help that they may need. 

· Inform the police if a criminal offence has been committed. 

· Provide information to staff and pupils regarding steps they can take to protect themselves online. This may include:

· Advising those targeted not to retaliate or reply

· Providing advice on blocking or removing people from contact lists

· Helping those involved to think carefully about what private information they may have in the public domain



Supporting pupils 

Staff will recognise that bullying can have a significant impact on a child's emotional wellbeing and mental health. Any safeguarding or mental health concerns will be considered alongside the school's safeguarding procedures.

· Pupils who have been bullied will be supported by: 



· Reassuring the pupil and providing continuous pastoral support. 

· Offering an immediate opportunity to discuss the experience with their teacher, the designated safeguarding lead, or a member of staff of their choice. 

· Being advised to keep a record of the bullying as evidence and discuss how to respond to concerns and build resilience as appropriate. 

· Working towards restoring self-esteem and confidence. 

· Providing ongoing support; this may include: working and speaking with staff, offering formal counselling, engaging with parents and carers. 

· Where necessary, working with the wider community and local/national organisations to provide further or specialist advice and guidance; this could include support through Early Help or Specialist Children’s Services, or support through the Children and Young People's Mental Health Service (CYPMHS). 



· Pupils who have perpetrated bullying will be helped by: 

· Discussing what happened, establishing the concern and the need to change.

· Informing parents/carers to help change the attitude and behaviour of the child. 

· Providing appropriate education and support regarding their behaviour or actions. 

· If online, requesting that content be removed and reporting accounts/content to service provider. 

· Sanctioning, in line with school behaviour/discipline policy; this may include official warnings, detentions, removal of privileges (including online access when encountering cyberbullying concerns), and fixed-term or permanent exclusions. 

· Where necessary, working with the wider community and local/national organisations to provide further or specialist advice and guidance; this may include involvement from the Police or referrals to Early Help, Specialist Children’s Services, or the Children and Young People's Mental Health Service (CYPMHS). 





Supporting adults 

· Our school takes measures to prevent and tackle bullying among pupils; however, it is equally important to recognise that bullying of adults, including staff and parents, whether by pupils, parents or other staff members, is unacceptable. 



· Adults who have been bullied or affected will be supported by:

· Offering an immediate opportunity to discuss the concern with the designated safeguarding lead, a senior member of staff and/or the headteacher. 

o Advising them to keep a record of the bullying as evidence and discuss how to respond to concerns and build resilience, as appropriate. 

o Where the bullying takes place off school site or outside of normal school hours (including online), the school will still investigate the concern and ensure that appropriate action is taken in accordance with the schools’ behaviour and discipline policy. 

o Reporting offensive or upsetting content and/or accounts to the service provider, where the bullying has occurred online. 

o Reassuring and offering appropriate support. 

o Working with the wider community and local/national organisations to provide further or specialist advice and guidance. 





· Adults who have perpetrated the bullying will be helped by: 

· Discussing what happened with a senior member of staff and/or the headteacher to establish the concern. 

· Establishing whether a legitimate grievance or concern has been raised and signposting to the school’s official complaints procedures. 

· If online, requesting that content be removed. 

· Instigating disciplinary, civil or legal action as appropriate or required. 



















































9) Preventing bullying 

Environment 

· The whole school community will: 



· Create and support an inclusive environment which promotes a culture of mutual respect, consideration and care for others, which will be upheld by all. 

· Recognise that bullying can be perpetrated or experienced by any member of the community, including adults and children (child-on-child abuse). 

· Recognises the potential for children with SEN and disabilities to be disproportionately impacted by bullying and will implement additional pastoral support as required. 

· Openly discuss differences between people that could motivate bullying, such as: children with different family situations, such as looked after children or those with caring responsibilities, religion, ethnicity, disability, gender, sexuality or appearance related difference. 

· Challenge practice and language (including ‘banter’) which does not uphold the school values of tolerance, non-discrimination and respect towards others. 

· Be encouraged to use technology, especially mobile phones and social media, positively and responsibly. 

· Work with staff, the wider community and outside agencies to prevent and tackle concerns including all forms of prejudice-driven bullying. 

· Actively create “safe spaces” for vulnerable children and young people. 

· Celebrate success and achievements to promote and build a positive school ethos. 



Policy and Support 

· The whole school community will: 

· Provide a range of approaches for pupils, staff and parents/carers to access support and report concerns. 

· Regularly update and evaluate our practice to consider the developments of technology and provide up-to-date advice and education to all members of the community regarding positive online behaviour. 

· Take appropriate, proportionate and reasonable action, in line with existing school policies, for any bullying brought to the school's attention, which involves or affects pupils, even when they are not on school premises; for example, when using school transport or online, etc. 

· Implement appropriate disciplinary sanctions; the consequences of bullying will reflect the seriousness of the incident, so that others see that bullying is unacceptable. 

· Use a variety of techniques to resolve the issues between those who bully, and those who have been bullied. 



Education and Training 

· The school community will: 

· Train all staff, including: teaching staff, support staff (e.g. administration staff, lunchtime support staff and site support staff) and pastoral staff, to identify all forms of bullying and take appropriate action, following the school’s policy and procedures, including recording and reporting incidents. 

· Consider a range of opportunities and approaches for addressing bullying throughout the curriculum and other activities, such as: through displays, assemblies, peer support, the school/student council, etc. 

· Collaborate with other local educational settings as appropriate, and during key times of the year, for example during transition. 

· Ensure anti-bullying has a high profile throughout the year, reinforced through key opportunities such as anti-bullying week 

· Provide systematic opportunities to develop pupils’ social and emotional skills, including building their resilience and self-esteem. 



10) Involvement of pupils 

· We will: 

· Involve pupils in policy writing and decision making, to ensure that they understand the school’s approach and are clear about the part they play in preventing bullying. 

· Regularly canvas children and young people’s views on the extent and nature of bullying. 

· Ensure that all pupils know how to express worries and anxieties about bullying. 

· Ensure that all pupils are aware of the range of sanctions which may be applied against those engaging in bullying. 

· Involve pupils in anti-bullying campaigns in schools and embedded messages in the wider school curriculum. 

· Utilise pupil voice in providing pupil led education and support 

· Publicise the details of internal support, as well as external helplines and websites. 

· Offer support to pupils who have been bullied and to those who are bullying to address the problems they have. 



11) Involvement and liaison with parents and carers 

· We will: 

· Take steps to involve parents and carers in develop policies and procedures, to ensure they are aware that the school does not tolerate any form of bullying. 

· Make sure that key information about bullying (including policies and named points of contact) is available to parents/carers in a variety of formats, including via the school website 

· Ensure all parents/carers know who to contact if they are worried about bullying and where to access independent advice. 

· Work with all parents/carers and the local community to address issues beyond the school gates that give rise to bullying. 

· Ensure that parents work with the school to role model positive behaviour for pupils, both on and offline. 

· Ensure all parents/carers know about our complaints procedure and how to use it effectively, to raise concerns in an appropriate manner. 

12) Monitoring and review: putting policy into practice 

· The school will ensure that they regularly monitor and evaluate mechanisms to ensure that the policy is being consistently applied. 

The Service Manager and Designated Safeguarding Lead will periodically review bullying trends, protected characteristics, locations, online incidents and outcomes to identify patterns and improve preventative practice.

· Any issues identified will be incorporated into the school’s action planning. 

· The Service Manager will be informed of bullying concerns, as appropriate. 

· The Service Manager will report on a regular basis to the Management Committee on incidents of bullying, including outcomes. 



13) Useful links and supporting organisations 

· Anti-Bullying Alliance: www.anti-bullyingalliance.org.uk  

· Childline: www.childline.org.uk  

· Family Lives: www.familylives.org.uk  

· Kidscape: www.kidscape.org.uk  

· MindEd: www.minded.org.uk  

· NSPCC: www.nspcc.org.uk  

· The BIG Award: www.bullyinginterventiongroup.co.uk/index.php

· PSHE Association: www.pshe-association.org.uk  

· Restorative Justice Council: www.restorativejustice.org.uk  

· The Diana Award: www.diana-award.org.uk  

· Victim Support: www.victimsupport.org.uk  

· Young Minds: www.youngminds.org.uk  

· Young Carers: www.youngcarers.net  

· The Restorative Justice Council: www.restorativejustice.org.uk/restorative-practice-schools   



SEND 

· Changing Faces: www.changingfaces.org.uk  

· Mencap: www.mencap.org.uk  

· Anti-Bullying Alliance Cyberbullying and children and young people with SEN and disabilities: www.cafamily.org.uk/media/750755/cyberbullying_and_send_-_module_final.pdf  

· DfE: SEND code of practice: www.gov.uk/government/publications/send-code-of-practice-0-to-25  



Cyberbullying 

· Childnet: www.childnet.com  

· Internet Watch Foundation: www.iwf.org.uk  

· Think U Know: www.thinkuknow.co.uk  

· UK Safer Internet Centre: www.saferinternet.org.uk  

· The UK Council for Child Internet Safety (UKCCIS) www.gov.uk/government/groups/uk-council-for-child-internet-safety-ukccis  

· DfE ‘Cyberbullying: advice for headteachers and school staff’: www.gov.uk/government/publications/preventing-and-tackling-bullying  

· DfE ‘Advice for parents and carers on cyberbullying’: www.gov.uk/government/publications/preventing-and-tackling-bullying   



Race, religion and nationality 

· Anne Frank Trust: www.annefrank.org.uk  

· Kick it Out: www.kickitout.org  

· Report it: www.report-it.org.uk  

· Stop Hate: www.stophateuk.org  

· Tell Mama: www.tellmamauk.org    

· Educate against Hate: www.educateagainsthate.com  

· Show Racism the Red Card: www.srtrc.org/educational  



LGBT 

· Barnardo’s LGBT Hub: www.barnardos.org.uk/what_we_do/our_work/lgbtq.htm  

· Metro Charity: www.metrocentreonline.org  

· EACH: www.eachaction.org.uk  

· Proud Trust: www.theproudtrust.org  

· Schools Out: www.schools-out.org.uk  

· Stonewall: www.stonewall.org.uk  



Sexual harassment and sexual bullying 

· Ending Violence Against Women and Girls (EVAW) www.endviolenceagainstwomen.org.uk

· A Guide for Schools: www.endviolenceagainstwomen.org.uk/data/files/resources/71/EVAW-Coalition-Schools-Guide.pdf  

· Disrespect No Body: www.gov.uk/government/publications/disrespect-nobody-campaign-posters  

· Anti-bullying Alliance: Preventing and responding to Sexual Bullying: www.anti-bullyingalliance.org.uk/tools-information/all-about-bullying/sexual-and-gender-related/preventing-and-responding-sexual  

· Anti-bullying Alliance: advice for school staff and professionals about developing effective anti-bullying practice in relation to sexual bullying: www.anti-bullyingalliance.org.uk/tools-information/all-about-bullying/sexual-and-gender-related   



Note: Additional links can be found in ‘Preventing and Tackling Bullying’ (July 2017) www.gov.uk/government/publications/preventing-and-tackling-bullying

 



Hannah Whittaker September 2026
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NHS Foundation Trust

Infection
Prevention and
Control Policy and
Guidance

The 5 key messages the reader should note about this
document are:

1. Prevention of Infection is every one’s responsibility.

2. Hand hygiene is the single most important measure to
prevent the spread of infection.

3. Risk assessment is critical. Assess all health-care activities
to determine the personal protection that is indicated.

4. All contamination injuries must be reported.

5. Spillages of blood and other body fluids must be dealt with
immediately.

\———-\

You & Your Care

www.bdct.nhs.uk
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This policy has been approved. Circumstances may arise where staff become aware that
changes in national policy or statutory guidance (e.g. National Institute for Clinical
Excellence (NICE) guidance, Employment Law) may affect this policy. It is the duty of the
staff member concerned to ensure that the policy author is made aware of this change so
that the matter can be dealt with through the policy review process.

NOTE: All polices remain extant until notification of an amended policy via Global e-
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updated in line with Department of Health Guidance.
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1 INTRODUCTION

Bradford District Care Foundation Trust places the utmost importance on ensuring
patients’ safety and minimising the risks from infection. The Infection Prevention and
Control Policies and Guidance describe the precautions and control measures that are
essential to preventing and controlling infection. It includes advice on good infection
prevention and control practice and specific guidance about the infection prevention and
control implications of selected communicable diseases.

This policy and procedures document is a statutory requirement and has been updated
by the infection prevention and control team in line with the current legislation and
guidance and meets the requirements of the Health and Social Care Act 2008, Code of
Practice for the NHS on the prevention and control of healthcare associated infections
and related guidance.

2 SCOPE

The purpose of this document is to set out the principles and framework for the
management of infection prevention and control within the Trust, to ensure that all staff
clearly understands their roles and responsibilities in connection with the prevention and
control of infection within the Trust.

This policy must be followed by all Bradford District Care Foundation Trust staff both
clinical and non-clinical and staff on temporary contracts as well as bank staff and
students working in all areas of the Trust.

3 DEFINITIONS

Please refer to the Infection Prevention and Control Management Guidance and
Procedures for definitions of any infection prevention and control terms.

4 DUTIES

4.1 Chief Executive and Trust Board

The Chief Executive and Trust Board will designate responsibility for the prevention and
control of infection, including the control of healthcare associated infections, as a core
part of the Trust’s clinical governance programme. They will identify a Director of
Infection Prevention and Control to report directly to the Trust board on infection
prevention and control issues.

The Trust Board has overall responsibility for ensuring that adequate resources are
provided for infection prevention and control. This is achieved by receiving monthly
dashboard reports and an annual report from the Director of Infection Prevention and
Control.

The Trust Board will monitor infection prevention and control through the committee
structure and the submission of a six month report, monthly dashboard reports and the
infection prevention and control annual report which will be released publicly.

4.2  Quality and Safety Committee (QSC)

e The Director of Infection Prevention and Control is a member of the committee.
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¢ The Quality and Safety Committee receives quarterly dashboard reports and an
annual summary from the Director of Infection Prevention and Control.

e The Quality and Safety Committee produces reports to the Trust Board which allow
for Infection Prevention and Control matters to be reported by exception.

4.3 Director of Infection Prevention and Control (DIPC)

e The DIPC reports directly to the Deputy Chief Executive, Director of Nursing and
Specialist Services and the Board on all infection prevention and control issues.

e The Deputy Director of Nursing and Specialist Services is the designated DIPC.
e The DIPC is responsible for the infection prevention and control team.
e The development and implementation of infection prevention and control policies.

¢ The DIPC has the authority to challenge inappropriate clinical hygiene practice as well
as inappropriate antibiotic prescribing decisions.

e The DIPC assesses the impact of all existing and new policies and plans on
healthcare associated infections and make recommendations for change.

e The DIPC produces an annual report on the level of healthcare associated infections
within the Trust and the resources required to aid decision making by the Trust Board
and will ensure this is available in the public domain.

e The DIPC produces six monthly reports to the Professional Council on healthcare
associated infections within the Trust and infection prevention and control issues.

4.4  Infection Prevention and Control Committee (IPCC)

The Infection Prevention and Control Committee (IPCC) is a mandatory requirement
which meets quarterly, and is the key forum for providing assurance that the Trust has in
place appropriate structures and arrangements to discharge its responsibilities for
Clinical Governance and Risk Management.

The Committee reports to the Professional Council through six monthly reports.
The Infection Prevention and Control Committee are responsible for:

¢ |dentifying and prioritising actions based upon national guidance, Board directives,
external reports and internal incident reports, trends and patterns from the risk
management reporting system.

e Producing Policies concerning infection prevention and control.
e Ensuring the implementation of National and Local Policies and guidance.
e Monitoring the implementation of the policies.

¢ Monitoring audits of practices of staff members and other relevant to controlling the
spread of healthcare associated infection.

¢ Overseeing training in infection prevention and control.

¢ Providing advice to the DIPC, Chief Executive and Trust Board.
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The Infection Prevention and Control Committee will evaluate the effectiveness of this
policy annually.

4.5 Infection Prevention and Control Team (IPCT)

The team is supported by the Consultant Microbiologist at Airedale NHS Foundation
Trust through an SLA. This includes 24-hour advice and support.

The responsibilities of the team are:

To develop an annual infection prevention and control programme, with clearly
defined objectives.

To provide advice on all aspects of infection prevention and control.

To ensure that relevant policies and guidelines are in place and implemented
appropriately.

To review arrangements for infection prevention and control as necessary.

To provide infection prevention and control guidance to the design team on new
buildings and refurbishment of existing premises.

To provide infection prevention and control advice concerning the provision of new
clinical and other services including catering cleaning and laundry.

To provide advice concerning the management of individual patients.
To provide a resource for current legislation on up to date evidence and best practice.

Outbreak management including liaison with Public Health England and the Local
Authority.

Provide timely reports to relevant committees and produce the annual infection
prevention and control report.

To undertake audits of the implementation of Infection Prevention and Control
policies.

To provide educational programmes in infection prevention and control.
Provide individual clinical advice to all staff.

The IPCT will ensure information on infection prevention and control is available to
patients and the public. This is communicated through a variety of information leaflets
including the following: Clostridium difficile, MRSA, hand hygiene, Norovirus.

4.6 Clinical Managers and Specialist Nurses

Clinical managers and Specialist Nurses will work with the DIPC and IPCT to create a
culture of effective hygiene practice by:

Ensuring that infection prevention and control policies and guidance are distributed
and communicated to the staff in their areas.

Ensuring procedures pertinent to the specialty are in place, in liaison with the IPCT.
Ensuring staff co-operate with regular audits of compliance to the policy, procedures
and guidance.
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Reporting occupational diseases to comply with RIDDOR regulations, in co-operation
with the Employee Health and Wellbeing department.

Ensuring that advice is sought from the IPCT prior to the purchase of equipment
regarding the risk presented to patients.

Ensuring that staff members are aware of COSHH assessments and that defined
operational procedures are followed.

4.7 Healthcare Professionals
Maintain a safe infection prevention and control environment for yourself and others.

Be familiar with and comply with current Infection, prevention and control Trust
guidelines, policies and procedures.

Raise matters of non-compliance with your manager.
Report incidents relating to infection prevention and control.

Attend mandatory training in infection prevention and control practices as required by
the Trust.

Be appraised in relation to infection prevention and control.

4.8 Infection Prevention and Control Link Worker
To act under the supervision of the IPCT as a resource and role model for staff.
To liaise between their clinical area and the IPCT.

Raise awareness and facilitate the infection prevention and control policy within their
area.

In conjunction with the IPCT act as a resource person for staff concerning infection
prevention and control issues i.e. cleaning of equipment.

Participate in teaching patients/staff appropriate aspects of care relating to infection
prevention and control practices.

To participate in infection prevention and control activities as appropriate.
Report any infection prevention and control concerns to the IPCT.

Participate in infection prevention and control audits of their clinical area.

Attend the Infection Prevention and Control Link worker meetings and study day.

4.9 Responsibility of Line Manager

It is the responsibility of the Line manager to ensure that:

All new staff members attend induction training which includes Infection Prevention
and Control Training.

New employees receive information on infection prevention and control policies and
use of resources.

Relevant training is identified for staff through the appraisal process.
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Staff members attend training and subsequent refreshers.

Infection Prevention and Control should be discussed as part of the appraisal process.

4.10 Responsibility of the Employee
It is the responsibility of the employees to ensure that they:

Follow the infection prevention and control policies.

Attend training and subsequent refreshers.

Put their training into practice.

5 INFECTION PREVENTION AND CONTROL MANAGEMENT
GUIDANCE AND PROCEDURES

There is a significant amount of national guidance now available to enable Trusts to
ensure they have sufficiently effective systems and processes in place to assure patients
and staff alike that the healthcare provided is of a quality that safeguards patients. The
most notable documents are listed in the references section of this document.

There follows in this section of the Infection Prevention and Control Policy the detailed
guidance and procedures for the management and prevention of infections that all staff
working within the Trust should follow.

51 Infection Prevention and Control Governance Structure

Assurance and standards of quality are achieved by ensuring that the appropriate
reporting structure is in place:

e The Deputy Director of Nursing and Specialist Services is the Trusts Director of
Prevention and Infection Control, (DIPC).

e The QSC receives quarterly dashboard reports on Infection prevention and control
and can receive reports at each meeting by exception from the DIPC should issues
require escalation.

e The Professional Council receives a six monthly and annual report which includes an
update on progress with the annual programme.

e The Trust Board receives quarterly dashboard reports on reportable infections,
outbreaks and influenza vaccine uptake.

Additionally this reporting structure is supported by appropriate membership of the
governance structure to ensure opportunities for in-put and intelligence gathering from
the widest range of sources necessary to monitor such work.

52 Infection Prevention and Control Assurance Framework

The Trust’'s assurance framework for infection prevention and control is a live document
in the format of an action plan (annual programme). The annual programme includes the
annual audit programme. The annual programme is reviewed by the infection prevention
and control committee with a six monthly update provided to the Professional Council.

The infection prevention and control team identify and reviews risk of infection, and are
responsible for reporting these risks. Where serious risks are identified these are
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included on the Trusts risk register. In the event of a Serious Incident (SI) relating to
infection prevention and control, the Trust’s Sl policy is instigated, with all relevant
bodies, including Public Health England and the Strategic health Authority.

5.3 Access to Infection Prevention and Control Advice

5.3.1 Out Of Hour’s Advice

Infection prevention and control advice is available to all staff members over a twenty-
four hour period seven days a week. Out of hours advice from the infection prevention
nurse (IPN) on call can be obtained through Airedale General Hospital Switchboard.

The IPN is available on long range pager via Airedale General Hospital switchboard
01535 652511

5.3.2 Access to Infection Prevention and Control

Each locality/service has access to infection prevention and control advice and support
through the infection prevention and control team. Contact numbers are available on
Connect or via Lynfield Mount switchboard.

5.4  Major Outbreak Control of Communicable Infections
Guidance

5.4.1 Introduction

An outbreak of infection is defined as the occurrence of two or more related cases of the
infection, or where the number of infections is more than would normally be expected
(Wilson 2001).

The definition of what constitutes a major outbreak involves considering the following:
e The number of individuals affected

e The type and virulence of the organism

e The endemic status of the organism

It is recognised that outbreaks of viral gastroenteritis, which can be common during the
winter months, are managed on a day to day basis by the infection prevention and
control team (IPCT) without the need for a Major Outbreak Control Team. Refer to Viral
Gastroenteritis Guideline.

This guideline intentionally does not specify the types of infection or the number of cases
that constitutes an outbreak, this will be determined through a risk assessment on a case
by case basis by the IPCT.

542 Aim

The aim of this guidance is to ensure a rapid, well co-ordinated response to a major
outbreak of infection by providing a framework within which the outbreak can be
managed in order to limit the spread of infection and minimise harm to patients, staff and
visitors.

5.4.3 Recognition of an Outbreak
e The rapid recognition of an outbreak is the most important objective of routine
surveillance.
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e Outbreaks maybe identified in the laboratory or by nursing and medical staff in the
clinical area — particularly if the onset is rapid and affects a significant number of
patients.

e Some outbreaks may present suddenly affecting a large number of individuals before
detection.

o All staff should be vigilant and report any suspicions of an outbreak to the IPCT
immediately.

N.B. If the disease is notifiable by law, the medical staff responsible for the patient must
complete a ‘Notification of Diseases — Registered Medical Practitioner Notification Form’.

5.4.4 Investigation of a Suspected Outbreak

When a possible outbreak has been reported, it is the responsibility of the IPCT to
investigate further.

e The IPCT will collect information from various sources to determine whether an
outbreak is occurring. This will include the number of individuals affected, symptoms,
likely source and mode of transmission.

¢ An assessment of the severity of the problem will be undertaken based on the
information gathered.

5.4.5 Action to be taken if no Outbreak Exists

If it is found that no outbreak exists, the staff involved will be reassured and informed of
the reason for the decision. Care will be taken to ensure that they are not discouraged
from further reporting in the future.

5.4.6 Action to be taken if an Outbreak Exists
¢ IPCT to inform Director of Infection Prevention and Control (DIPC).

¢ DIPC to inform Consultant for Communicable Disease Control (CCDC) and duty
officer.

¢ It is the responsibility of the DIPC and/or the CCDC to formulate a case definition.
¢ It is the responsibility of the DIPC and/or the CCDC, to declare a major outbreak.

o ltis the responsibility of the DIPC to discuss the nature of the outbreak with the Chief
Executive and request them to convene a Major Outbreak Control Team Meeting.

5.4.7 Major Outbreak Control Team

The DIPC will establish an ‘outbreak control team’ to include the following personnel or
their delegated nominee:

Director of Infection Prevention and Control (Chair)

Consultant Microbiologist

Consultant in Communicable Disease Control

Chief executive or representative

Lead Nurse Infection Prevention
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Consultant from affected area
Director of Operations and Nursing
Communications Manager

Medical Director or representative
Matron from affected area

Service Manager from affected area
Risk Manager

Other departments or disciplines specified by the DIPC and/or CCDC may also be
included. For example:

Estates and Facilities representative

Laundry representative

Pharmacy representative

Director of Public Health

Employee Health and Wellbeing Nurse (if staff illness involved)

Catering Manager (if the infection is likely to be food or water borne)
Environmental Health Officer (if the infection is likely to be food or water borne).

5.4.8 Functions of the Major Outbreak Control Team

The functions of the ‘major outbreak control team’ are detailed below and will be
commensurate with the extent of the outbreak. The list of functions serves as a guide
only and it is likely that the functions, roles and responsibilities will be refined and
discussed in more detail during the initial meeting.

Agree a case definition (what constitutes a genuine case).

Agree on number and type of specimens/swabs/samples required e.g. viral,
microbiological, environmental, food.

Identify at risk groups.

Consider exclusion of at risk staff.

Decide whether there is a need for contact tracing.

Agree optimal clinical management of cases.

Agree appropriate infection prevention and control measures.

Define the operational policy on patient admission, transfer and discharge.
Define the operational policy on movement of patients and staff within the Trust.

Take all necessary steps for the continuing clinical care of patients during the
outbreak.

Clarify the resource implications of the outbreak and its management and how they
will be met e.g. additional supplies and staff.
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¢ Identify clear roles and responsibilities of the team members — produce role cards if
appropriate.

e Consider the need to use external expertise.

e Ensure that adequate communication channels are established — internally and
externally.

¢ Provide clear advice and information for all staff including contractors.

e Provide advice and information for patients, relatives, carers and visitors.
e Consider the need to restrict staff and visitors to the affected area.

e Ensure the outbreak is reported as a Serious Incident.

e Formulate action plan.

e Meet frequently to review progress of the action plan: this may be daily by key
personnel to ensure the plan is implemented effectively.

e Define the end of the outbreak and evaluate lessons learnt.
e Prepare interim reports and a final report.
e Share lessons learnt from the outbreak.

e The DIPC and/or the CCDC will take responsibility for the production and distribution
of reports.

5.4.9 End of the Outbreak

The end of the outbreak and mechanisms for returning to normal service will be
determined by the Major Outbreak Control Team and this decision will be communicated
throughout the Trust and other appropriate organisations. The Team will:

e Review the experience of all those involved in the management of the outbreak
¢ Revise the outbreak plan based on this

¢ Produce a written report which will include a full review of the outbreak, its cause
management and recommendations for changes in the procedures to prevent future
occurrences

¢ Any actions identified to prevent future occurrences will be identified in an action plan
and brought to the attention of the relevant people

5.4.10 References

Department of Health, (2010). Health Protection Legislation (England) Guidance. Wilson,
J. (2001) Infection Control in Clinical Practice. London. Balliere Tindal.

5.5 Standard Precautions Guidance

5.5.1 Introduction

The term standard precautions mean those practices which are taken by all healthcare
workers when coming into contact with blood or body fluids from any patient. The term is
used to describe the application of a range of practices and procedures that prevent
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exposure to, and exposure of, a wide range of micro-organisms e.g. person,
contaminated body fluid, equipment etc. (Epic 2, 2007).

The general principles of infection prevention and control must be applied during working
practices which protect other patients and staff from infection. All blood and body fluids
have the potential of transmitting infection therefore standard precautions must be
applied to all patients in all wards/departments/care facilities/community and at all times.
It includes all activities where there is a risk of contact with blood, body fluids, excretions
and secretions which could potentially be infectious.

Body fluids and substances include; blood, faeces, vomit, sputum, urine, peritoneal
fluid, pleural fluid, pericardial fluid, synovial fluid, amniotic fluid, semen, vaginal secretions,
breast milk, nasal secretions, and cerebrospinal fluid.

552 Aim

The aim of this guideline is to ensure the appropriate and safe use of standard
precautions in order to protect patients and staff from cross infection.

5.5.3 Duties and Responsibilities
5.5.3.1 Management Responsibilities:
e To ensure that the Guideline is brought to the attention of staff and observed by them.

e To ensure that every member of staff has an understanding of the content and its
scope and application.

e To ensure that the appropriate resources and training are made available within their
sphere of responsibility.

5.5.3.2 Staff Responsibilities:

¢ Adhere to these procedures.

e Correctly use the procedures and guidance given.

5.5.3.3 The Infection Prevention and Control Team (IPCT) will: -

e Ensure that the guideline is updated as required to reflect National guidelines from the
Department of Health (DH) and work with managers to implement the necessary
changes in practice.

e Take a key role in investigating untoward occurrences related to implementation and
managing associated hazards.

e The IPCT also have responsibility to offer training to all staff in terms of the content of
the guideline.

5.5.4 General Management

5.5.4.1 Standard Infection Prevention and Control Measures

Standard precautions include:

e Hand hygiene.

¢ Personal protective equipment (PPE) (e.g. gloves, apron, mask and eye protection).

¢ Management of body fluids spillage.
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The safe disposal of waste.

Safe handling and management of sharps.

Safe handling of contaminated linen.

Decontamination of reusable devices and equipment.

Safe handling of specimens and management of specimens.
5.5.4.2 Hand Hygiene

Hands are the principle route by which cross infection occurs in healthcare settings and
during the delivery of care. Hand hygiene is the single most important means of reducing
the spread of infection, by stopping cross contamination at the point of transmission and
therefore preventing Healthcare Associated Infections (HCAI).

Hands must be decontaminated immediately before each and every episode of direct
patient contact or care and after any activity or contact with the patient or their
surroundings. Refer to Hand Hygiene guideline which gives advice on using the ‘five key
moments’ for hand hygiene.

Hands that are visibly soiled or potentially contaminated with dirt or organic material (i.e.
following the removal of gloves must be washed with soap and water. (Epic 2, 2007)

When caring for a patient with diarrhoea hands must be washed with soap and water.

Alcohol hand rub can be used between patients/cares if the hands are physically clean.
It is recommended that soap and water be used after every five applications of hand rub,
as the emollients build up on the skin, making hands sticky.

Cuts and abrasions must be covered with a waterproof dressing. Any persistent skin
irritations must be reported to the Employee Health and Wellbeing Department.

5.5.4.3 Personal Protective Equipment (PPE)

Adequate supplies of disposable plastic aprons, single use gloves and face and eye
protection must be made available wherever care is delivered.

The decision to use or wear PPE must be based upon an assessment of the level of risk
associated with a specific patient care activity and current health and safety regulations.

Selection of appropriate protective clothing should follow a risk assessment of the
procedure to be performed. The following factors should be considered:

e The risk of contamination of the Healthcare workers clothing and skin.
¢ The risk of transmission to the patient/carer.
The diagram below is a guide to staff to aid risk assessment of the PPE required

[ Assess Risk of Task ]

| | | | |
Mo contact wwith Contact wwith Contact with
Bloods/body fluids Bloodsbody fluids Bloodsbody fluids

Mo gloves faprons ‘ Gloves faprons ‘ | Sloves, aprons, W
Evesrouth
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N.B On no account must any personal protective equipment be worn for carrying out more
than one procedure at a time and must be removed immediately prior to leaving the patient
care environment.

55.4.4 Gloves

There is evidence that there are two main indications for the use of gloves in preventing
healthcare associated infections. (EPIC 2 2007 page s2)

1. To protect the hands from contamination with organic matter and micro-organisms.
2.To reduce the risks of transmission of micro-organisms to both patients and staff.

Prior to carrying out all procedures a risk assessment must be undertaken by the
healthcare worker (HCW) to assess the risks to the patient and themselves in order to
establish whether gloves should be worn. Refer to health and safety at work act 1974.
The risk assessment should include:

e Who is at risk.

e Whether sterile or non sterile gloves should be worn.
e Exposure to blood or body fluids.

e Contact with non-intact skin or mucus membranes.

e Exposure to hazardous substances.

e Gloves should be worn as single use items. They are put on immediately before an
episode of patient contact or treatment and removed as soon as the activity is
completed. Gloves are changed between caring for different patients, or between
different care/treatment for the same patient. (Epic 2, 2007)

¢ Gloves must be disposed of in the appropriate waste stream and hands
decontaminated ideally by washing with soap and water. Refer to hand hygiene

quideline.
e Powered/polythene gloves must not be used in healthcare activities.

¢ Sensitivity to natural rubber latex in patients, carers and healthcare personnel must be
documented and alternatives must be made available. Refer to Latex guidance.

e Where ever possible latex free gloves should be the glove of choice.

o Staff with irritation from the use of gloves should report to Employee Health and
Wellbeing for advice.

¢ Gloves should be stored in a clean environment and not susceptible to environmental
contamination.

¢ Gloves should not be worn unnecessarily as their prolonged and indiscriminate use
may cause adverse reactions and skin sensitivity. Refer to employee health policy.

5.5.4.5. Aprons

Plastic aprons afford more protection to uniforms/own clothes because they are water
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repellent and impervious to microbial contamination and can prevent the re-dispersal of
micro-organisms from uniforms/clothes to patients.

Disposable plastic aprons must be worn when it is likely that body substance will soil
clothing. They should also be worn during all close patient contact including bed making.
Plastic aprons must be worn as single use items, for one procedure or episode of patient
care and then discarded and disposed of in the appropriate waste stream. Aprons must
not be worn for more than one procedure.

5.5.4.6 Face, Respiratory and Eye Protection

The use of face and eye protection reduces the risk of occupational exposure to
splashes of blood, body fluids, secretions or excretions. Therefore they must be worn
where there is a risk of blood, body fluids, secretions or excretions splashing into the
face and eyes. (EPIC 2, 2007)

Where necessary respiratory protective equipment, i.e., a particulate filter mask, must be
correctly fitted and used when recommended for the care of a patient with respiratory
infections transmitted by airborne particles (i.e. pandemic influenza).

5.5.5. Blood and Body Substance Spillage

It is important that spillages are dealt with immediately to prevent accidents and cross
infection. All staff members are responsible for the safe management of spillages.

5.5.5.1 Blood Spillage: Wear PPE (gloves and apron) use paper towels to absorb the
fluid. Clean with hot water and detergent, and then disinfect using a freshly made
solution yielding 10,000ppm available chlorine or an agent that contains chlorine and
detergent. Dispose of in the appropriate waste stream.

5.5.5.2 Urine, Faeces and Vomit: Wear PPE (gloves and apron) use paper towels to
absorb the fluid. Clean with hot water and detergent followed by 1,000ppm hypochlorite
solution or an agent that contains chlorine and detergent. Dispose of in the appropriate
waste stream.

5.5.5.3 Spillages in a Patient’s Home: Use detergent and water.
Alternatively if available use a spillage kit refer to Connect for instructions on use.

N.B. Hypochlorite is a bleach solution and releases further vapour on contact with body
fluid. The room area must be well ventilated when using this substance and COSHH
guidelines followed.

N.B Spills must never be left for another member of staff to deal with.
5.5.6 Safe Disposal of Waste Contaminated by Blood and Body Substances

If through clinical activity staff produce clinical waste, then they are defined as a Waste
Producer under the Hazardous Waste Regulations Act 2005. They have a legal
responsibility under this legislation for the management of the waste at all steps of
handling and transportation until its final disposal into the correct waste stream.

Staff should refer to the healthcare waste policy.

5.5.7 Safe Handling and Disposal of Contaminated Sharps
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e Extreme care must be taken to ensure that needles and other sharp instruments are
handled safely to prevent a contamination injury. It is the responsibility of the person
using the sharp to ensure its safe disposal.

¢ Always dispose of sharps at the point of use.

e Needles must never be re-sheathed, bent or broken or dissembled before use or
disposal.

e Approved sharps containers must be used that comply with UN3291 and BS7329
standards and labelled prior to use.

e Sharps containers when % full must be closed securely and the person closing must
complete and sign the label on the container, then place in a secure location for
collection.

e Sharps containers should not be placed on the floor as it could potentially be knocked
over and then pose a risk of sharps injury e.g. place on a bracket at a reasonable
height, the user must be able to still seen into the opening of the sharps container.

e Sharps container must not be placed inside clinical waste bags.
e Sharps containers must be disposed of after three months irrespective of if full or not.

For more information and how to deal with a contamination injury refer to Prevention and
Management of Contamination Injuries Policy.

5.5.8 Safe Disposal of Linen Contaminated with Body Substances

e Used linen is a potential source of infection and appropriate PPE must be worn when
handling used linen to prevent cross contamination.

¢ Linen contaminated with body substances must be placed into a water soluble bag, to
protect laundry staff from avoidable risk.

¢ Linen very heavily soiled with blood may require disposal and incineration. Discuss
with the IPCT.

NB: Water soluble bags used for hospital laundry cannot be used in domestic washing
machines. Alternative water soluble bags designed for use in domestic machines should
be purchased

For further information refer to the laundry management quidance.

5.5.9 Contaminated Clothing/Uniform

Uniforms or clothes which become contaminated with body fluids must be changed as
soon as possible and laundered at the earliest opportunity. Refer to work wear policy
and laundry management guidance.

5.5.10 Decontamination of Equipment

Healthcare equipment can be a source of infection therefore to reduce the potential risk
of cross infection it is essential that re-usable equipment/devices are effectively cleaned
and decontaminated between each patient use.

Most equipment can be cleaned with detergent wipes or hot soapy water.
For equipment contaminated with blood or body fluids clean with hot soapy
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water/detergent wipes then use a chlorine based solution to disinfect or a product which
contains both.

Any equipment/medical device that has been designated by the manufacturers as
‘single-use’ must be used as such. A single use device must only be used on an
individual patient during a single procedure and then discarded. Single use devices
must not be reprocessed (cleaned and used again).

All single use devices must be disposed of after a single use.

(Symbol for single use items)

A decontamination certificate must be completed for ALL equipment prior to repair or
service which can be downloaded from connect.

For further information on how to decontaminate healthcare equipment please refer to
the Trust’'s Decontamination, Cleaning and Disinfection guidance.

5.5.11 Specimens: Collection, Handling and Storage

There is a potential infection risk from specimens and therefore these must be packaged
and handled appropriately. It is the sender’s responsibility to ensure that all specimen
pots are secure and that specimens are not leaking. All specimens are to be placed in
plastic bags with the attached request forms.

Specimens must be transported in a container which is robust, waterproof, and
shatterproof and fit for purpose to comply with the ‘Carriage of dangerous goods and use
of transportable pressure equipment’ (2007) refer to Healthcare waste policy.

For further information refer to Pathology specimen collection and transport guidance.

5.5.12 Education and Training

Education and training on infection prevention and control is delivered to all staff at Trust
Induction and Mandatory Training sessions. For staff / individual training requirements
and methods of delivery please refer to: The Trust Training Needs Analysis.

5.5.13 Audit and Monitoring
The Infection Prevention and Control Team will:
e Audit adherence to this guideline as agreed within the annual programme.

¢ Results will be reported to and subsequent action plans will be monitored by the
Infection Prevention and Control Committee.

5.5.14 Methodology

These procedures have been produced in accordance with guidance provided by
Department of Health and the EPIC Guidelines for infection prevention and control as
published by Pratt et al Journal of Hospital (2007) 65S, S19-S22
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5.6 Hand Hygiene Guideline and Procedures
5.6.1 Introduction

Hands are the most common way in which microorganisms, particularly bacteria, might
be transported and subsequently cause infection. Especially to those who are most
susceptible to infection. In order to prevent the spread of microorganisms to those who
might develop serious infections through this route while receiving care, hand hygiene
must be performed adequately. This is considered to be the single most important
practice in reducing the transmission of infectious agents, including Healthcare
Associated Infections (HCAI), during delivery of care. (WHO 2010)

The hand hygiene procedure used should be based on a risk assessment of the
potential/actual contamination of hands and the vulnerability of the patient.

It must however, always be assumed that every person encountered could be carrying
potentially harmful microorganisms that might be transmitted and cause harm to others.

Everyone has an important part to play in improving patient safety.

All of the steps detailed in this guideline aid the process of ensuring hands are free from
contamination and are therefore not a factor in causing infection.

The term hand hygiene used in this document refers to all of the processes, including
hand washing and hand decontamination achieved using other solutions, e.g. alcohol
based hand rub.

Every member of staff involved in patient care should be able to appropriately manage
hand hygiene at the point of care.

5.6.2 Duties and Responsibilities
5.6.2.1 Management Responsibility:
e To ensure that all staff have had education on the principles of hand hygiene.

e To ensure that adequate resources are in place to allow staff to perform appropriate
hand hygiene. This includes liaison with the estates/maintenance staff in relation to
hand hygiene facilities such as hand wash basins.
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To ensure areas participate in surveillance and audit programmes at a national or local
level.

To support staff in any corrective action or interventions if an incident occurs that may
have resulted in cross transmission.

To ensure any staff with skin irritation related to hand hygiene are referred to
Employee Health and Wellbeing.

To ensure that hand hygiene posters are displayed in relevant prominent areas.

To ensure that all staff are aware of hand hygiene campaigns.

5.6.2.2 All Staff Responsibilities:

To ensure that hand hygiene is performed and encourage others to do so.

To ensure supplies of hand hygiene cleansing agents and paper towels are readily
available for all to use, including for visitors.

To ensure posters on hand hygiene are displayed in relevant, prominent areas to
support infection prevention.

To report to line managers any deficits in knowledge or other factors in relation to
transmission of infection such as hand hygiene or incidents that may have resulted in
Cross contamination.

To attend mandatory infection prevention education sessions as per TNA.

5.6.2.2 The Infection Prevention and Control Team (IPCT) will:

Advise the Trust on current best practice in hand hygiene technique.

Advise the Trust on current best practice in planning hand hygiene facilities for new
construction and refurbishment work in line with National Guidance.

Support service areas in the delivery of hand hygiene audits with the support from link
workers throughout the year.

Feedback results to individual areas and present results to appropriate directorates,
and include results within relevant documents (e.g. annual report).

Monitor compliance with the hand hygiene guideline through audit and observation of
practice.

Ensure the implementation of national campaigns and innovations.

Promote patient empowerment in respect of hand hygiene practice through
information leaflets and other media.

5.6.3 Definition

Reduction of microbes on hand surfaces to safe levels for the procedure to be
performed.

5.6.4 Discussion

Hand hygiene greatly reduces the risk of transfer of bacteria. Most infections in
healthcare settings are spread via the hands of healthcare workers. There are three
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levels of hand hygiene comprising social, antiseptic and surgical. The hands carry two
types of micro organisms which are:

Transient micro organisms are the ones picked up by contact with people and/or the
environment.

Resident micro organisms are those that live on the skin as normal flora.
5.6.5 Principles

Effective hand decontamination results in a significant reduction in the carriage of
potential pathogens on the hands. This can be achieved by using soap and water,
alcohol hand rub or detergent wipes.

5.6.6. When to Perform Hand Hygiene

Hands should be cleaned at a range of times however in order to prevent Healthcare
Associated Infection (HCAI) at the most fundamental times during care delivery and daily
routines, when caring for those sick and vulnerable the "Your 5 moments for Hand
Hygiene' should be followed. Refer to connect poster 1 and poster 2.

5.6.7 Bare below the Elbow

‘Bare below the elbow’ should be implemented in accordance with DH guidance
Uniforms and Work wear; an evidence base for developing local policy (2007). Short
sleeves should be worn by all healthcare workers, health and safety and infection
prevention and control being paramount.

5.6.7.1 Key Points for Preparation for Effective Hand Hygiene:

¢ Nails must be short and clean

¢ No nail varnish, nail polish or nail hardener

¢ No false nails, (acrylic or gel) or nail jewellery

¢ No wrist watches, bracelets, charity bands or any other wrist adornments
¢ No long sleeves (bare below the elbows)

e No stoned or engraved rings

¢ One plain banded ring may be worn

5.6.8 Cleansing Agents

5.6.8.1 Liquid soap and running water will remove transient organisms and make the
hands as ‘socially clean’. This is sufficient for general social contact and most care
activities and must be used when dealing with patients who are known to be
Clostridium difficile positive.

The Trust provides detergent wipes as an alternative to soap and water for clinical staff
working in community settings where facilities may be limited.

5.6.8.2 Anti-microbial Agents (e.g. Chlorhexidine, Povidone-iodine) will reduce
transient microorganisms and some resident flora. This is necessary during the
undertaking of invasive procedures into sterile body sites especially on particularly
susceptible individuals (e.g. neonates, immunocompromised patients). They are not
recommended for routine use due to their association with increased damage to the skin.
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The table below shows the different types of hand hygiene and the types of cleansing
agent for each. For the correct technique for each refer to connect, hand washing,

aseptic technigue hand hygiene and using alcohol gel.

LEVEL 1
Social Hand Hygiene

LEVEL 2
Aseptic hand washing

Why perform hand
hygiene?

To render the hands
physically clean and to
remove microorganisms
picked up during activities
considered ‘social’ activities
(transient microorganisms)

To remove or destroy
transient microorganisms. In
addition to provide residual
effect during times when
hygiene is particularly
important in protecting
yourself and others (reduces
resident microorganisms).

Suitable cleansing
agents

Plain or antimicrobial liquid
soap.

Alcohol hand rub (where
hands have not been visibly
soiled)

An approved antiseptic hand
cleanser, e.g. 2-4%
chlorhexidine, 5-7.5%
povidone iodine, 1%
triclosan, or antimicrobial
soap from a dispenser.

Alcohol based hand rub can
also be used following hand
washing for example when
performing aseptic technique,
to provide further cleansing
and residual effect.

How long should it
take to perform
hand hygiene?

At least 15 seconds

At least 15 seconds

Bar soap should not be used in clinical settings, those working in areas such as patient’s

own home may have to carry their own supplies of liquid soap/alcohol rub.

‘Topping up’ of bottles should never occur as the inside of bottles, even those containing

antiseptic solutions, can become a breeding ground for bacteria over time.

5.6.9 Hand Drying

e Wet surfaces transfer micro-organisms more effectively than dry ones. Moisture left
on the hands may cause the skin to become dry and cracked. The method of hand
drying is therefore very important in preventing infection.

e Use at least two paper towels for effective drying.
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¢ Dispose of the paper towels in a foot operated pedal bin. (Refer to the healthcare
waste policy)

e Communal hand towels must not be used as they have been recognised as a source
of cross infection.

e Hot air dryers, which dry hands slowly and in some cases inadequately, may
discourage people from washing their hands and therefore should not be used in
clinical areas.

5.6.10 Community i.e. Patients Homes

Staff should carry a supply of paper towels for hand drying otherwise kitchen roll is
acceptable. If the facilities available are limited then a detergent wipe or alcohol hand rub
may be used.

5.6.11 Alcohol Hand Rub
How to apply alcohol hand rubs refer to poster on connect.
e The Trust provides an approved alcohol hand rub.

e Alcohol (60-70%) is an effective alternative when hand-washing facilities are not easily
accessible or available. It is useful when there is a need for rapid hand disinfection.

¢ Alcohol hand rub should be available at the point of care; this may be achieved by
staff having a personal dispenser.

¢ Alcohol hand rubs may also be used for social and antiseptic levels of hand hygiene.
¢ Alcohol hand rub should not be used if hands are visibly soiled.

¢ All alcohol hand rubs are ineffective against spores and some viruses. Therefore,
when dealing with patients with Clostridium difficile and/or Norovirus hands must be
decontaminated with soap and running water.

¢ To be effective hand rub needs to have evaporated from the skin before contact with
the patient.

It is recommended that soap and water be used after every five applications of hand rub,
as the emollients build up on the skin, making hands sticky.

5.6.12 General Advice

Even if gloves have been worn, hand hygiene must be performed as hands may still be
contaminated beneath gloves or upon removal and therefore, may pose a risk for
transmitting microorganisms.

Nailbrushes must not be used to perform social or hygienic hand hygiene as scrubbing
can break the skin, leading to increased risk of harbouring microorganisms or dispersing
skin scales that may cause harm to others.

Where running water is not available, for example during water failure, the use of other
products such as alcohol based hand rub and detergent wipes should be used. The
IPCT should be contacted for advice.

5.6.13 Skin Integrity
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Check hands for abrasions and cuts before each span of duty. Cover any cuts or
abrasions with a waterproof dressing whilst on duty

Your skin acts as a barrier when intact. If not intact follow advice above and don non-
sterile disposable gloves to protect against direct contact with blood and body fluids.

5.6.13.1 Emollients and Moisturisers
o Staff should have access to a good quality, non-perfumed hand cream.

e The use of emollients and moisturiser will help to prevent skin problems, irritations and
drying and have been shown to increase compliance with hand hygiene.

¢ These should be applied and if possible be left on the skin for 10-15 minutes when off
duty or during breaks whilst on duty.

NB: Seek Employee Health and Wellbeing advice for persistent skin irritations
5.6.14 Hand Hygiene Facilities

Facilities within healthcare settings must not compromise standards by being unclean or
poorly maintained.

e Hand washing facilities must be adequate and easily accessible at all times.

¢ Designated hand wash basins must be accessible in all clinical and consultation areas
and where appropriate e.g. kitchen and sluice.

e Hand wash basins should have elbow, sensor or foot operated mixer taps.
e Hand wash basins should not have plugs.

¢ All hand wash basins must be designated for hand-washing only and not used for
other purposes i.e. cleaning instruments and equipment.

¢ Use only wall mounted liquid soap dispensers with disposable soap cartridges and
keep clean and replenished.

¢ Good quality wall mounted paper towels should be used and positioned in close
proximity to the hand wash basin.

e Communal hand towels must not be used.
¢ Hot air hand dryers must not be used in healthcare settings.

¢ Alcohol hand rub must be available within arm’s reach of each bed or staff should
carry their own dispenser.

¢ All dispensers should be full, operational and clean.

e There should be a foot operated pedal bin of the appropriate size positioned next to
the hand wash basins.

5.6.15 Patients/Relatives/Carers and Visitors

e It is important that patients/relatives/carers and visitors also practice good hand
hygiene.

¢ All staff should take every opportunity to emphasise the importance of hand hygiene to
patients/relatives/carers and visitors.
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¢ Whilst in a healthcare setting patients can easily pick up transient micro-organisms on
their hands from the environment, the micro-organisms can then be transferred to a
more susceptible site where they may cause an infection.

e Always encourage patients to wash their hands thoroughly before meals, after using
the toilet/commode/urinal and before and after clinical procedures.

e If patients are unable to access a hand wash basin then moist hand wipes or an
alternative must be offered.

5.6.16 Education and Training

Hand hygiene training is delivered to all staff at Trust Induction and Mandatory Training
sessions. For staff / individual training requirements and methods of delivery please refer
to: The Trust Training Needs analysis

5.6.17 Monitoring

Criteria Evidence Method of Frequency of |Lead
identified to monitoring, i.e. [monitoring responsible for
indicate how/where will monitoring
compliance with |this be
policy gathered?

Duties Attendance Quarterly report |Quarterly and Infection
registers to IPCC Six Monthly Prevention Lead
ESR data Six monthly :\\I/Il;rr]s:gi?d
Reportsto |00

ittee/ :
committee/groups | .~ -
Hand hygiene
audits

How the See Training See Training See Training See Training

organisation Policy Policy Policy Policy

records that all

permanent staff

complete hand

hygiene training

in line with the

TNA

How the See Training See Training See Training See Training

organisation Policy Policy Policy Policy

follows up those

who do not

complete hand
hygiene training
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Criteria Evidence Method of Frequency of |Lead

identified to monitoring, i.e. [monitoring responsible for
indicate how/where will monitoring
compliance with |this be
policy gathered?
Action to be See Training See Training See Training See Training
taken in the Policy Policy Policy Policy
event of
persistent non
attendance

5.6.17.1 The Infection Prevention and Control Team will:

¢ Audit adherence to this guideline and procedures as agreed within the annual
programme.

e Compile reports for the Trust Board, Quality and Safety Committee, Professional
Council and Infection Prevention and Control Committee containing actions and
recommendations.

5.6.18 Development

This guideline and procedures has been produced in line with the Epic2: National
Evidence-Based Guidelines for Preventing Healthcare-Associated Infections in NHS
Hospitals in England (Pratt et al Journal of Hospital (2007) 65S, S15-S19)
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5.7 Latex Sensitisation in Healthcare Settings
5.7.1 Introduction

Recent research studies have demonstrated that the increasing use of latex gloves may
create an increase in sensitisation and a potential health risk to employees. Some
people are allergic to the natural proteins found in latex gloves resulting in a wide range
of allergic reactions varying from dermatitis to anaphylactic shock.

Other uses of Latex - The use of Latex is not confined to glove manufacture but is also
used to produce a range of mechanical devices including catheters, condoms, elastic
bandages and wound drains.

5.7.2 Aim

The aim of this guideline is to ensure staff members are aware of the risks of latex
sensitivity, ensure current practice minimises the risk of latex allergy. Also enable staff
members to effectively manage suspected latex sensitivity.

5.7.3 What is Latex?
Latex is a natural substance produced by ‘Hevea brasilieusis’ tree. Sulphur and organic

chemicals are added to the Latex to provide strength and elasticity, the characteristic
properties of “rubber”.

5.7.3 Prevalence of Latex Allergy

Latex allergy is increasing, especially in healthcare settings. This has coincided with the
increasing use of Latex gloves over the past few years. There are at present no
authoritative statistics which indicate the extent of the problem in the UK.

5.7.4 Risk of Latex Reaction

The risk of allergic reaction can also exist with medical devices which are Latex based.
A history of continued use of Latex containing catheters, rectal tubes and stoma bags in
people with chronic conditions should alert clinical staff to the possibility of Latex
sensitisation, especially hypersensitivity. Atopic individuals are predisposed to allergies
in general, and are more likely to become Latex sensitised than non-atopic individuals.

5.7.5 Powdered Gloves

The risk of Latex allergy is exacerbated by the use of powdered gloves, not only to the
user, but to sensitised individuals in the vicinity. The use of powdered Latex gloves
increases the risk of Latex allergy and will not be purchased by the Trust.

5.7.6. Management of Staff with Latex Sensitivity
5.7.6.1Responsibility of staff

All employees have a responsibility to report to their line manager any signs or
symptoms or medical advice which may indicate a potential health risk to themselves.

5.7.6.1 Responsibility of Managers

Managers must immediately refer an individual with suspected Latex sensitivity to the
Employee Health and Wellbeing Service. It is the responsibility of the direct line manager
to ensure that the advice given by the Employee Health and Wellbeing Service is
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supported by the purchase of the recommended gloves. An IRe incident form must be
completed.

5.7.6.2 Responsibility of Employee Health and Wellbeing

The Employee Health and Wellbeing Service is responsible for diagnostic screening and
advising the member of staff and the referring manager on the appropriate management
of the situation.

5.7.7 Inability to Work

Where an employee cannot continue with his/her normal duties because of a Latex
allergy then their manager should seek advice about alternative employment from the
Human Resources.

5.7.8 Type of Glove Available

The Trust will continue to provide the safest available Latex gloves for staff and for most,
Latex products will not cause any problems. Non Latex or hypoallergenic gloves will be
made available but only for those employees who have a Latex allergy, diagnosed by the
Employee Health and Wellbeing Service.

5.7.9 Use of Non-Powdered Latex or PVC Gloves

To minimise the potential for cross infection it is recommended that gloves are worn for
all procedures that carry a risk of contamination. None sterile gloves for interventions
such as mouth care or contact with bodily fluids (DOH 1998). If the patient is immuno-
compromised, or the procedure is invasive e.g., contact with an open wound then sterile
gloves are recommended (Grinnell 1998).

5.7.10 Management of Patients with Suspected Latex Sensitivity
The following procedure must be followed:

¢ Patients presenting with symptoms suggestive of Latex sensitivity will have external
latex products removed i.e. Latex sheath or elastic bandage.

e The reaction must be recorded in the nursing notes under suspected allergies.
e The G.P. or medical officer should then be informed.

e The decision to refer to a Dermatologist for diagnostic screening may be made by the
medical officer depending on the severity of the reaction.
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5.8 Prevention and Management of Contamination Injuries
Policy

5.8.1 Introduction

Protecting staff from contaminated sharps, bites (human), scratches or splash injuries
which are a potential source of blood borne viruses (BBVS) is a priority for Bradford
District Care Foundation Trust. It is important that all staff that could be exposed to
blood/body fluids be vaccinated against Hepatitis B for their own protection. The aim of
this policy is to ensure that all staff members are protected as far as reasonably
practicable from the potential risk of transmission of BBVs through contamination
injuries.

5.8.2 Purpose

This policy will ensure there is a clear process in place for the management of
contamination injuries which includes needlestick injuries, sharps, human bites,
scratches and splash injuries within the Trust. The policy ensures that the Trust meets
the Department of Health requirements in managing such incidents.

5.8.3Scope of the Document

This policy must be followed by all Bradford District Care Foundation Trust staff both
clinical and non-clinical and staff on temporary contracts as well as bank staff and
students working in all areas of the Trust. Failure to follow the policy resulting in injury
will be seen as negligence.

5.8.4 Policy Statement

Bradford District Care Foundation Trust is committed to reducing the risk of
contamination injuries to all staff members as far as is reasonably practicable. This will
be achieved by:

e Mandatory infection prevention education and training

¢ Provision of approved equipment e.g. sharps containers

Promoting safe sharps awareness

Promoting and reporting correct management of contamination injuries

Adherence to standard infection prevention and control practices
5.8.5 Definition of Contamination Injury

A contamination injury is inoculation or contact with broken skin, mucous membrane or
eye with blood or high risk body fluid e.g. sharps injury, splash injury.

5.8.6 Accountability and Responsibilities
5.8.6.1 Bradford District Care Foundation Trust has a Responsibility to Provide:

e Approved sharps containers in clinical areas and for community staff that comply with
UN3291 and BS7320

e Approved devices for the re-sheathing of needles where required

e Training and education on the procedure required to practice the safe handling and
disposal of sharps
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e Safe working conditions and practice

e Vaccination for all staff at risk of Hepatitis B

e A clear policy to be followed in the event of a contamination injury
5.8.6.2 Chief Executive

The chief Executive on behalf of Bradford District Care Foundation Trust has overall
responsibilities for ensuring systems are in place to support the implementation of this

policy.
5.8.6.3 Management Responsibilities

e Ensure that the policy is brought to the attention of all staff and that staff comply with
the requirements of the policy and any associated guidelines and procedures

e To provide adequate support for staff involved in an contamination injury
e To ensure staff are aware of the importance of reporting an contamination injury

e Ensure that the appropriate resources and training are made available to support the
implementation of the policy within their sphere of responsibility

5.8.6.4 Employee Health and Wellbeing Service (EHWB)

Ensure the provision of services for all staff in relation to this policy. Refer to appendix 4
for further information on staff support.

5.8.6.5 Infection Prevention and Control Team (IPCT)

Ensure the provision of advice, support and education to staff in relation to the policy.
Refer to appendix 5 for further information on general advice on reducing risks of
exposure to blood borne viruses (BBV’s).

5.8.6.6 Individual employed by Bradford District Care Foundation Trust

Ensure they understand and adhere to the policy. In addition the individual must ensure
they receive training and education to enable them to correctly follow the policy and
recognise that failure to follow the policy will be seen as negligence. Attend training as
defined in the Trusts training needs analysis.

5.8.7 Action in the Event of a Contamination Injury

This action offers protection in the event of potential exposure to viral or bacterial
infection.

5.8.7.1 First Aid

e |If ‘'sharps’, ‘needlestick’, scratch or bite gently squeeze the wound to make it bleed,
clean thoroughly under running water, apply waterproof dressing.

e If splash to eye use eyewash to rinse the eye (remove contact lenses first)
e If splash to mouth or skin rinse/cleanse thoroughly with water.

DO NOT SUCK WOUNDS

5.8.7.2 Management Actions

e Ensure that the injured member of staff has contacted either Employee Health and
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Well Being (EHWB) or the infection prevention and control team (IPCT) as described
under ‘Staff Actions’ below, in order that an assessment of the risk of HIV can be
made within one hour of the incident.

Ensure backfill as required to allow the injured member of staff and the patient
involved to have bloods taken and for completion of the reporting process.

Ensure the injured member of staff has appropriate emotional support as required,
e.g. referral to EHWB Department for post-incident counselling

5.8.7.3 Staff Actions

The injured member of staff is responsible for reporting the incident to their
immediate manager, IPCT, EHWB and for recording it on the Incident Form (IR-e)
and Inoculation/Contamination Incident Form (ICI) (Appendix 2). Send completed ICI
form to the IPCT and follow the normal online procedure for incidents.

All contamination incidents must be reported immediately to EHWB in hours and the
IPCT out of hours. This must take place within one hour. The IPCT are available
out of office hours via Airedale General Hospital switchboard, tel: 01535 652511.

Staff must report the incident to EHWB to ensure appropriate follow up is arranged.
EHWAB is open during office hours.

A medical history, assessment of risk factors and one consented blood sample are
required from the patient involved in the incident. Bloods should be sent in a gold top
bottle for HIV, Hepatitis B infection, Hepatitis C and save serum. This should be
done by someone other than the injured member of staff.

Obtaining donor consent should include an explanation of the incident, Trust
requirements regarding blood tests and reassurance that in the unlikely event of the
tests being positive it would be advantageous for them to be aware so appropriate
treatment can be given.

In the event of the donor refusing to consent or they are unable to consent to blood
tests contact the IPCT.

Actions should be recorded in patient’s notes by the injured member of staff

The team responsible for the patient’s care should ensure that the patient is informed
of the blood test results and act on any positive results.

A blood sample in a gold top bottle from the member of staff is required for Hepatitis
B immunity and save serum.

State on the patient’s request form ‘donor contamination injury’ and the name of the
member of staff involved and on the staff’s request form ‘ recipient contamination
injury’ and the name of the patient involved.

If the donor source is not known a risk assessment of the incident will be made by the
IPCT and advice on immediate blood tests required and treatment of injury will be
given. The use of Hepatitis B immunoglobulin will be discussed with the Consultant
Microbiologist.

Blood samples require prompt delivery to the Pathology Department.
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e The recipient of a contamination injury is advised to take additional precautions to
minimise risk of transmission via sexual intercourse until the donor status is known or
in the case of an unknown donor until advised by the EHWB Department.

e The EHWB Department will communicate results and further action required to the
injured member of staff — this may include advice re-exposure prone procedures if
contamination injury involves a patient with a known BBV.

e EHWB Department offers appropriate vaccination or boosters and any counselling
required. Refer to Appendix 4 for further information on support

e Hepatitis B Vaccination is indicated for all staff that is at risk of contact with blood and
body fluids or contamination injury in the course of their work: this includes clinical
staff, maintenance staff, porters and housekeeping staff. Any other staff will be
assessed for significance of risk by the EHWB nurse.

e Staff who are non responders (not immune) to Hepatitis B and undertake exposure
prone procedures are required to have annual blood testing for surface antigen.

¢ If required there will be an investigation led by EHWB nurse, IPCT and appropriate
Manager into the cause of the incident and recommendations made.

5.8.7.4 Community Staff
e Follow procedure as outlined in staff actions above.

e Arrange for colleague/patients GP to visit the patient to gain consent and take a
blood sample for HIV, Hepatitis B infection, Hepatitis C and save serum.

e Attend Employee Health and Wellbeing Department or the most convenient Accident
and Emergency (A&E) Department for Hepatitis B immunity and save serum sample
to be taken. Inform the Infection Prevention Nurse which you will be attending. The
Infection Prevention Nurse will liaise with the department regarding treatment
required and follow up of blood results.

5.8.8 Communication Re-potential for HIV Exposure

The ward/care facility manager/team leader (or equivalent) must be aware of all patients
who have a known HIV infection, so that in the event of a member of staff being exposed
to blood or body fluids appropriate action can be taken.

In the event of the patient being transferred to another ward /department information
concerning their risk status should be given to the appropriate manager.

All specimens should be marked with an ‘infection risk’ hazard sticker.

It is essential that staff that may be injured have immediate access to this information AT
ANY TIME.

5.8.9 Action in the Event of a Member of Staff Being Exposed to Blood from a
Patient Known to be Infected with HIV

During the course of caring for a patient who is infected with HIV a member of staff may
become contaminated with potentially infected material. There is evidence to suggest
that the use of anti-retroviral drugs as Post Exposure Prophylaxis (PEP) may reduce the
risk of the development of infection if given soon after the exposure [MMWR 1995]. As a
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result of this all staff should have the opportunity to receive PEP drugs, provided the risk
from the exposure exceeds the risk from the drugs, which are in themselves toxic.

The most significant injury is that resulting from a deep penetrating injury involving a
hollow needle contaminated with blood. Blood stained fluids also present a risk, but
body fluids such as urine do not. There is a lesser risk if mucous membranes are
exposed to blood.

In patients who have had HIV infection for some years and have been receiving anti-
retroviral drugs, such as AZT, there is likely to be resistance within their virus population.
It is thought that this is why some PEP has failed. For this reason 4 drugs are now
recommended for known (high risk) cases. The current recommendation is for the
combination products Kaletra (containing Lopinavir and Ritonavir) and Truvada
(containing tenofovir and emtricitabine) to be used.

Staff members that have been exposed to blood or body fluids from a known HIV
infected patient, especially by penetrating injury, should inform either EHWB or IPCT
immediately.

The Consultant Microbiologist will advise on the use of PEP in the case of exposure with
a patient whose diagnosis or history indicates a high risk of HIV infection.

Should the member of staff decide to commence PEP following a risk assessment they
will be asked to attend the A&E Department to receive this (or Castleberg Hospital).
They will be asked to sign a consent form and collect the five day supply of medication.
Counselling will be given by the A&E medical practitioner (or GP if in the Settle area).
follow up appointment for further counselling and the remainder of the four week course
of PEP will be arranged.

Either a medical practitioner or EHWB will give advice regarding limiting the spread of
HIV, such as barrier method of contraception and not donating blood.

A member of EHWB Department will offer full support in strict confidence.
5.8.10 Education and Training

Training on prevention and management of contamination injuries is delivered to all staff
at Trust Induction and Mandatory Training sessions. For staff / individual training
requirements and methods of delivery please refer to: The Trust Training Needs
Analysis.

5.8.11 Audit and Monitoring

Criteria Evidence Method of Frequency of |Lead
identified to monitoring, i.e. |monitoring responsible for
indicate how/where will monitoring
compliance this be
with policy gathered?
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Criteria Evidence Method of Frequency of |Lead
identified to monitoring, i.e. |monitoring responsible for
indicate how/where will monitoring
compliance this be
with policy gathered?

Duties Annual audit of |Reportto IPCC |Annual Infection
cor_nphance to Summary Prevention Lead
policy included in Six Nurse and

monthly reports Manager
to the

Professional

Council

How inoculation |Annual audit of |Reportto IPCC |Annual Infection

incidents are compllance to Summary Prevention Lead

reported policy included in Six Nurse and
monthly reports Manager
. rterl
Quarterly review E’) trf‘e onal Quarterly
of incidents by Cro esilona
IPCC ounci

Process for the |Annual audit of |Reportto IPCC |Annual Infection

management of |compliance to Summary Prevention Lead

an inoculation  |policy included in Six Nurse and
|r_1(:|den_t monthly reports Manager

(|nclud|ng_ _ to the Quarterly

prophylaxis) Quarterly review Professional
of incidents by c |
IPCC ounci

How the See Training See Training See Training See Training

organisation Policy Policy Policy Policy

trains staff in
line with the
training needs
analysis

¢ Details of contamination injuries are reported on the IR-e (incident reporting) system.

¢ Risk management produce reports from incident information, which is provided to
relevant groups and committees.

e The IPCT will facilitate audits of compliance to this policy on an annual basis

e The company who supply the sharps containers to the Trust will perform an annual

audit of sharps containers on safe sharps practice
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¢ Results will be reported to and subsequent actions plans will be monitored by the
Infection Prevention and Control Committee (IPCC)

e Audit is undertaken on each incident by the IPCT and EHWB Department

e Contamination injuries and trends are formally monitored through the Infection
Prevention and Control Committee at each meeting.

e Any prophylaxis administered is recorded on the inoculation contamination incident
form and EHWB Department also keep individual staff records of any prophylaxis.
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Appendix 1

Action to be taken followina a contamination incident

Contamination of eyes Contamination of Mouth Sharps injury/ bite

J

Rinse with eye wash

il
Encourage bleeding

Rinse with running water e

Wash area under running water

e

Cover with a waterproof dressing

N/ 1L

Contact Infection Prevention out of hou

Contact Employee Health and Wellbeing in office hours 01274 228570

rs via AGH switchboard 01535 652511

S

A risk assessment will be performed by EHWE MNurse or IPC Nurse

3!

Submit one blood sample (gold top tube), for anti HB=
and storage from yourself. Infection Prevention will
arrange collection of samples from the source of
contamination i.e. the patient if known, including blood
zample (gold top) for HIY, Hep B and Hep C.

You need to access your nearest
Accident and Emergency Department.
The Infection Prevention Nurse or
Employee Health and Wellbeing
Murse will arrange for you to be seen

1y

Send the blood specimen and request
form to the lab immediately.

S

immediately on arrival for prophylaxis
fo be started

Complete an IR-e form and Inoculation
Contamination Incident Form (appendix 2)

Page

i

Self refer to EHWB for follow-up
care if required
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Appendix 2 INOCULATION CONTAMINATION INCIDENT FORM (ICI)

= Perform first aid immediately and contact Employee Health and Wellbeing in hours Tel: 01274 228570
and Infection Prevention out of hours via AGH switchboard 01535 652511.

= Information required in the event of a sharps/needlestick injury, bite, scratch or exposure to blood or
body fluids.

= Complete details below and send to Infection Prevention.
= Complete an IR-e
= |If possible blood must be taken at the time of the incident from the donor and recipient of the

injury
DETAILS OF RECIPIENT OF CONTAMINATION please print in black ink
SURNAME: FORENAME: DOB:
JOB TITLE: WORK ADDRESS:
CONTACT TELEPHONE NUMBERS:
Work: Home:
DETAILS OF INCIDENT IR-e NUMBER...............
Date: Time: Location: Time reported:

Describe the incident:

Have you completed a Hepatitis B vaccination course?  *YES/NO/DON'T KNOW

HIV prophylaxis offered? *YES/NO
Hepatitis B vaccine offered? *YES/NO Date given:
DETAILS OF DONOR/SOURCE OF CONTAMINATION IF KNOWN
SURNAME: FORENAME: DOB:
ANY HISTORY OF: YES NO COMMENTS:

Medical treatments outside the UK

Blood borne viruses

Multiple blood transfusions

Sharing needles

Lived/travelled in Africa, Far East, Eastern Block or
South America

Lifestyle that could increase risk of blood borne viruses

Comments:
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RISK ASSESSMENT OF CIRCUMSTANCES

Type of exposure: Splash o Sharps injury o Scratch o Bite o

Depth of injury: Superficial (surface scratch) o Moderate (skin penetrated) o

Deep (sub cutaneous tissue penetrated) o

Body fluid exposed to: Fresh blood o Dried blood o No blood / body fluid visible on sharp ©
Other body fluid ...

Was personal protective equipment worn? Yes o (specify below) No o

Gloves o Eye protection o Mask o

For sharps injury: Type of sharp: Hollowbore needle o Suture needle o Butterfly o BM lanceto

Cannula needle o Insulin pen o Other ... e

For hollowbore needle injuries only, was injury following:
Venepuncture o IV administration o IM administration o SC administration o

Comments:

For Completion by the Infection Prevention and Control Team or Employee Health and
Wellbeing Only:

LABORATORY RESULTS

Source of contamination Lab. No:......cooeiieennnne.
HBsAg *Negative / Positive Hepatitis C *Negative / Positive HIV *Negative / Positive
Serum saved *Yes / No *Delete as appropriate

LABORATORY RESULTS

Recipient of contamination Lab.No:......cooeeinnn,
Anti HBs ............... miU/ml
Serum saved *Yes / No *Delete as appropriate
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Appendix 3
Blood-Borne Viruses

Blood borne viral (BBV) infections are spread by direct contact with the blood of an
infected person. The main blood borne viruses of concern are:

e Human immunodeficiency virus (HIV), which causes acquired immune deficiency
syndrome (AIDS)

e Hepatitis B virus which causes hepatitis.
e Hepatitis C virus which causes hepatitis.

Employers and employees are responsible by law for ensuring that no person is
placed at any avoidable risk, as far as is reasonably practicable.

It is recommended that all healthcare staff that could be exposed to blood/body fluids
should be vaccinated against Hepatitis B for their own protection. Currently there is
no vaccine against HIV or Hepatitis C.

Human Immunodeficiency Virus (HIV)

HIV infection damages the immune system increasing the risk of severe infections
and certain cancers. There is no cure or vaccine but treatment includes drugs that
have proved very effective at improving the quality of life and extending lifespan.
Individuals with HIV may not have any symptoms and may be unaware of their
infection.

UK estimates for HIV prevalence are low (about 0.11% of the general population) but
are much higher in other parts of the world and among UK residents exposed in
those countries.

Body fluids implicated in the transmission of HIV infection include:-
« Blood and blood products

e Semen

« Vaginal secretions

« Donor organs and tissues

« Breast milk

Transmission

Most HIV transmission occurs through:

« Unprotected sexual intercourse with an infected person (between men or between
men and women)

« Inoculation of infected blood (mainly from drug miss-users sharing contaminated
equipment)

« From infected mother to baby, before or during birth or through breast feeding
« Tattooing, body piercing or acupuncture with un-sterilised equipment
e Blood transfusion in a country where blood donations are not screened for HIV

e Sharing razors and toothbrushes (which may be contaminated with blood from an
infected person
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e Occupational exposure through sharps injuries or other mucosal or non-intact skin
exposure

HIV IS NOT SPREAD BY NORMAL DAILY ACTIVITIES, e.g. coughing, sneezing,
kissing, sharing food, crockery, or bathroom facilities.

Prevention and Control

There is no vaccine. Prevention requires the application of standard precautions (refer
to Standard Precautions Guideline) to reduce the risk in healthcare settings

Hepatitis B Virus

Hepatitis B is an infection of the liver. Acute infection may be asymptomatic or may
cause a non-specific illness with nausea, vomiting, loss of appetite and jaundice.
Infection without apparent illness is common in children. Most adults infected recover
fully and develop lifelong immunity. However approximately 1:10 may remain
infected (chronic carriers) and potentially infectious. Children infected between the
ages of 1-10 years have a much higher chance of becoming a chronic carrier (25%)
and this is particularly the case for babies infected at birth (90%). UK estimates for
hepatitis B prevalence is low, around 0.3%, but is more common in other parts of the
world and among UK residents exposed in those countries.

Hepatitis B infection is spread by direct contact with an infected person’s blood or
certain body fluids. The degree of infectivity is related to specific serum markers i.e.
hepatitis e antigen and anti-hepatitis e antibody.

Body fluids implicated in the transmission of Hep B infection include:-

e Blood and blood products

e Semen

« Vaginal secretions

« Donor organs and tissues

Transmission

Main routes of transmission

e Unprotected intercourse with an infected person

e Sharing contaminated needles or other injecting equipment

e From an infected mother to baby, during pregnancy or delivery

e Tattooing, body piercing or acupuncture with un-sterilised equipment
¢ Blood transfusion in a country where blood donations are not screened for Hep B

e Sharing razors and toothbrushes (which may be contaminated with Blood from an
infected person)

e Occupational exposure through sharps injuries or other mucosal or Non-intact skin
exposure

Hepatitis B IS NOT SPREAD BY NORMAL DAILY ACTIVITIES e.g. coughing,
sneezing, kissing, sharing food, crockery, or bathroom facilities.

Prevention and Control
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The practice of applying standard precautions is essential to reduce the risks in all
healthcare settings.

All healthcare workers who are carrying out exposure prone procedures or working in
an area where the risk of biting is regular and predictable should be vaccinated
against Hepatitis B Virus.

A primary course comprises three injections at intervals of 0, 1 and 6 months. A blood
test is carried out to test the antibody levels. A booster injection of the vaccine may be
required if antibody levels are low. A single follow up booster should then occur after 5
years.

Staff who are non responders (not immune) to Hepatitis B and perform exposure prone
procedures are required to have annual blood testing for surface antigen.

It is important that all staff, regardless of vaccination, take care with blood and body
fluids from all patients, to protect themselves and others from all blood borne viruses.

Hepatitis B Immunoglobulin (HBIg) can be used as passive prophylaxis following an
inoculation injury involving a Hepatitis B positive patient or a high risk injury with
unknown donor. This will be discussed with the Consultant Microbiologist who will
advise on appropriate use in each case.

Hepatitis C

Previously referred to as non A and non B hepatitis. It is a chronic progressive
condition with inflammation of the liver that can lead to cirrhosis, liver cancer and liver
failure. It is a serious public health problem. It is estimated that 200,000 people in
England are chronically infected with the majority unaware.

Body fluids implicated in the transmission of Hep C infection include:-
e Blood and blood products

e Semen

« Vaginal secretions

« Donor organs and tissues

Transmission

The greatest risk is through the sharing of blood contaminated needles and injecting
eguipment among injecting drug users. Less common routes include needle-
stick/sharps injuries, tattooing and piercing where infection prevention and control
procedures are not adhered to.

RISK FACTOR PERCENTAGE
Injecting Drug Use 92.5%

Blood Product Recipient 0.9%
Transfusion 1.6%

Sexual Exposure 1.4%

Renal Failure 0.6%
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Vertical Household (Mother to Baby) 0.5%
Occupational 0.1%
Other Known 2.4%
TOTAL 100%

Source: Hepatitis C in England (From HPA 2007)
Prevention and Control

Injecting drug users are targeted in areas of harm minimisation and prevention.
Within the healthcare settings the application of standard precautions must be
followed. There is currently no vaccine.

Risks of Transmission of Blood Borne Viruses

The risk is greater from patient to healthcare worker than from healthcare worker to
patient. The most common risk is after 'needle stick' or sharps contamination injury.
The risks are estimated as:

e 1in 3if source patient is infected with Hepatitis B who is 'e' antigen positive
« 1in 30 if source patient is infected with Hepatitis C
e 1in 300 if source patient is infected with HIV

Appendix 4
Staff Feedback and Support

Any blood contamination or inoculation incident is likely to cause concern to the staff
involved and affect them profoundly. Each person experience is different but may
include psychological trauma, loss of confidence and feelings of anger, frustration,
guilt, loneliness and isolation — sometimes long after the event. Bradford District
Care Foundation Trust is committed to minimising such negative effects, in the
interests of individuals and the service. They must be given support and kept fully
informed, firstly about the incident, then about the ongoing follow up and
investigation of the incident.

Colleagues of staff involved in incidents are expected to offer general support to their
team member. Sometimes, however, additional support is required and members of
staff are encouraged to seek this as necessary, through:

« clinical supervision;
« their line manager,
« the EHWB Service, which offer a staff counselling service;
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« the staff member’s own professional organisation or trade union

Appendix 5

General Measures to Reduce the Risk of Occupational Exposure to BBVs

Sharps must be handled in a manner which protects self and others from injury
Needles must not be bent or broken
Used needles must not to be re-sheathed by hand

When re-sheathing is required i.e. to decant a blood sample, an approved device
must be used

Scalpel blades should always be removed from the scalpel using a needle holder
or other appropriate instrument and placed onto a sharps disposal pad

Used suture needles should be placed onto a sharps disposal pad using the
needle holder

All used sharps to be discarded into a designated sharps container
Sharps containers to comply with UN3291 and BS 7329 standards
Sharps container of appropriate size to be selected

Sharps container to be assembled correctly according to manufacturer’'s
instructions, person assembling to complete and sign the label on the container

Users to discard the contaminated sharps directly into the sharps container

Sharps containers when % full must be closed securely and the person closing
must complete and sign the label on the container then place in the collection or
clinical waste area

Sharps containers must not be placed inside clinical waste bags

Giving sets to be disposed into the clinical waste bag whilst still connected to the
infusion bag

Do not attempt to retrieve items from sharps containers
Do not attempt to press down sharps to make more room in the sharps container

Sharps boxes must be positioned in a place which is easily accessible for staff
but out of the reach of children

Sharps containers must be positioned in a place which is easily accessible for
staff but out of the reach of children

Wash hands before and after patient contact and before putting on and after
removing gloves

Change gloves between patients

Staff should cover any cuts, open lesions etc. on exposed areas of the body with
a waterproof dressing.

If contact with blood or other body fluids is anticipated gloves should be worn

Visors or goggles are recommended if splashing is likely
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5.9 Management of Meticillin Resistant Staphylococcus
Aureus (MRSA) Guidance

5.9.1 Introduction

Staphylococcus aureus is a common bacterium that is frequently found on the skin
or in the nose of healthy people without causing infection. If the bacteria invade the
skin or deeper tissues and multiply, an infection can develop. This can be minor
(such as pimples, boils and other skin conditions) or serious, (such as blood stream
infections (bacteraemia), wound infections or pneumonia).

Meticillin Resistant Staphylococcus aureus (MRSA) is a strain of Staphylococcus
aureus that is resistant to many antibiotics commonly used to treat Staphylococcus
infections.

Treating patients with MRSA infection should involve discussion with the Consultant
Microbiologist. Management of patients with MRSA should be discussed with the
infection prevention and control team (IPCT).

5.9.2 Aim

The aim of this guideline is to provide guidance on prevention, management and
treatment of patients with MRSA.

5.9.3 Duties and Responsibilities
5.9.3.1 Management Responsibilities:

e To ensure that the guideline is brought to the attention of staff and observed by
them.

e To ensure that every member of staff has an understanding of the content and its
scope and application.

e To ensure that the appropriate resources and training are made available within
their sphere of responsibility.

5.9.3.2 All Staff Responsibilities:

e Adhere to these procedures.

e Correctly use the procedures and guidance given.

5.9.3.3 The Infection Prevention and Control Team (IPCT) will:

e Ensure the guideline is updated as required and work with managers to
implement necessary changes in practice.

e Take a key role in investigating untoward occurrences related to implementation
and managing associated hazards.

5.9.4 Who is at Risk?
e Patients with an underlying illness
e Immune compromised patients

e The elderly and the very young particularly if they have a chronic illness or
invasive device e.g. urinary catheter, hickman line, enteral feeding line

e The very ill — patients in intensive care
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e Those with open wounds or who have had major surgery
e Patients with invasive devices such as a peripheral vascular access device
5.9.5 Where does MRSA Occur?

MRSA is common in healthcare settings both in hospital and community
e.g. care homes. MRSA can be passed from person-to-person or survive
in the environment.

5.9.6 Colonised or Infected?

Colonisation — means that MRSA is present on or in the body without causing an
infection (usually on the skin, skin folds, anterior nares, perineum and umbilicus).

Infection — means that the MRSA is present on or in the body and is multiplying
causing clinical signs of infection e.g. inflammation, pus, pain etc.

5.9.7 How is MRSA Transmitted?

e Hands - Direct and indirect contact.

e Skin - Eczema, psoriasis, skin lesions — excessive shedding of
conditions skin scales.

e Equipment - Inadequately sterilised, cleaned or disinfected (e.g. bed

pans, commodes, baby weighing scales).

o Airborne - The bacteria can be carried on skin scales of the patient
and spread into the environment. Spread can occur
without detection, particularly if clinical infection is not
present.

MRSA can survive in the environment on inanimate
objects such as tables, chairs, door handles and light
switches. High standards of cleanliness are therefore
important.

e Environment

5.9.8 Transfers, Admissions and Discharges

The following information regarding transfers, admissions and discharges is
a Department of Heath recommendation, and it is the responsibility of the
healthcare worker to ensure appropriate information is passed on.

e Inform the IPCT if a patient with a history of MRSA has been admitted or
is to be admitted.

e Admit patient to single room. Contact IPCT if unable to isolate patient.

e Staff in the receiving care facility must be informed of the patients MRSA
status prior to their admission or transfer.

e Communication regarding infection or colonisation must be documented in the
information to other providers of healthcare.

¢ If a patient is to receive care at home then the appropriate healthcare agencies
and general practitioner must be informed of the patients MRSA status.
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MRSA is not a reason to refuse admission to hospital or care home.
There is no reason not to discharge patients to their own homes.

Patients can also attend day centres, visit relatives, friends and share communal
facilities. However, lesions/wounds must be covered with an appropriate dressing,
refer to the wound care policy on connect. NB: If the patient has MRSA in their
sputum and a productive cough they must not attend day centres, for advice on
visiting friends and relatives contact IPCT.

Ambulance staff should be notified in advance of any MRSA positive patient
transfers.

5.9.9 Management of Patients with MRSA in in-patient Areas/Care Facilities

The patient should be nursed in a single room with the door closed for activities
such as bed making, bed bathing, dressing changes or other clinical procedures.

The patient once clothed and wounds covered may leave the room for mobilisation
and social contact. NB: If patient has MRSA in their sputum and has a productive
cough and/or having chest physiotherapy, they must remain in their room.

Hand hygiene is essential before and after patient contact. Refer to Hand Hygiene
quideline which gives advice on using the ‘five key moments’ for hand hygiene.

Encourage the patient to perform hand hygiene regularly, especially after using the
toilet and before meals.

Advise the patient not to touch their wounds and/or invasive devices e.g. catheters

Disposable gloves and disposable plastic aprons must be worn when handling
items contaminated with blood/body fluids. Gloves are not required for social
contact. Refer to Standard Precautions Guideline.

Wear disposable plastic apron when in contact with patient and or their immediate
environment. The apron must be changed when moving to different patients.

Keep only essential equipment inside the room. If possible these should remain in
the room for the duration of the patient stay.

Allocate where possible specific equipment for the patient e.g. moving and
handling slings and wash bowl. All patient care equipment needs to be
decontaminated in between patients and on a regular basis.

All linen should go into water soluble bags in the same way as infected linen is
managed, refer to Laundry management guidance.

Ensure thorough daily cleaning of room/bed area. Care should be taken with
horizontal surfaces to ensure they are cleaned, refer to cleaning schedule.

Vacated room/bed area must be deep cleaned as per protocol.

Ensure curtains and soft furnishings are well maintained (i.e. regular cleaning
programme) and changed on patient discharge, as per protocol.

No special precautions are required for crockery/cutlery and they should be
washed in the dishwasher.

All waste must be segregated and disposed of into the appropriate waste stream
refer to Healthcare Waste Policy.
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There is no need to restrict visitors but they should be advised to decontaminate
hands on leaving the room. If relatives are providing direct care to the patient then
staff should advise them on the use of disposable aprons and gloves.

5.9.10 Management of Patients with MRSA in the Community

The use of standard precautions should be applied to all patients in all community
settings. No special precautions are required by healthcare workers providing care
for MRSA patients in their own homes. The application of standard precautions
especially in relation to hand hygiene, use of personal protective equipment and
decontamination of reusable equipment is sufficient to prevent cross infection from
one patient to another. Refer to standard precautions guideline.

Hand hygiene is essential before and after patient contact. Refer to Hand Hygiene
quideline which gives advice on using the ‘five key moments for hand hygiene.

Standard precautions should be applied to all patients at all times irrespective of
their diagnosis refer to standard precautions guideline.

Advice on good hygiene should be given to the patient and family including advice
on hand hygiene.

Infected wounds and lesions should be kept covered especially if
exudates/drainage is present.

Advise patients not to share personal items (e.g. towels, razors or clothing) or any
item that may have been contaminated with wound drainage or skin.

If individual family members have specific risk factors e.g. surgical wounds,
immunocompromised discuss management with the IPCT.

Patients with MRSA sputum and a productive cough should be encouraged to
avoid public places and direct contact with vulnerable persons e.g.
immunocompromised, babies.

Infected or soiled laundry (including laundry from patient’s colonised or infected
with MRSA) should be washed separately after all other laundry, using the hottest
wash possible for the fabric and tumble dried if possible. The machine should not
be overloaded.

In many homes the washing machine is located within the kitchen area, if soiled or
foul items require washing this should not be done at the same time as food
preparation.

Medical equipment used in the patient’s home should be cleaned with detergent
wipes after use.

Staff should avoid taking non essential items into the patients home.

Following risk assessment waste from a colonised patient (not receiving treatment)
in their own home should be placed in a plastic bag, tied and disposed of. Refer to
healthcare waste policy.

Following a risk assessment waste from an infected patient (e.g. wound dressing)
should be placed in an orange healthcare waste bag, tied and labelled. For
disposal refer to healthcare waste policy.

5.9.11 Patients with MRSA Attending Clinics

Page 49 of 188



http://connect.bdct.local/docs/policies/pubdocs/Healthcare%20Waste%20Management%20Policy%20v1%20Final%2028-11-2011%20PDF.pdf

http://connect.bdct.local/docs/policies/pubdocs/Healthcare%20Waste%20Management%20Policy%20v1%20Final%2028-11-2011%20PDF.pdf



Patients who normally attend a clinic should continue to do so. Standard precautions
must be used. After the patient is seen all surfaces and equipment in direct contact
with the patient including the examination couch, instrument trolley, medical
equipment and work surfaces should be cleaned with detergent wipes or detergent
and water.

Where possible the patient should be seen last on the list to reduce the risk of cross
infection.

5.9.12 Communication and Documentation

e The IPCT is informed of positive MRSA results via the microbiology lab. Positive
results are followed up by the IPCT.

e The team caring for the patient should inform them of their MRSA status and
provide them with an information leaflet.

e [f further information or support is required contact the IPCT.

e An MRSA Care Pathway must be instigated by the healthcare worker and
discussed with patient/relatives.

e An entry will be made in the medical/nursing notes re MRSA status and
documented in the electronic case notes.

e Contact IPCT for advice on the care and management of the patient including the
need for colonisation suppression.

¢ All staff should be made aware of the importance of taking the necessary infection
prevention and control precautions.

¢ Inform domestic staff /cleaners of all patients and work towards specific cleaning
standards.

5.9.13 MRSA Screening
Refer to MRSA Screening Guideline.

Any screening outside of existing screening protocols should be discussed with the
IPCT.

5.9.14 Treatment — Nurse Prescribers and Medical Staff

Where treatment is required i.e. patient has clinical signs of infection avoid the use of
Beta lactum (Penicillin and Cephalosporin) antibiotics (refer to antibiotic policy) and
seek advice from the Consultant Microbiologist.

5.9.15 MRSA Colonisation Suppression

e For advice and information regarding colonisation suppression treatment, contact
the IPCT.

¢ Patients who have had a maximum of two colonisation suppression treatments
within 6 months should be discussed with the IPCT and documented in the patient
records.

¢ If the patient is to be transferred or discharged and colonisation suppression has
not been completed please arrange for it to be continued until the full course is
completed.

¢ It is important that the MRSA colonisation suppression begins as soon as possible
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after it is prescribed.
5.9.16 Wounds Colonised or Infected with MRSA

Re-swabbing of wounds to be done only if wound deteriorates, routine swabbing for
MRSA clearance is not necessary.

For information on the treatment and care of wounds contact the IPCT or tissue
viability nurse.

5.9.17 PEG Sites Colonised/Infected with MRSA

Re-swabbing of PEG sites to be done only if deterioration occurs, routine swabbing
for MRSA clearance is not necessary.

Management of PEG sites colonised/infected with MRSA may be treated topically.
For information on treatment contact IPCT.
5.9.18 Suprapubic Catheters Colonised/infected with MRSA

Re-swabbing of suprapubic catheter sites to be done only if deterioration occurs,
routine swabbing for MRSA clearance is not necessary.

For information on treatment contact the IPCT or the continence team.
5.9.19 MRSA Outbreak

Refer to outbreak policy.

5.9.20 MRSA Bacteraemia

A root cause analysis will be undertaken for all MRSA bacteraemia. This must be
completed within five working days.

A multidisciplinary review should be considered.

If the bacteraemia is a contributory factor in the event of death this must be
recorded as an untoward incident.

All MRSA bacteraemia are reported on the National Healthcare Associated
Infection database by the Pathology department.

5.9.21 Death of a Patient with MRSA

Standard precautions should be used when dealing with a deceased patient known
to have MRSA. Any lesions should be covered with an impermeable dressing. Refer
to Death and Dying policy. If a patient dies of MRSA bacteraemia, the death
certificate (Part 1) should reflect if the MRSA was part of the sequence of events
leading directly to death or was the underlying cause of death. If MRSA was not part
of the direct sequence of events but contributed in some way to death, record in Part
2 of death certificate, if in doubt discuss with the Consultant Microbiologist.

5.9.22 Education and Training

Education and training on infection prevention and control is delivered to all staff at
Trust Induction and Mandatory Training sessions. For staff / individual training
requirements and methods of delivery please refer to: The Trust Training Needs
Analysis.

5.9.23 Audit and Monitoring
The Infection Prevention and Control Team will:
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e Monitor the number of cases on each ward/care facility.

e Compile quarterly reports on rates for Trust Board, Quality and Safety Committee,
and Infection Prevention and Control Committee (IPCC).

¢ Inform staff and visit ward/care facility where cases are confirmed.

¢ Investigate cases that appear to be linked.

e Audit adherence to this guideline as agree with the annual programme.

e All RCA’s from bacteraemia cases will be reported quarterly to the IPCC.
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5.10 MRSA Screening Guidance
5.10.1 Introduction

The Department of Health issued specific guidelines for the control and prevention of
MRSA for Mental Health Trusts because the consequences of developing a serious
infection can be debilitating and at worse, life threatening. Evidence to date strongly
implicates MRSA as a significant cause of Healthcare Associated Infection (HCAI)
resulting in increased morbidity and mortality in addition to increased healthcare
costs. People admitted to mental health trusts should not be routinely screened as
there is currently no evidence of any significant risk of MRSA bacteraemia in this
patient group. However a risk based approach should be taken as patients may have
other clinical conditions that may put them at increased risk of developing an MRSA
infection and they should be screened for that reason.

5.10.2 Aim

The aim of this guidance is to reduce the risk of infection from MRSA in patients who
have increased risk of being colonised and reduce the transmission risks to other
patients.
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5.10.3 Who to Screen:

All patient admissions who meet any of the following criteria:

e Over 65 years of age

e Presence of skin ulcers, chronic wounds or severe skin diseases
e Patients who are admitted following surgical procedures

e Patients that are admitted following admission to an acute Trust
¢ Intravenous drug users

e Patients who self harm

e Patients with a possible diagnosis of delirium

e Patients with an indwelling device e.g. catheter

¢ Previous history of MRSA colonisation or infection

e Resident in nursing or residential home

5.10.4 Where to Screen:

e A nasal swab (one swab for both nostrils)

e Wounds/skin lesions

Swabs should be dampened by dipping them in the transport media or sterile saline
prior to swabbing. One request form can be used for multiple swabs as long as each
swab is clearly identified with the patient details and site from which it was taken. In
clinical details write ‘MRSA Screen’. All specimens with incorrectly labelled request
forms will be rejected by the laboratory.

5.10.5 Patient Refusals:

In the unlikely event that a patient refuses to be screened, this should be recorded in
their case notes. The infection prevention and control team will advise and support
staff as necessary and speak with the patient if required.

5.10.6 MRSA Screening of Staff:

Routine screening of staff for MRSA carriage is unnecessary, as carriage is usually
transient in most cases lasting only a matter of hours. Screening is usually only
advised in the event of an MRSA outbreak where the organism continues to spread
despite the control measures. Staff screening will be coordinated through Employee
Health and Wellbeing to ensure staff confidentiality. Screening samples must be
taken prior to commencement of duties to avoid picking up any transient carriage.
Screening sites for staff include the nose and any skin lesions. Staff who are
colonised with MRSA must report to Employee Health and Wellbeing for advice
regarding colonisation suppression.

5.10.7 Management of Positive Patients:

All patients found to be colonised or infected with MRSA should be cared for
according to the Management of Meticillin resistant Staphylococcus aureus (MRSA)

quideline.

The management of an MRSA positive patient should be based on a risk
assessment of the risks and consequences of transmission to MRSA-negative
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patients and the clinical needs of the positive patient. The Joint Working Party (2006)
states that: ‘people colonised with MRSA will not normally require any specific
treatment.” MRSA skin or wound colonisation can be transient and rarely causes
infection. Infections which do occur remain localised to wounds and can be easily
treated with antibiotics. However under certain circumstances colonisation with
MRSA may increase the risk of harder to treat infections such as osteomylitis and
septicemia.

Patients with a lowered resistance to infection through illness/extremes of age or
where conditions or drugs mask the normal early indicators of infection are at higher
risk. Currently there is little evidence of the effectiveness of topical decolonisation in
eradicating MRSA and therefore preventing further infections in non-acute settings.

Decolonisation (suppression) regimens are only 50-60% effective for long term
clearance, re-colonisation is common. Targeted short term colonisation suppression
regimes are more effective in reducing the presence and shedding of MRSA and so
reduce the risk of the patient infecting themselves.

It is not possible to be prescriptive for all circumstances as decisions need to be
based on an assessment of the individual patient. MRSA positive patients should be
risk assessed using the Infection Risk Score on connect and if high risk started on
topical decolonisation treatment. In some instances it may be inappropriate to
decolonise due to the patient’s condition as it may not improve the patients outcome
and maybe unsafe to attempt e.g.

e Patients on care of the dying pathway

e Where treatment may have a detrimental effect on the patients mental health
¢ Allergy to any of the products used

5.10.8 Colonisation Suppression Regimen

Suppression of patients who are carriers of MRSA needs to be coordinated with
advice from the infection prevention and control team as necessary. Each patient’s
treatment will need to be specifically prescribed. However the following is the
standard 5 day treatment regime.

5.10.9 Skin/Hair Treatment

The patient should bath/shower daily using chlorhexidine body wash. Apply undiluted
direct to wet skin with a moistened cloth, (do not use patients flannel). Use like liquid

soap or shower gel not as a bath additive. Patients with skin conditions e.g. eczema

use Oilatum plus.

Hair should be washed with chlorhexidine instead of shampoo on the first and fourth
day in the five day treatment period.

Ensure the patient has clean bed linen and clothes.
5.10.10 Nasal Treatment

Mupirocin is the ointment of choice however high-level resistance is not uncommon.
Check sensitivity and liaise with the Consultant microbiologist if necessary.

Use mupirocin nasal ointment three times a day for five days only.

A match head size of ointment should be applied to each nostril on the tip of a little
finger or on a disposable cotton swab.

Page 54 of 188



http://connect.bdct.local/ourorganisation/ourservices/ip/_layouts/WordViewer.aspx?id=/ourorganisation/ourservices/ip/Infection%20Prevention%20and%20Risk%20Assessment/IRS-Inpatient-2013.doc&Source=http%3A%2F%2Fconnect%2Ebdct%2Elocal%2Fourorganisation%2Fourservices%2Fip%2FPages%2FHome%2Easpx&DefaultItemOpen=1



Patients who have had a maximum of 2 colonisation suppression treatments should
be discussed with the infection prevention and control team.

If the patient is to be transferred or discharged and colonisatation suppression has
not been completed please arrange for it to be continued until the full treatment is
completed.

5.10.11 Re-Screening after Colonisation Suppression Treatment:

Re-screening is not required after treatment in most cases unless there is a specific
clinical reason why this would be informative. Any such patient should only be re-
screened following treatment after discussion with the IPCT.
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5.11 Management of Multi-Resistant Organisms Guideline

5.11.1 Introduction

The increasing prevalence of antibiotic resistant micro-organisms, especially those
with multiple resistances, is causing international concern.

Antibiotic resistance makes infections difficult to treat. It may also increase the length
and severity of iliness, the period of infection, adverse reactions (due to the need to
use less safe alternative drugs), length of hospital admission and overall costs.

Many bacteria are normally found in the bowel. Not all are resistant to antibiotics and
not all will cause serious illness. A species of bacteria that are in the minority in the
gut flora that are starting to show signs of increasing resistance are the
Enterobacteriaceae family. These include Escherichia coli (E.Coli), Klebsiella,
Proteus, Pseudomonas, Enterobacter and Acinetobacter spp. These bacteria are
classified as Gram-negative bacilli (GNB).
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Gram-positive cocci (GPC) bacteria (called Enterococci) are also found in the bowel
and are frequently resistant to numerous antibiotics but do not have the same
resistance mechanisms as GNB and are therefore not increasing in resistance.

These multi-resistant organisms (Gram-negative bacilli/ and Gram positive cocci
multi resistant organisms (MRO)) live harmlessly in the bowel but can be passed
between patients and family members through poor hand hygiene, picked up on staff
member’s hands and found on poorly decontaminated patient equipment. They can
be difficult to treat, may increase the length of stay, the severity of the iliness, the
period of infectiousness and the length of hospital admission, making it crucial that
they are managed effectively.

5.11.2 Key Points

e MRO are part of the normal flora of the gastrointestinal tract (Gl); they are also
found in water and soil. In hospitalised patients colonisation of the Gl tract and
upper respiratory tract is common.

e MRO can be part of the transient flora on the hands of healthcare workers. Hand
hygiene is, therefore paramount in the prevention of spread.

e MRO is seen most frequently in patients who have received broad spectrum
antibiotics and where patients have diminished immunity.

e MRO can cause urinary tract infections, pneumonia, bacteraemia, surgical site
infections and meningitis (in neuro-surgical patients).

e Enterococci that are resistant to the Glycopeptide family of antibiotics
(Vancomycin and Teicoplanin) are called Glycopeptide-Resistant Enterococci
(GRE) or if only resistant to Vancomycin are called Vancomycin-resistant
Enterococci (VRE).

e GNB can be resistant by many methods, but one of them is by receiving and
sharing resistant genes with another multi-resistant GNB. This enables the GNB
the ability to produce an enzyme, called a beta-lactamase to break down any
beta-lactam antibiotic it encounters.

e Beta-lactamase enzymes that have the ability to destroy/inactivate 3™ generation
Cephalosporin antibiotics (e.g. Cefuroxime and Cefotaxime) these are known as
Extended spectrum beta lactamase (ESBLS), they also frequently show
associated resistance to other antibiotic classes such as amino glycosides,
trimethoprim -sulfamethoxazole and quinolones.

e Amp C beta lactamase enzymes are resistant to penicillin and 4™ generation
cephalosporin’s (e.g. cephamycins). These are not inhibited by beta-lactamase
inhibitors like clavulanic acid (in co-amoxiclav) or tazobactam (in Taxosin).

e There is a growing spread of enzymes like these that are resistant to
Carbapenems, which are a valuable family of antibiotics normally reserved for
serious infections caused by antibiotic resistant GNB. They include Meropenem,
Ertapenem, Imipenem and Doripenem. The bacteria producing these enzymes
are known as Carbapenemase-producing Enterobacteriaceae (CPE). Please
refer to appendix 1 and 2.

5.11.3 Patients who are at risk:

e Patients with a chronic/underlying iliness
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e Immune compromised patients

e Patients with open wounds or who have had major surgery
e Patients with invasive devices e.g. urinary catheter

e Patients from care homes

e Patients who have had long term courses of broad spectrum antibiotics,
particularly the third generation cephalosporin’s

e Patients who have acquired an infection abroad or have been an inpatient in a
hospital abroad that has a high prevalence of multi resistant organisms in the
last 12 months

e Patients who have been an inpatient in a UK hospital within the last 12
months that has a high prevalence/outbreaks of MRO

5.11.4 Definitions of Colonisation and Infection
5.11.4.1 Colonisation

Gram-negative bacilli (GNB) and Enterococci are part of the normal flora of the
gastrointestinal tract. Sometimes MRO can colonise areas of the body like the
urinary tract without causing any symptoms.

5.11.4.2 Infection

Infection means that the MRO are present in an area of the body e.g. wound and are
multiplying causing clinical signs of infection e.g. inflammation, raised temperature,
pus etc.

5.11.5 Treatment

Where treatment is required e.g. the patient has clinical signs of infection avoid the
use of beta lactam antibiotics (Penicillin and Cephalosporin) and seek advice from
the Consultant Microbiologist.

5.11.6 Control of Multi-Resistant Organisms

On being informed by a member of the infection prevention and control team (IPCT)
of a positive result implement the following:

5.11.6.1 Patient Placement

Patients with an MRO infection or colonisation should be nursed in a single room. If
this is not possible please contact the IPCT who will undertake a risk assessment
and advice on appropriate placement.

5.11.6.2 Hand Hygiene

This is the most important procedure for preventing the spread of infection, as hands
have been shown to be an important route of spread.

Hand hygiene is essential before and after patient contact using alcohol hand rub or
washing hands with liquid soap and water. The Hand Hygiene guideline must be
adhered to.

It is important to encourage all patients to wash their hands after using the toilet and
before meals. If patients cannot access a hand wash basin then moist hand wipes
should be offered.
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Carers and visitors must decontaminate their hands on leaving the area.
5.11.6.3 Personal Protective Equipment

Disposable gloves and disposable plastic aprons must be worn when handling items
contaminated with blood/body fluids (please refer to the Standard Precautions
quideline).

A disposable plastic apron must be worn when in contact with the patient/linen.

When nursing patients with CPE and there is a risk of any part of the staff members
uniform not protected by an apron coming into contact with the patient, then a long-
sleeved disposable gown should be worn e.g. when assisting the movement of a
dependant patient.

5.11.6.4 Cleaning

Ensure thorough cleaning of the patients room particular attention should be paid to
horizontal surfaces.

The room should be cleaned daily and the toilet/commode cleaned after each use
with neutral detergent and water and disinfected using chlorine based agent or
cleaned with an agent that contains both.

Allocate where possible specific equipment for the patient e.g. moving and handling
slings and wash bowl. All patient care equipment needs to be decontaminated in
between patients and on a regular basis.

Following discharge or transfer a thorough deep clean of the patient’s room is
required as per Decontamination, Cleaning and Disinfection management guidance.

5.11.6.5 Waste

All waste must be segregated and disposed of into the appropriate waste stream as
per the Healthcare waste policy.

5.11.6.6 Communication and Documentation

Inform the Infection Prevention and Control Team (IPCT) if a patient with a history of
MRO is admitted or transferred/discharged from an Acute Healthcare provider to a
BDCFT Service.

It is essential that everyone is aware of the infection prevention and control
precautions that need to be in place.

Explanations to the patient and relatives/carers are essential.
It is also important to maintain the patient’s dignity and confidentiality at all times.

Commence patient on the MRO Care Pathway (available from the IPCT or on the
connect Infection Prevention page).

All staff both regular and agency/bank should be made aware of the importance of
taking the necessary infection prevention and control precautions.

Please contact the IPCT in case of queries or concerns.
5.11.6.7 Transfer and Discharge of Patients

If the patient is to be transferred or discharged to a care facility e.g. acute hospital or
nursing home it is important to notify the facility before transfer/discharge so they are
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ready to continue appropriate precautionary measures if necessary. Please refer to
the Trust Transfer policy for transfer documentation.

5.11.6.8 Ambulance Transportation

Please notify the Ambulance Service in advance of the patient’'s MRO status. The
Ambulance service has its own infection prevention and control protocols for the
transportation of patients.

5.11.6.9 Visitors

Visiting and physical contact between patients and their visitors need not be
restricted. Advice visitors to wash their hands or use the alcohol hand rub before and
after visiting the patient.

If relatives are providing direct care to the patient then staff should advise them on
the use 5.11.7 Wounds Colonised or Infected with MRO

Re-swabbing of wounds is only to be undertaken if the wound deteriorates, routine
swabbing for clearance is not necessary.

Where treatment for infection with systemic antibiotics is deemed necessary i.e.
patient has clinical symptoms of infection, avoid the use of Beta-lactam antibiotics
(Penicillin’s and Cephalosporin’s). Not all locally infected wounds need systemic
antibiotic therapy; seek advice from the Consultant Microbiologist.

5.11.8 MRO Outbreak

An increase in MRO positive results involving the same ward/department/service is
the first indication of a potential outbreak.

5.11.8.1 Management of an MRO Outbreak
The Infection Prevention and Control Team (IPCT) will:

Co-ordinate the outbreak control measures following discussion with the Director of
Infection Prevention and Control (DIPC) and Consultant Microbiologist.

Convene an outbreak meeting inviting appropriate clinical leads and experts.

Undertake a daily risk assessment and liaise with the Service manager and
Sister/Charge Nurse responsible for the area.

Communicate via the DIPC with the Executive management team.

Inform Public Health England (PHE) and complete the relevant paperwork.
Observe clinical practices within the affected area/service.

Assess the environment with the Estates department.

Organise screening of all patients and the environment.

Arrange for the typing of specimens to identify the strain/s.

Organise any staff screening with the assistance from Employee Health and
Wellbeing Services (EHWB).

Ensure nursing staff members have a contact number and access to advice out of
office hours.

Communicate with patients and relatives.
Prepare draft press release with the Communication team in case of media interest.

Page 59 of 188



http://connect.bdct.local/docs/policies/pubdocs/Transfer%20Discharge%20Inpatients%20Acute%20Hospitals%20Procedure%20v7%20Final%2025-11-2011%20PDF.pdf



Liaise with hotel services re-cleaning schedules during the outbreak.

Maintain outbreak documentation and produce a report on completion of the
outbreak.

Advise when the outbreak is over.
Arrange for a deep clean at the end of the outbreak.

Organise a closure meeting after the outbreak to address any key points and lessons
learnt.

5.11.9 Specific Management in Community Settings
5.11.9.1 Factors that increase the risk in the community:

Living in shared care environment where individuals are congregated and are cared
for in close proximity to one another.

The family/carers have not yet received information on how best to manage and
prevent the spread of infection.

Has a discharging wound or oozing from an infected area.
Has diarrhoea or smears/protests with faeces.
Is confused or has dementia/Alzheimer’s.

Requires assistance with washing, dressing, going to the bathroom/using a
commode or bedpan

5.11.9.2 Management in the community:

For additional guidance on looking after patients in the community with CPE
infection, refer to appendix 2.

Where a confirmed patient requires outpatient care, their status should be clearly
communicated to those providing this care. Where possible their care should be
planned at the end of the day’s list when the room and the equipment can be
thoroughly cleaned.

If a patient has attended a clinic for a procedure then the immediate area should be
cleaned with neutral detergent and then disinfected using chlorine based agent or an
agent containing both. Then dry thoroughly.

In a community setting normal laundry procedures are adequate — wash at the
highest temperature the garments will withstand.

Showers/baths should be cleaned with neutral detergent and then disinfected using
chlorine based agent or an agent containing both. Then dry thoroughly.

Ensure curtains and soft furnishings are well maintained.

In clinic settings use a sluice sink to discard patient wash water, body fluids or
secretions or when cleaning/disinfecting equipment used by a colonised or infected
patient.

The patient’s room should be deep cleaned when symptoms of CPE infection have
resolved. If the patient has diarrhoea the deep clean should be undertaken after they
have been 48 hours symptom free.

For advice on disinfectants please contact the infection prevention team.
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Appendix 1

Protocol for Detection, Management and Control of Carbapenemase-producing Enterobacteriaceae (CPE) Inpatient Setting

New/Known CPE Infection/Colonised

Suspected Case Colonisation/Infection

v

v

¢ Isolate in en-suite single room for duration

of hospital stay and reinforce strict standard

precautions (Box 1)

Flag patient case notes/RIO/System One

Provide patient information leaflet

Instigate Multi-resistant Care Pathway

Assess for appropriate treatment (clinical

infection only)

e Obtain clinical specimens if indicated (Box
2)

e Screen patient weekly (Box 2)

Isolate in en-suite single room and reinforce
strict standard precautions (Box 1)

Screen on days 0, 2, 4 if in hospital (Box 2)

Obtain clinical specimens if indicated

If positive manage as new case

If all 3 screens negative discontinue isolation
Provide patient information leaflet

v

A\ 4

CPE status must be included in all
transfer/discharge information

Same Bay Contacts of Known CPE
Case

v

Screen contacts for duration of hospital
stay at weekly intervals or for four weeks
after last contact with case

Screen whole ward PLUS discharged
patients if evidence of spread — discuss
with Public Health England (Box 2)
Provide contacts with screening
information leaflet

Isolation of contacts not required whilst
awaiting results but consider cohorting

v

A

Contact Infection Prevention Team for Advice if Required

BOX 1:

ISOLATION/STANDARD PRECAUTIONS

BOX 2: SCREENING/SPECIMENS

Soap and water for hand hygiene
Promote patient hand hygiene

Apron and gloves

Long sleeved waterproof gown for extensive contact procedures
Single use patient equipment to be used where possible

Keep equipment in room to a minimum

Clean equipment after use

Increase cleaning using a chlorine-based disinfectant product
Terminal clean vacated room/bed space

Linen should be treated as infected

Waste should be treated as infected

For colonisation: Stool sample or rectal swab on day 0, 2, 4

Vulnerable sites (urine, wound, invasive device sites)

Request for ‘possible CPE colonisation/infection’ on Microbiology form
Screening of staff or household contacts is NOT required

Infection Prevention Team to liaise with Public Health England re screening if
evidence of spread

Communicate positive results to GP and other relevant healthcare provider on
discharge/transfer
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Appendix 2

Guidance for undertaking a risk assessment on managing individuals with a positive
laboratory result for CPE

This is designed as a guide only, and is not exhaustive advice for all settings or care
needs. If the individual's care needs are not shown and you are unable to find an
applicable scenario based on the examples presented, please contact the infection

prevention team for further advice.

At all risk levels ensure the following:
e standard precautions are maintained at all times (see 5.5 of Infection Prevention Policy)

o effective environmental hygiene: prevention of faecal and environmental contamination is crucial;

remain alert to episodes that risk direct transmission to others and/or environmental contamination;

ensure timely and thorough cleaning

e hygiene advice to individual and family/contacts : it is important to inform individuals and those around

them to ensure they take appropriate personal hygiene measures to prevent the spread of infection,
especially when using the toilet

Risk assessments must include consideration of the care environment, e.g. nursing care setting, specialist or
genera rehabilitation, haemodialysis unit, EMI, dementia care unit, community hospital or hospice, mental health
trust residential care, domiciliary care or detention centre/prison.

If the individual is colonised: single room with en-suite facilities including toilet or designated commode is
recommended; no curtailment of communal activities is required where standard precautions and effective
environmental hygiene are being maintained and there is no risk of infecting others.

If the individual is infected: conduct a risk assessment with usual IP&C advisor to discuss possible isolation (with
defined end-of-isolation criteria; see 5.23 of Infection Prevention Policy), consider the mental and physical health
and wellbeing of the individual when deciding to isolate.

Always communicate the positive status of an individual appropriately when transferring the individual between

care settings.

CARE NEEDS

HIGH RISK

MEDIUM
RISK

E.g. patient has:
diarrhoea, discharging
wound, long term
ventilation,
confusion/dementia,
devise(s) in situ,
undergoing invasive
procedures, smearing or
‘dirty protests’

E.g. patient requires:
assistance with hygiene,
mobility or physical
rehabilitation

GUIDANCE for RISK ASSESSMENT
identify if there is an immediate risk of infecting others
discuss management with GP/clinician in charge, IP&C nurse
consider the mental and physical health and wellbeing of the
individual
consider if the individual requires supervision
consider options to facilitate terminal cleaning and disinfection
and minimise the risk of spread of infection where possible by:
giving individuals an end of list appointment
using mobile equipment away from others

no immediate risk of infecting other identified
standard precautions are maintained (see 5.5 of Infection

Prevention Policy)

hygiene advise is provided to individual and family/contacts as
appropriate

effective environmental hygiene

if unsure, contact your usual IP&C advisor or PHE centre
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5.12 Clostridium Difficile Management Guidance
5.12.1 Introduction

Clostridium difficile (C.difficile) is a major healthcare associated infection (HCAI), and is
recognised as a major cause of diarrhoea. Care Quality Commission (2006).

This infection is associated with antibiotic use and environmental contamination. C. difficile
is an anaerobic Gram positive spore forming bacilli. The spores are resistant to exposure
to air, drying and heat and survive in the environment. C. difficile mainly affects adults over
65 years of age, it can also be found in the intestine of babies and infants. C. difficile was
first described in the 1930s; the organism was not identified until the late 1970s as the
cause of diarrhoea and colitis following antibiotic therapy. Although the C.difficile organism
had been identified it was difficult to grow in the laboratory, and there was no monitoring of
the number of positive results. Laboratory tests have now identified over 100 different
types of C. difficile, one type 027 causes a greater proportion of severe disease and
appears to have a higher mortality rate. It seems to be very capable of spreading between
patients, and was found to be the main cause of infection in outbreaks of C. difficile.

The spores are shed in the faeces; they can survive in the environment for a long time and
are resistant to chemical disinfectants, alcohol and stomach acids.

C. difficile can be spread via the hands of healthcare workers, if they have touched
contaminated surfaces, or from direct contact with an infected patient.

Early diagnosis and effective initial management are essential to reduce morbidity and
mortality, and risk of spreading C. difficile infection.

National recommendations following the investigations into the outbreaks of C.difficile at
Stoke Mandeville Hospital was the need for all staff to work together to ensure that there is
clarity about their respective roles and responsibilities and the need for clear channels of
communication with patient, staff and outside agencies.

Care Quality Commission (2006)
http://lwww.cqc.org.uk/ db/ documents/Stoke Mandeville.pdf

5.12.2 Aim

This guideline is aimed at all staff groups who may have contact with patients who have
C.difficile infection. To ensure that a person diagnosed with C. difficile is cared for
promptly, correctly and safely, with high standards of care and best practice, and reducing
the potential risk to other patients.

5.12.3 Duties and Responsibilities
5.12.3.1 Management Responsibilities:
e To ensure that the guideline is brought to the attention of staff and observed by them.

e To ensure that every member of staff has an understanding of the content and its scope
and application.

e To ensure that the appropriate resources and training are made available within their
sphere of responsibility.
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5.12.3.2 All Staff Responsibilities:

e Adhere to these procedures.

e Correctly use the procedures and guidance given.

e Seek further advice from the infection prevention control team (IPCT).
5.12.3.3 The Infection Prevention and Control Team (IPCT) Will:

Ensure the guideline is updated as required and work with managers to implement
necessary changes in practice.

Take a key role in investigating untoward occurrences related to implantation and
managing associated hazards.

Take a key role in investigating occurrences of C.difficile using root cause analysis
where appropriate to determine the source of occurrence of infection.

5.12.4 Risk Factors
e Elderly (over 65 years)
e Long length of stay in healthcare settings

e Recent use of antibiotics, especially broad spectrum e.g. cephalosporins, which are
harmful to normal gut flora

e Recent surgery, especially gastro-intestinal surgery

e Serious underlying disease/illness

e Immunocompromised patients

e Patient having chemotherapy

e Prolonged use of proton pump inhibitors i.e. Omeprazole, Lansoprazole
e Drugs that suppress motility e.g. loperamide

5.12.5 Definitions

5.12.5.1 Case Definition

An increased number (two or more) of watery or liquid stools (i.e. type 6 or 7 as per Bristol
stool chart classification, within 24hrs, not attributable to any other cause and occurring at
the same as a positive toxin assay.

5.12.5.2 Outbreak Definition

Two or more cases related in time and place over a defined period based on the date of
onset of the first case (See Outbreak policy).

5.12.3 Symptoms

e Minor to moderate explosive watery foul smelling diarrhoea.
¢ Abdominal pain/tenderness.

e Occasional vomiting.

e The illness ranges from mild self-limiting diarrhoea to severe pseudomembranous
colitis.
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5.12.4 Transmission
e Direct spread from patient to patient via the faecal-oral route.

e Direct spread via the hands of healthcare workers contaminated from patient contact,
or contact from the environment.

e Indirect spread from patient to the environment and environment to patient.
e The organism and its spores may be transmitted by aerosol.
5.12.5 Diagnosis

Diagnosis will be on the basis of tests for C. difficile toxins A and B on diarrhoeal stool
samples. Positive results on the same patient within 28 days of the first specimen should
be regarded as a single episode.

Repeat stool specimens are not needed whilst patient is symptomatic, a clearance
specimen is not required when diarrhoea has ceased.

5.12.6 Disease Severity (information for nurse practitioners/medical staff)

e Mild disease is three or fewer type 5-7 stools on Bristol Stool Classification per day and
a normal White Cell Count (WCC).

e Moderate disease 3-5 stools per day and a raised WCC that is still <15,000

e Severe disease - a WCC>15,000 or a temperature of >38.5 C or acute rising serum
creatinine (e.g.>50% increase above baseline) or evidence of severe colitis (abdominal
or radiological signs). The number of stools may be a less reliable indicator of severity.

e Complicated disease-hypotension or partial ileus or CT evidence of severe disease
e Life threatening disease- complete ileus or toxic megacolon
5.12.7 What to do if you suspect someone has Clostridium difficile

Staff should apply the following mnemonic protocol (SIGHT) when managing potentially
infective diarrhoea.

Suspect that a patient may be infective where there is no clear alternative cause.
Isolate the patient in a side room, and consult with the IPCT.
Gloves and aprons must be used for all contacts with the patient and their environment.

Hand wash with soap and water before and after each contact with the patient and their
environment.

Test the stool for toxin (Specimen sent to laboratory for culture and sensitivity and Cdiff’
request put onto the specimen request form).

5.12.8 Treatment (Information for Nurse Practitioner / Medical Officer)

Review current medication (antibiotics, proton pump inhibitors).

Treat according to severity.

Mild and moderate disease —oral Metronidazole 400mg 8 hourly for 10-14 days.

Severe disease-oral Vancomycin 125mg 6 hourly for 10 -14 days.
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e Complicated disease-oral Vancomycin up to 500mg 6 hourly for 10 — 14 days plus
Metronidazole IV 500mg 6 hourly for 10- 14 days.

For further information on treatment discuss with Consultant Microbiologist (Detailed
information can be found on connect on further treatments if required)

Clostridium difficile infection: how to deal with the problem: Department of Health -
Publications

5.12.9 Key Points on Prevention

Ensure adherence to the antibiotic Policy.

Ensure prompt isolation of suspected patients.

Wash hands with liquid soap and warm water. Do not use alcohol hand rub

Implement specific infection prevention and control precautions.

Maintain a clean environment and equipment.

Ensure communication with the patient and everyone involved in their care.
5.12.10 Infection Control Measures

e It is important to isolate the symptomatic patient from other vulnerable patients to
prevent the spread of C.difficile.

e Isolate the patient in a single room preferably with en-suite facilities until 48 hours free of
symptoms. A clearance specimen is not required.

e The door to the room should remain closed where possible (discuss exceptions with
IPCT).

e Ensure each individual has their own toilet/commode this must be cleaned thoroughly
with neutral detergent and water and disinfected with a chlorine based agent diluted to
1,000 ppm (parts per million), or an agent that contains both after each use.

¢ Allocate where possible specific equipment for the infected patient e.g.; moving and
handling slings.

¢ Non-sterile disposable gloves and plastic aprons must be worn for all contact with the
patient and their environment. NB. Always wash hands after removing gloves (refer to
Standard Precautions guideline).

e Hands must be thoroughly washed with soap and water (see Hand Hygiene guideline
and procedures).

e Ensure cuts/lesions are appropriately covered with a waterproof dressing (see Hand
Hygiene guideline and procedures).

e Provision should be made for patients to wash their hands after using the
toilet/commode and before meals (see Hand Hygiene guideline and procedures).

e Carers and visitors must be advised to wear non-sterile disposable gloves and plastic
apron for all contact with the patient and their environment and wash their hands with
soap and water on leaving the isolation area. Care Quality Commission (2006)

e Treat all waste and linen as infected and dispose of accordingly as per Laundry
Management Guidance and Healthcare Waste Policy.
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e Symptomatic patients should not be moved unless unavoidable.
5.12.11 Visitors

Visitors entering an isolation-room should use disposable gloves and aprons for all contact
with the patient and the patient’s environment, and wash their hands with soap and water
before and after each patient contact, (refer to SIGHT protocol). Care Quality Commission
(2006).

5.12.12 Movement of Infected Patients

Patients affected by C. difficile disease should not be transferred to other wards/areas
without discussion with the IPCT. Visits to other areas should be kept to emergencies only.

If ward transfers, or visits to other departments, are considered necessary the receiving
area should be informed of the patient’s status in advance. Where possible patients should
be treated at the end of a session and their waiting time in the department kept to a
minimum.

Advice may be sought from the Infection Prevention and Control Team
5.12.13 Discharge Planning
e Affected patients may be discharged home as soon as considered clinically fit.

e Patients should not be discharged to care homes with symptoms of diarrhoea which
are considered abnormal for the patient.

e Good communication with other institutions is imperative before the patient is
transferred, this should be supported by written information e.g. discharge letter and
any other relevant transfer documentation.

5.12.14 Community Nursing Services

When visiting patients who are known to be C difficile positive in their own home or care
home Standard Precautions (refer to Standard Precautions guideline) and effective hand-
hygiene (refer to Hand Hygiene guideline and procedures) should be maintained to
prevent carriage of transient organisms between patients. If the patient requires transport
between/to healthcare facilities it is the community nurses’ responsibility to inform the
place of care and the ambulance service staff.

5.12.15 Further Investigations

[1Once the diagnosis is confirmed NO further specimens are required, unless another
cause of diarrhoea is suspected, as C. difficile may continue to be excreted for several
weeks.

An equivocal result will require a repeat specimen if the patient remains symptomatic.

Clearance stools are not necessary. The laboratory will not re-test if the patient has been
found C. difficile positive within the previous 14 days.

If the patient with diarrhoea is found C. difficile negative and the clinical picture remains
unchanged then no re-testing will be undertaken for this within 7 days.

5.12.16 Clostridium difficile Outbreaks
Refer to outbreak policy

5.12.17 Communication and Documentation
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e The team caring for the patient should inform them of their C. difficile status. A patient
information leaflet must be provided.

e An entry will be made in the medical/nursing notes re C. difficile status and document in
the electronic case notes.

e It is also important to maintain the patient’s dignity and confidentiality at all times.

e A C. difficile Care Pathway must be instigated by the healthcare worker and discussed
with the patient/relative.

e ALL staff should be made aware of the importance of taking the necessary infection
prevention and control precautions.

¢ Inform domestic staff /cleaners of all patients and work towards specific cleaning
standards.

e Keep accurate records of patient’s bowel movement on a stool chart using the Bristol
Stool Classification (available to download on connect).

¢ If a patient dies with C. difficile infection, the death certificate (Part 1) should reflect if the
C. difficile infection was part of the sequence of events leading directly to death or was
the underlying cause of death. If C. difficile infection was not part of the direct sequence
of events but contributed in some way to death, record in Part 2 of death certificate, if in
doubt discuss with Consultant Microbiologist.

5.12.18 Laundry
5.12.18.1 Inpatients

e All laundry to be placed in a water soluble bag and then outer bag (red) and sent to
laundry.

e Laundry and patient clothing must not be washed on the ward.

e Ifin house- laundry to be placed in water soluble bag, place immediately into the
washing machine on a sluice cycle then wash at 71 degrees centigrade, hold for 3
minutes or 65 degrees hold for 10 minutes, and tumble dry and iron.

NB: Wash all infected linen separately

5.12.18.2 Own Home

e Where possible laundry to be place in a soluble bag.

e Wash at highest temperature that the garments allow then tumble dry and iron.
5.12.18.3 Personal Clothing

e Personal clothing can be washed at the highest temperature possible in the washing
machine and tumble dried wherever possible.

5.12.19 Clinical Waste
e All staff has a duty of care when disposing of waste.

e The producer/healthcare professional involved in the management of waste must
ensure it is dealt with appropriately from the point of production to the point of disposal.

e Waste producer to risk assess and segregate the waste appropriately.
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e Waste is handled, transported and disposed of in a safe effective manner.

e Waste is disposed of using the appropriate colour coding system (see healthcare waste
policy).

5.12.20 Crockery and Utensils

Dealt with in the normal manner using a dish washer

5.12.21 Blood and Body Fluids

Follow procedures in Standard Precautions guideline.

5.12.22 Environment

C. difficile spores may survive for many months in the environment and can be spread in
the healthcare setting. They are also resistant to many disinfectants and patient care
equipment can easily become contaminated with the organism.

e Cleaning schedules/agents in accordance with guidance and best practice should be
implemented.

e A terminal clean should be done when the patient is symptom free, and after the patient
is moved from the room refer to deep clean protocol.

e Ensure curtains and soft furnishings are changed if visibly soiled and laundered when
patient discharged/symptom free.

e If room carpeted steam clean.
5.12.23 Decontamination

¢ Allocate where possible specific equipment for the patient e.g. moving and handling
slings and wash bowl. All patient care equipment needs to be decontaminated in
between patients and on a regular basis.

e Loan equipment should be returned for decontamination.
e Ensure adherence to the decontamination guideline and procedures.
5.12.24 Monitoring and Audit

From 2007 acute NHS Trusts in England are required to report all patients aged 2

Years and above affected with C. difficile. The AGH and BTHFT Pathology Department
report cases on behalf of the Trust. All cases should be reported regardless of location of
the patient at the time the specimen was taken.

Date of admission is mandatory to identify patients presenting at the Trust already
infected.

5.12.24.1The Infection Prevention and Control Team will:

Monitor the number of cases on each ward/care facility.

Inform staff and visit ward/care facility where cases are confirmed.

Review all cases on each ward/care facility until 48hrs free of symptoms.

Complete Root Cause Analysis (RCA) for each case on a ward/care facility.

Investigate cases that appear to be linked.

70



http://connect.bdct.local/docs/policies/pubdocs/Healthcare%20Waste%20Management%20Policy%20v1%20Final%2028-11-2011%20PDF.pdf

http://connect.bdct.local/docs/policies/pubdocs/Healthcare%20Waste%20Management%20Policy%20v1%20Final%2028-11-2011%20PDF.pdf



e Compile quarterly reports on rates for Trust Board, Quality and Safety Committee, and
Infection Prevention and Control Committee.

e Audit adherence to this guideline as agreed within the annual programme.
5.12.25 Education and Training

Education and training on infection prevention and control is delivered to all staff at Trust
Induction and Mandatory Training sessions. For staff / individual training requirements and
methods of delivery please refer to: The Trust Training Needs Analysis.

5.12.26 References

Care Quality Commission (2006)
http://www.cqgc.org.uk/ db/ documents/Stoke Mandeville.pdf

Department of Health (2006b) Essential Steps to Safe Clean Care: Reducing Healthcare
Associated Infection. London: The Stationary Office.

Department of Health (2007) Saving Lives: reducing infection, delivering clean and safe
care. London: The Stationary Office.

Department of Health (2009) Clostridium difficile Infection: How to Deal with the Problem:
A Board to Ward Approach. London: The Stationary Office.

Department of Health (2010) The Health and Social Care Act 2008: Code of Practice on
the prevention and control of infections and related guidance. London: The Stationary
Office.

Health Protection Agency (2003) Clostridium difficile: Findings and recommendations form
a review of the epidemiology and a survey of Directors of Infection Prevention and Control
in England. London: The Stationary Office.

5.13 Viral Gastroenteritis Management Guidance
5.13.1 Introduction

Viral Gastroenteritis has the ability to spread very quickly within a hospital/healthcare
environment causing ward/healthcare closures in some cases. The most common cause
of outbreaks of viral gastroenteritis is from small round structured viruses (SRSVs) such as
norovirus, these viruses are more common during the winter months and affect both
patients and staff. Symptoms tend to be acute but self limiting and recovery normally takes
place within 72 hours. Outbreaks may also be caused by bacteria, such as Campylobacter
or Salmonella.

Diarrhoea and vomiting occurs frequently in the community. The infectious organism may
be food/water borne, transmitted from direct contact from person to person or airborne.
Prompt effective measures are needed to control the spread of infection between patients,
staff and visitors.

5.13.2 Duties and Responsibilities
5.13.2.1 Managers

e To ensure staff are familiar with the correct course of action to be taken if there are
patients and/or staff who develop diarrhoea and/or vomiting.
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To ensure staff are aware of good personal hygiene practice

To ensure food handlers receive appropriate training.

Restrict the movement of staff between wards/departments/units during an outbreak.

Ensure the action plan is followed.
5.13.2.2 Role of Employee

To report any potentially infectious conditions to their manager and Employee Health
and Wellbeing.

Agree to report any relevant infections.

To follow good hygiene practice

To follow the action plan
5.13.2.3 Role of the Infection Prevention and control Nurse

To investigate and wherever possible identify the source of any gastrointestinal infection
e To ensure good practice is adopted to prevent cross infection.

e To keep records of all incidences

e To produce an action plan

5.13.3 Outbreak Definition

An outbreak of diarrhoea and vomiting should be suspected when unexplained diarrhoea
and/or vomiting affect two or more patients or members of staff within a 48 hour period.

It is the responsibility of the infection prevention and control team to define an outbreak
and decide on the need to instigate the outbreak plan.

Please note: Two or more cases in patients or staff on one ward or area must be reported
to the infection prevention and control team.

5.13.4 Routes of Transmission:

Airborne — inhalation or ingestion of virus particles when a person vomits.

Contact via the hands.

Person to person via faecal-oral route.

Ingestion of contaminated food and drink.

Environmental contamination from faeces or vomit.

5.13.4 Signs and Symptoms:

There is an incubation period of 12-48 hours and the symptoms may last 24-72 hours on
average. Symptomatic individuals are infectious for up to 48 hours after the last episode of
diarrhoea and/or vomiting. Other symptoms may include abdominal cramps and/or
nausea, headaches, muscle aches and fever. Recovery is usually rapid.

5.13.5 What to do if you have two or more cases of unexplained diarrhoea and or
vomiting or one confirmed case of viral gastroenteritis.
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Inform Infection Prevention and Control who will carry out a risk assessment and advise
the ward/healthcare facility.

In some cases the ward/healthcare facility may need to close, however this will only
occur after consultation with the matron, manager and consultant microbiologist.

Ensure stool specimens are sent from all patients/staff with symptoms and label with
virology and the ILog number. (Complete all forms and labelling of pots prior to obtaining
specimen and wash your hand thoroughly afterwards. This will help to prevent cross
contamination from your hands to the surrounding environment) (see connect — how to
take a stool sample).

Start to make a list of all cases including members of staff and visitors, stating the date
that symptoms started. This information is vital in assisting the infection prevention and
control team to provide an accurate risk assessment when they visit the ward/healthcare
facility (See connect daily diarrhoea and vomiting record).

Remember that during the outbreak you must regard all patient, visitors and members of
staff who present with symptoms as infectious.

5.13.6 Groups that pose a high risk of spreading gastrointestinal infection:

Patients who have difficulty in implementing good personal hygiene e.g. people with
learning disabilities and patients with severe and enduring mental health problems.

Staff who may have direct contact with infectious material and are involved in serving
food to susceptible patients.

Food handlers whose work involves touching unwrapped food to be eaten raw or without
further cooking.

Staff and patient hand hygiene using the correct technique and environmental
cleaning are paramount in controlling spread to other patients, visitors and staff.

5.13.7 Preventing the Spread of Infection

The infection prevention and control team will provide daily infection prevention and
control advice during an outbreak.

Hand hygiene is essential in the prevention of cross infection and hand washing is
compulsory before and after contact with all patients and their immediate environment
and after removing gloves and apron.

Personal protective equipment must be used when handling faeces and/or vomit, other
body fluids. Disposable aprons and gloves must be removed before leaving the
patients room and disposed of as healthcare waste. Hands should be decontaminated
immediately.

Decontamination of all vomit or faecal spillage is vital to ensure viral particles are
destroyed using a chlorine releasing disinfectant in accordance with Trust
Decontamination, cleaning and disinfection management guidance.

It is essential that the environmental cleaning is performed to a high standard and
cleanliness maintained. Hypochlorite 1000 ppm should be used for general cleaning
and disinfection of the environment and other equipment. Special attention must be
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paid to toilet areas, commodes, all horizontal surfaces and frequent touch surfaces
such as door handles, flush handles, sinks and taps.

Ensure exposed food e.g. fruit is removed.

Staff must not consume food and drink in clinical areas at any time and this must be re-
enforced during outbreak situations, in line with Trust policy.

Staff room—do not eat food which has been prepared or brought in by someone other
than yourself.

All crockery and cutlery must be washed in the dishwasher.

Ensure that there is an adequate supply of sample pots, bedpans, orange healthcare
waste bags/bins, Hypochlorite tablets, disposable gloves and aprons, toilet paper, bed
linen, towels, soap and red linen bags.

5.13.8 Reducing the risk of spread to other areas

It is the responsibility of the person in charge to make sure notices are placed at the
entrance/exit to the ward/healthcare facility and that patient’s and visitors are kept
informed.

All staff members and visitors should wash their hands prior to leaving the
ward/healthcare facility.

If the ward is closed do not accept admissions.

Do not transfer to other wards/hospitals or care institutions whilst the ward/healthcare
facility is closed.

If there is a clinical necessity for a patient to be transferred to another ward or hospital
advice must be sought from the infection prevention and control team prior to transfer.
A risk assessment will be performed and the receiving unit can then be informed and
the appropriate precautions taken.

Do not send symptomatic patients to other departments unless absolutely necessary. If
the treatment or investigation cannot be postponed or performed on the ward,
communication with the receiving department is essential. The Infection Prevention
control team should be consulted to give advice to minimise the risks of spread of
infection.

Patients can be discharged to their own home as long as they are medically fit for
discharge and do not require nursing or social care at home. Advise the patient to
inform the admitting officer if they are admitted to a healthcare facility within 48 hours of
discharge.

Visiting staff such as physiotherapists, occupational therapists and phlebotomists
should only visit affected areas if necessary. If possible, the affected area should be
visited last. Only essential procedures should be carried out on symptomatic patients.

Do not transfer staff to other wards or departments.

Bank staff should be discouraged from working on other wards, if they have recently
worked on an affected area. It may be sensible to arrange for bank staff to work their
shifts on the affected ward and then return to work in other areas after they have had
two days off.
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5.13.9 Faecal Specimens

In an outbreak situation, collect fresh faecal samples from first diarrhoeal episode if
possible (see connect for Bristol stool chart and how to take a faeces sample), and submit
immediately for: -

e Routine microbiology investigation, including Clostridium difficile.

e Virology investigations.

e Not all faecal specimens submitted for virology investigations will be tested.
e Vomit should not be sent.

5.13.10 Management of Affected Staff

e Staff members are often affected during an outbreak of viral gastroenteritis.

e Staff members should be immediately excluded from work if they are experiencing
symptoms.

e Staff should provide stool samples.
e Staff should remain off work until they have been 48 hours symptom free.
5.13.11 Prevention of Infection (Visitors to ward/healthcare facility)

e Visitors should be restricted to a minimum and must be advised that patients in the
area are suffering from symptoms of diarrhoea and vomiting and that it is possible they
may exposed.

e All relatives’ carers and nursing staff must be advised to wash their hands thoroughly
with warm running water and soap after contact with affected patients, their clothing,
bedding or equipment.

e Visitors who are symptomatic themselves should be asked not to visit until they have
been 48 hours symptom free.

e Children should be excluded from visiting where ever possible during an outbreak.

e Visitors do not need to wear aprons or gloves unless they are involved in patient
handling/care.

5.13.12 Patient Management

e Do not give Imodium until a specimen has been obtained, and please note that
Imodium is contraindicated if Clostridium difficile is suspected.

e Ensure that extra fluids are available to prevent dehydration, but do not give fruit juice
as this may cause further diarrhoea.

e Encourage thorough patient hand washing after using the toilet.
e Ensure a fluid balance chart and stool chart are completed.
5.13.13 Documentation and Communication
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Staff should use the action plan on connect this documentation is in addition to the
patient’s own care plan/medical records.

The infection prevention and control team will complete an outbreak action plan for the
ward/healthcare facility.

The infection prevention and control team will communicate daily with key personnel
and the affected ward/healthcare facility.

The infection prevention control team will inform Public Health England and
Environmental health.

5.13.14 When is the patient/ward/healthcare facility clear of infection?

Virus particle can still be excreted for 48 hours after symptoms have stopped.
Patients are deemed non-infectious 48 hours after their last symptoms.
Further stool specimens are not required to check if the virus has cleared.

Wards/healthcare facilities that have been closed may only be re-opened after
consultation with the Infection Prevention Control team. Usually the ward/healthcare
facility can be opened when the last patient with symptoms has been symptom free for
48 hours. A thorough deep clean of the affected area is then required as per
decontamination, cleaning and disinfection policy prior to re-opening.

5.13.15 Outbreak Reports
Outbreak reports from the infection prevention and control team will include:

The number of staff/patients and or others affected.
The duration of the outbreak and wards/healthcare facilities affected.
Restrictions implemented with timescales included.

Recommendations/practice modifications
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5.14 Assessment Tool for Undiagnosed Diarrhoea and/or Vomiting

PAS label Ward:
Surname Forename .
In a single room [} Yes ] No
DOB Hospital No: Admission date:
Consultant
Description of symptoms Date of onset Time of onset No of episodes
Diarrhoea

Is a loose or occasional fluid stool normal for this patient?
Does the patient have irritable bowel syndrome? Crohn’s etc?
Are the stools sudden/watery/explosive/liquid with lumps/semi formed?
Do the stools contain undigested food or mucous?
These additional symptoms may indicate viral cause (i.e. norovirus):
Vomiting — projectile, sudden onset.
Nausea, cramps, headache, aches, chills and fever
Pyrexia

Send specimen ASAP — first stool passed. Contamination with other materials (e.g. urine)
does not affect the result.

L] L]
Date: Time: Stool chart Yes No
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Result

Date received

Medical History

Any information you think may be relevant e.g. change of diet, food eaten prior to onset.

Medication (please list ALL antibiotic therapy within the last month, ALL laxatives and
any medication that MAY CAUSE SYMPTOMS REPORTED.

Suspected food related:

Yes [

Food suspected: .........cooiiiiiiiii

When eaten: ..o

Where eaten: ......ooovoveii

Any friends/relatives with similar symptoms?

Yes ]

Form completed by: ...

This form should be filed in the patient’s notes.
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5.15 Pathology Specimen Collection and Transport Guidance

5.15.1 Introduction

All specimens are a potential infection risk therefore standard precautions must be used
when collecting specimens. Specimens should be transported in a rigid container in
accordance with the Carriage of Dangerous Goods and Use of Transportable Pressure
Equipment (2005). Specimens should only be taken if there are clinical signs of infection or
the patient meets the screening protocol, to help reduce inappropriate prescribing of
antibiotics.

5.15.2 Specimen Containers and Transport Bags

The person who obtains the specimen must ensure the following:

e The specimen container is the correct one for the type of specimen.

e The lid is securely closed.

e There is no external contamination of the outer receptacle by the contents.

e Specimens must be placed in the transparent plastic transport bag as soon as they
have been labelled.

e Only one specimen should be placed in the bag (the exception being for MRSA
screening specimens).

e The transport bag must be sealed using the integral sealing strip not pins, staples etc.

e For large specimens i.e. 24 hour urine specimens may be enclosed in an individual
clear plastic sack.

e Specimen transport bags must not be used more than once.

5.15.3 Labelling

Specimens will not be processed unless labelled correctly with the following information:
e Patients full name.

e Patients address and sex.

e Date of birth.

e Hospital number/NHS number.

e The relevant clinical details.

e Date and time sample taken.

e GP/Consultant detalils.

e Area for report to be returned to i.e. ward name.

e Relevant medication i.e. antibiotics.

e With swabs ensure the site the swab was taken from is documented i.e. left leg.
5.15.4 Labelling for Danger of Infection
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Specimens suspected or known to contain a hazard group 3 or 4 pathogen must have a
biohazard label attached to the specimen and request form. Examples of group 3 or 4
pathogens are: Hepatitis B, Hepatitis C, HIV, and TB.

5.15.5 Collection and Storage

SPECIMEN REFRIGERATE CONTAINER TO LABORATORY
Wound swab No — Store at Blue top containing As soon as possible
room temperature | transport medium within 24 hours
Sputum No — Store at Plain universal As soon as possible
room temperature | .o within 24 hours
Urine Yes — overnight Universal container with | As soon as possible
only boric acid within 24 hours
Faeces Can be stored at Stool specimen As soon as possible

room temperature
or refrigerated

container

within 24 hours

Blood cultures

No — Send directly
to laboratory

Specific bottles as
Supplied

Immediately

Blood for routine
examination

No — Send directly
to laboratory

Specific bottles as
supplied

Direct to laboratory

Specimens being stored over night must be placed in a designated specimen refrigerator.

The specimen transport carrier must be secure and conform to guidelines Health and
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Safety at Work Act (1974) and Carriage of Dangerous Goods and Use of Transportable
Pressure Equipment (2005)2.

5.15.6 Spillage of Specimens

Spillages of body fluids must be dealt with immediately follow Decontamination, cleaning
and disinfection management guidelines.

5.15.7 Transportation

Specimens should be transported in a rigid container in accordance with the Carriage of
Dangerous Goods and Use of Transportable Pressure Equipment (2005)2

Routine cleaning of receptacles used to transport specimens must be cleaned when visibly
contaminated and at least once a week.

5.15.8 References

Department of Health (2007) Transport of Infectious Substances — Best Practice Guidance
for Microbiology Laboratories. London: The Stationary Office.

5.16 Tuberculosis (TB) Management Guidance
5.16.1 Introduction

Tuberculosis (TB) is an infection caused by Mycobacterium tuberculosis complex which
may affect any part of the body, but most commonly affects the lungs or lymph nodes. TB
can present a health risk to staff if they become infected from patients, staff can also infect
patients.

Tuberculosis is more common amongst people who misuse alcohol, immunocompromised
patients, the very young or old, non-caucasians and people in poor social circumstances.

Only AAFB sputum smear positive cases are infectious to others. These infectious cases
can be isolated in a single room with the door closed for the duration of infectivity in mental
health units, provided that there are no immunocompromised patients e.g. HIV positive in
the area.

Resistance to TB drug treatment can develop, and in some cases multi-drug resistance
(MDR TB) develops if patients are not compliant with medication. All patients with TB
should have risk assessments for drug resistance and for HIV (NICE 2011). There is some
evidence that people with mental health problems are at greater risk of developing MDR
TB (Story et al 2007).

Patients can also be MDR TB positive primary infection if contracted from someone who is
already infected with a resistant strain. MDR TB cases will need to be transferred to a
specialist centre with negative pressure facilities for management (NICE 2011).

5.16.2 TB is a Notifiable Disease

81





Notification of all forms of TB is the statutory obligation of the doctor making or suspecting
the diagnosis. Notifications are made to the Consultant in Communicable Disease Control
(CCDC) and a Chest Physician.

All suspected cases should also be notified to the infection prevention and control nurse.
Staff cases should be referred to Employee Health and Wellbeing.

5.16.3 How is TB Infection Spread?

The disease is spread by inhalation of TB bacilli in droplets coughed out by someone with
infectious TB (also called open TB). Infection is normally acquired after close and
prolonged exposure to an infectious individual e.g. close household exposure.

5.16.4 Risk of Contracting TB from Contact with an Infected Person

The risk of a contact acquiring the infection depends on the nature and duration of
exposure.

Nature of Contact Risk of Infection
None known 1in 100,000
Casual social contact 1in 100,000
School, workplace 1in50to1lin3
Bar, social club uptolinl0
Dormitory 1in5
Home 1in3
Nursing home 1in 20

5.16.5 Incubation

4 to 12 weeks.

5.16.6 Infectivity

Pulmonary TB is infectious until after the first 2 weeks of treatment.
5.16.7 Symptoms

Cough with phlegm which maybe blood stained.

Chest pains and shortness of breath.

Loss of appetite and weight.

Fever with night sweats.

Sometimes lumps in the neck or swollen joints
5.16.8 Infection Control Management

Most patients with tuberculosis can be treated in the Trust, only a minority need admission
to an acute hospital, i.e. patients with sputum positive pulmonary tuberculosis who are
infectious to others and must be barrier nursed in a side room for the first two weeks of
treatment.

¢ Clinical teams must inform the infection prevention and control team regarding any
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patient suspected or confirmed of having tuberculosis.

e Follow the standard precautions quideline.

e Decontaminate hands after contact with the patient or their environment.

e All infected material (e.g. sputum/containers/tissues) must be disposed of into
healthcare waste for incineration.

e Infected sputum on floors or surfaces must be cleaned with hypochlorite solution.

e Encourage an expectorating patient to cough into a tissue, covering their mouth and
nose and decontaminating their hands afterwards.

e Linen from TB patients who are in isolation should be treated as infected.
5.16.9 Use of Masks

There is no clear guidance on the efficacy of face masks preventing the transmission of
tuberculosis (Rogers 1981), but staff will be given the choice of wearing personal
protective equipment. The World Health Organisation (WHO) recommends that infectious
patients with an uncontrolled cough, who are being transported to other areas of the
hospital, must wear a mask as the use of a mask will substantially reduce any aerosol
generated by a cough or sneeze (WHO 1993).

The Infection Prevention Control Team will advise regarding the use of the different
types of masks available.

Community Staff

Community staff required to visit a patient with sputum positive pulmonary tuberculosis
during the first two weeks of treatment should request the patient to wear a FFP3 mask. If
they are unable to do so the staff member should wear an FFP3 mask after being ‘Fit
Tested'.

5.16.10 Treatment
TB can be completely cured but it involves taking medication for 9 months.
5.16.11 Specimens

Sputum specimens and accompanying request forms from known or suspected TB
patients should be labelled with a red ‘infection risk’ sticker.

5.16.12 Multi-drug Resistant Tuberculosis

Some tuberculosis organisms are resistant to one or more drugs commonly used to treat
tuberculosis. Inadequate or incomplete treatment tends to select out these organisms so
that the patient’s disease becomes resistant to treatment. The resistant organisms can
then be passed on to other people, whose disease will also be resistant to treatment from
the start.

Multi-drug resistant tuberculosis is by definition, tuberculosis which is resistant to two or
more of the main anti tuberculosis drugs. The implication is both serious for the person
and for the public health because of the limited number of drugs available. These patients
must be treated in a negative pressure isolation room available at Bradford Royal
Infirmary.

5.16.13 TB and HIV
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The identification of individuals at high risk of developing tuberculosis is complicated in
HIV infection by the loss of response to the tuberculin skin test. Also the diagnosis of
tuberculosis is complicated by atypical radiological changes. Close clinical monitoring
rather than chemoprophylaxis is therefore recommended.

15.16.14 Compliance with Treatment

Spot checks of compliance (e.g. pill counts, urine tests, prescription checks should be
done as a routine. Supervision of patients who default is recommended.

15.16.14.1 Non-Compliant Patients

Individual treatment plans for non-compliant patients and those likely to be non-compliant
should include directly observed therapy, daily, twice or three times per week.

Compulsory admission is rarely required, but the Consultant in Health Protection and the
TB Clinician can legally secure a magistrates order when a person has tuberculosis of the
respiratory tract in an infectious state.

15.16.15 Contact Tracing

The incidence of tuberculosis among close contacts is low but sufficient to warrant follow
up. Contact tracing is an integral part of the routine management of patients with TB and
should be carried out as per the British Thoracic Society Guidelines. Tracing is limited in
the first instance to close contacts (household and close associates).

If any hospital patients or staff are considered to have been exposed to a case of
undiagnosed infectious TB the IPCN will draw up a list of those patients in close proximity
to the infected patient and will note if the patient is at increased risk (immunocompromised
through disease or therapy). The IPCN will co-ordinate the tracing of hospital patient
contacts and will conduct a risk assessment in collaboration with the Consultant
Microbiologist and relevant patient clinicians.

Staff contacts will be dealt with in collaboration with Employee Health and Wellbeing. The
responsibility for arranging any meetings relating to contact tracing after hospital exposure
lies with the IPCN. In all other cases contact tracing will be arranged by the TB nurse
specialist.

15.16.16 Staff Immunity

Only staff with a definite BCG scar or documented evidence of immunity (e.g. a positive
Mantoux test) should have contact with known or suspected infectious TB. This includes
students of medicine, nursing etc. If unsure of their status staff should refer to Employee
Health and Wellbeing.

15.16.17 Visitors

e Visitors should, as far as possible be limited to next of kin or those in close contact with
the patient prior to diagnosis (defined as persons living in the same house, or spending
several hours per day on most days with the patient in question).

e Visitors must not visit other patients especially those who are immunocompromised.
e Children over two years of age should be discouraged from visiting.

e Children under two years of age should not visit.

15.16.18 References and Further Reading
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5.17 Scabies Management Guidance
5.17.1 Introduction

Scabies is a common public health problem with an estimated global prevalence of 300
million. Scabies is caused by a mite commonly female (Sarcoptes scabiei) which burrows
under the skin and stays there for approximately 30 days. The mite lays eggs daily. The
main symptoms of scabies are due to the body’s allergic reaction to the mites and their
waste.

5.17.2 Transmission

e Scabies tends to spread through any close community, particularly within the household.
It should be recognised the spread is not limited to family members, but includes
everyone who is living in close or intimate contact with possible affected individuals.

¢ Infection occurs following transference of one or more pregnant female mites who
burrow into the skin.

e Infection is only spread through direct skin-to-skin contact with another person and
sexual contact.

e People who have acquired the infection for the first time are infectious in the 6 weeks
before the rash develops, so this can make spread difficult to contain.

5.17.3 Incubation Period

e The incubation period is usually 3-6 weeks in patients without previous exposure.
However the itching and rash will develop much more quickly in people who have had
scabies before (as with any allergy).

e The asymptomatic person has time to transmit the mite by any prolonged skin-to-skin
contact within these weeks.

5.17.4 Signs and Symptoms of Typical Scabies

The main symptom is an intense, itchy symmetrical rash particularly affecting fingers,
hands, wrists, waist, groin, umbilicus, buttocks and soles of feet.

The rash will not appear until the person becomes sensitised to the allergen, which
takes 2-8 weeks. In subsequent infections it may only take 1 to 4 days to develop.

The patient may give a history of contact with someone with an itchy rash in the last 2
months.
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e Burrows may be seen particularly on the finger webs and wrists; they appear as slightly
elevated pink or grey, straight or tortuous lines.

e Symptoms may be atypical in the elderly due to a different immunological response, and
the infection may be mistaken for other disease such as psoriasis or eczema.

5.17.5 Classification of Scabies

There are three ways in which scabies infection may present:

15.17.5.1 Classical Scabies

e This is the commonest form found in people with a normal immune system
e Mites may be few in numbers

e ltching is usually a feature but is not always present in every case. When present it is
usually worse at night or after a hot bath and can be severe.

e Itching starts about 2-6 weeks following infection.
¢ Site of rash may not correspond to sites of the mites.
15.17.5.2 Atypical Scabies

e This affects the very young, elderly and those with impaired immunity who may not show
the classical signs thus making diagnosis particularly difficult.

e Those affected may or may not complain of an itch.
¢ In the elderly the scalp may be affected if hair is thinning.

e Cases often go untreated for long periods becoming a focus of infection for others who
will eventually show the signs of classical scabies.

15.17.5.3 Crusted Scabies
e This is a rare form of the disease — also known as Norwegian Scabies.

e This form is highly infectious as millions of mites will be present anywhere on the body
including the head.

¢ It mainly affects individuals with severe impaired immune systems. It is also commonly
found in people with Downs Syndrome.

e There may be little or no itching.

e Large numbers of mites will be shed contaminating the surrounding environment.
e Skin becomes scaled, crusted and unsightly due to the numbers of mites present.
15.17.6 Diagnosis

e It is usually made clinically but it should ideally be supported by microscopic
examination of a skin scraping.

e The diagnosis should always be confirmed in this way if mass treatment is to be
undertaken.

e Skin scrapings can be arranged with the infection prevention and control team.
15.17.7 Management of the Index Case
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Diagnosis should be confirmed as outlined above. Staff members caring for the patient
should wear gloves and disposable plastic aprons where prolonged contact with the
patient is anticipated, skin to skin contact should be avoided. Hands should be washed
after contact and on removal of gloves. Treatment should be commenced as soon as
possible.

15.17.8 Management of Contacts

The infection prevention and control nurse will perform an assessment of the risks to
patients and staff following the diagnosis of scabies. Consideration will be given to the
extent of contact, degree of infestation, extent of staff involvement etc. If judged
appropriate by the infection prevention and control nurse, treatment will be advised to all
patient contacts and visitors deemed appropriate. This will be co-ordinated by the infection
prevention and control nurse and prescribed by the patient’s clinician/G.P. It is vital that all
contacts are treated simultaneously to achieve complete eradication of the scabies mite.

15.17.9 Treatment

Treatment should always be discussed with the infection prevention and control team for
all patient and members of staff. Lyclear Dermal Cream is the current recommended
treatment for scabies infection. (It is not suitable to individuals allergic to
chrysanthemums). The commonest cause of treatment failure is incorrect application.

e Before applying the cream remove all jewellery and plasters etc.

e Apply the cream all over the body rubbing it lightly onto the skin, but avoid the eyes
nose and mouth.

e Skin should be cool and dry when applying cream; you should not have a bath or
shower immediately before applying the cream.

e If the person is bald then treat the scalp.

e Pay particular attention to, under arms, between fingers, between toes, between
buttocks all around groin areas and in and around belly button. Some people may
experience a mild stinging or burning after applying the cream. This normally passes
off quickly.

e Leave a small amount of cream/liquid in the bottle/tube to reapply after hand-washing.
e Ensure help is available for application to the back.

e The cream/lotion should be allowed to dry (10-15 minutes) before dressing or it may
rub off.

e |If any area of skin is washed before the end of the stipulated contact time the treatment
must be reapplied.

e A second application of treatment is now recommended after seven days. In cases of
crusted or Norwegian scabies more applications of treatment may be needed.

e When treatment is washed off put on clean clothes and change bedding.

e Pregnant staff should consult with the Employee Health and Wellbeing Service prior to
commencing treatment.

e ltching may persist for some weeks after the scabies mite has been eliminated and
does not indicate treatment failure. Suitable antipruritics treatment may be required,
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such as bath emollient, or Eurax cream. In some cases it may also be necessary to
consider sedative antihistamine for itch suppression at night.

15.17.10 Oral Treatment

Ivermactin 0.2mg/kg 1 to 2 doses at 1-2 week interval. The drug has been found useful for
patients with high mite burden e. g. crusted scabies; (in combination with topical
treatment); and for eradication of scabies in epidemic or endemic situations in care homes
and prisons. lvermectin is contraindicated in patients with allergy to ivermectin and CNS
disorders. It is not indicated in pregnant, lactating women or children less than five years
old. Transient and mild adverse reactions include anorexia, asthenia, headache, arthlagia,
myalgias, fever, eosinophilia, and maculopapular rashes. (or there are some transient and
mild adverse reactions).
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5.18 Head Lice Management Guidance
5.18.1 Introduction

Infestation with head lice affects all sections of the community. Infestation is more
common among those aged between five and eleven years but can affect people of any
age. Head lice (pediculus humanus capitis) are flesh coloured insects about 3mm long
whose bodies darken after feeding. They can only be passed from one host to another by
direct, still and prolonged head to head contact. They cannot fly, jump or swim and are
found on all types of hair. Because of this spread is likely to occur from contact with other
household or close family members rather than by social contact (i.e. school friends or
work colleagues).

Head lice feed on human blood by biting into the scalp but no report of any blood borne
infection such as Hepatitis B and C or HIV has been recorded by the spread of head lice.
Head lice infestations may cause itching (pruritis), redness (erythema) and swelling
(oedema) of the scalp. However these signs are also seen in other scalp conditions such
as dandruff and eczema.

Head lice stay and lay their eggs close to the scalp. This provides the warmth, which the
eggs need to incubate. Live eggs are very small, dull and flesh coloured; they are attached
to the hair shaft just above the root. The incubation period is 7-10 days after which the
young louse emerges. By the time the hair has grown 1cm the eggs have either hatched or
died. Old egg shells known as “nits” are usually white and shiny and are harmless.

The presence of nits does not necessarily mean there is a live infestation on that
head.
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5.18.2 Transmission

Head lice lay their eggs on hair the female deposits a glue-like deposit with the eggs to
prevent them falling off the host. The eggs are pinhead sized, oval in shape and take 5-10
days to hatch. Head lice are mainly found near the scalp but may occur in the axillae,
beard and eyebrows. They are transmitted by prolonged head to head contact. They can
only survive for a short period of time away from the host.

5.18.3 Detection of head lice

The diagnosis of infestation can only be made when live lice are identified. Finding
apparent nits is insufficient evidence of infestation. The preferred method of detection is
wet combing.

5.18.4 Treatment
e Treat only if live lice are found
e Treatment is made by either physical removal or applying insecticides.

e Each of these treatment options relies on the use of a rigid plastic comb with a 0.2mm
space between the teeth.

5.18.5 Infection Control Procedures

Isolation is not required

Routine laundering practices can be performed for clothing and bedding

Standard cleaning procedures

Use Standard Precautions

Staff should ensure that their own loose hair is tied back

The patient does not routinely need to wear any hair covering as they are only an
infectious risk if they are in direct head to head contact with another person

5.18.6 Prevention of Infestation

Good hair care as part of personal hygiene and grooming should be encouraged, although
there is no evidence with regard to its effectiveness in prevention. Insect repellent sprays
and electronic combs should not be used as a means of preventing or controlling
infestations.

5.18.7 Management of Contacts

If a person is found to be infested then all close contacts should be informed and
examined for evidence of infestation and treated as described if live lice are found i.e. by
the wet combing method. Household contacts of patients with head lice do not require
treatment unless they have live lice.

5.18.8 Wet Combing

The hair should be washed in the normal way with ordinary shampoo and, after rinsing;
conditioner is applied and combed through. The hair should then be combed with a wide
toothed comb to remove any tangles. The application of conditioner makes the hair more
slippery and difficult for the lice to hang on to. The hair should then be combed thoroughly
with a fine head lice toothed comb.
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If lice are detected then this procedure should be continued every four days over a period
of two weeks. This will ensure that any new lice that hatch from eggs will be detected and
removed before they become mature. The cycle of mature lice being replaced is therefore
broken. Lice, which are not removed, are often fatally damaged by the combing.

5.18.9 Applying Topical Head Lice Solution

The staff member should wear an apron and gloves for the procedure. A towel should
be placed around the patient’s shoulders to protect him or her from the treatment
solution.

For staff affected by head lice the solution can be self-applied.
The procedure should be tactfully explained to the patient.
Apply the product in a well ventilated room

Apply to dry hair

Part the hair and rub the lotion into the scalp until it is thoroughly wet, for long hair treat
the hair closest to the head

Keep the product on as per manufacturer’s instructions usually 8-12 hours
Let hair dry naturally — do not use a hair dryer

Do not smoke whilst the product is on the hair

Shampoo and rinse the hair well following treatment

After seven days re-apply treatment — using the same product

Do not use head lice lotion more than once a week

5.19 Respiratory Viruses Management Guidance

5.19.1 Introduction

Respiratory infections are common and usually cause colds in both adults and children.
They are generally mild, self limiting and confined to the upper respiratory tract. These can
progress and cause more severe infections and even death. There is a wide variety of viral
causes of respiratory infections including rhinoviruses, enterovirus, respiratory syncytial
virus, influenza viruses types A, B and C, parainfluenza viruses and coronaviruses.
Patients with compromised immune, cardiac or pulmonary systems are at increased risk of
complications from infection.

Influenza occurs during winter months and can affect all age groups, particularly the
elderly and the immunocompromised. Often, the need for hospitalisation is due to
complications such as pneumonia. Newly emerging diseases such as Severe Acute
Respiratory Syndrome (SARS), Middle East Respiratory Syndrome Coronavirus (MERS-
Cov) and Avian influenza have the potential to cause severe human illness.

5.19.2 Symptoms

Viral diseases of the respiratory tract may be characterised by fever and one or more
systemic reactions, such as chills, headache, general aching, malaise and anorexia.
Localised signs also occur such as rhinitis, pharyngitis or tonsillitis. Symptoms usually
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subside in 2-7 days without complications. Infection may however be complicated by
bacterial sinusitis, otitis media and rarely bacterial pneumonia.

Outbreaks of viral respiratory disease can occur in institutions especially amongst
vulnerable people e.g. Hospitals and Nursing or Residential homes.

Please note: two or more cases in patients or staff on one ward or area must be reported
to the infection prevention and control team.

5.19.3 Transmission

By airborne or fine droplet transmission and by direct and indirect contact, through close
contact with a coughing and sneezing infected person. The virus can survive for limited
periods of time in the environment and transferred from contaminated surfaces onto
hands. Viruses discharged in the faeces, including enteroviruses and adenoviruses may
be transmitted through the faecal-oral route.

5.19.4 Incubation period

1 to 10 days

5.19.5 Infectivity

Just prior to first symptoms and for the duration of the symptoms

5.19.6 What to do if you have two or more cases of patients with the above
symptoms:

¢ Inform the infection prevention and control team who will carry out a risk assessment
and advise the ward/healthcare facility.

¢ In some cases the ward/healthcare facility may need to close, however this will only
occur after consultation with the DIPC, manager and consultant microbiologist.

e Ensure viral specimens are sent from all patients/staff members with symptoms and
label with virology (complete all forms and labelling of pots prior to obtaining
specimens).

e Start to make a list of all cases including members of staff and visitors, stating the date
that symptoms started. This information is vital in assisting the infection prevention and
control team to provide an accurate risk assessment when they visit the ward/healthcare
facility.

5.19.6 Specimens

Accurate diagnosis and assessment of the risk of transmission are essential. The optimal
samples are a nasopharyngeal aspirate or a throat swab taken using a dry swab broken
off into viral medium.

5.19.7 Infection Control Precautions
5.19.7.1 Hand Hygiene

Hands should be decontaminated before and after all patient contact, contact with the
patient environment, and removal of protective equipment and cleaning of equipment.
Provision should be made for patients to perform hand hygiene after contact with
respiratory secretions and contaminated items.

5.19.7.2 Management of Coughing and Sneezing
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Patients as well as staff and visitors should be encouraged to minimise potential
transmission through good hygiene measures:-

e Cover nose and mouth with disposable single use tissue when sneezing, coughing,
wiping and blowing the nose.

e Dispose of used tissue into the appropriate waste bin.

e Wash hands after coughing, sneezing, using tissues, or contact with respiratory
secretions and contaminated objects.

e Keep hands away from eyes and nose.

e Certain patients (elderly) may need assistance with containment of respiratory
secretions; those who are immobile/in bed will need a receptacle ready at hand for
immediate disposal of tissues and a supply of both hand wipes and tissues.

5.19.8 Vaccination

Influenza vaccines are inactivated and cannot cause influenza. Some people may
experience mild flu-like symptoms for up to 48 hours afterwards as their immune system
responds to the vaccine but this is not flu.

After immunisation antibody levels usually take up to 10-14 days to provide protection.
Influenza immunisation has been recommended in the UK since the sixties with the aim of
protecting people at risk of serious morbidity and mortality. This policy has been extended
to include:

¢ All those aged 65 years and over

e Health and Social Care staff involved in patient care

e Patients in long stay care facilities

e People with chronic respiratory disease including asthma
e Pregnant women

e Chronic heart disease

e Diabetes

e Chronic liver disease

e Immunosuppression

5.19.9 Antiviral Drugs

Antiviral drugs can be used for either the prevention or treatment of influenza. There are a
number of antiviral drugs licensed for treatment or prophylaxis following exposure to
influenza in at risk groups if the individual has not been vaccinated. Antiviral agents may
be appropriate for use in the prophylaxis of staff contacts or treatment of patients and the
outbreak team would decide if they were appropriate.

5.19.10 Exclusion of Staff

It is important for managers to view staffing patterns over the winter months and to
consider how to deal with numbers of sick staff. Prompt sending home of staff suffering
symptoms will decrease the risk of spread.
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5.19.11 Environmental Cleaning and Disinfection

All areas should be cleaned daily and after patient discharge at a minimum with
detergent and hot water. Cleaning schedules may vary by setting.

Frequently touched surfaces e.g. medical equipment, toilet flush handles, door handles,
should be cleaned at least twice daily and when known to be contaminated with
secretions or body fluids. Freshly prepared neutral detergent and hot water should be
used.

Single use disposable equipment should be used, including disposable mop heads. Non
disposable equipment should be decontaminated after use in line with the
Decontamination, Cleaning and Disinfection Management Guidance.

Any spillages or contamination of the environment with secretions, excretions or body
fluids should be treated in line with the Decontamination, Cleaning and Disinfection
Management Guidance.

5.19.12 Linen and Laundry

Linen used during the patient care should be managed safely as per standard precautions
and linen should be categorized as ‘used’ or ‘infected’ as per Trust laundry Management
Guidance.

5.19.13 Patient Equipment

Effective cleaning of patient equipment is essential and the Trust Decontamination,
Cleaning and Disinfection Management Guidance should be followed. Clean re-usable

equipment between patients.

Gloves should be worn when handling and transporting used patient-care equipment

Clean heavily soiled equipment with neutral detergent and hot water before removing
from the patient’s room/bedside

Re-usable equipment (e.g. stethoscopes, patient couch in treatment/consulting rooms)
must be scrupulously decontaminated between each patient; equipment that is visibly
soiled should be cleaned promptly.

5.19.14 Day Centres

Symptomatic individuals must not attend and must be excluded for 5 days, following
development of symptoms.

Carers must be contacted immediately if anyone develops symptoms whilst attending
the centre and must be collected promptly.

Ensure adequate supplies of liquid soap and paper towels are available.

Staff should ensure attendees wash hands before meals and keep hand hygiene as a
priority.

Staff should avoid activities that involve physical contact with others e.g. massaging
hands

Encourage and educate attendees to cover their mouth and nose when coughing or
sneezing.
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e Ensure all areas used are thoroughly cleaned with detergent and hot water at the end of
each day.

5.19.15 Inpatients

Hand hygiene and containment of respiratory secretions are essential.

Encourage patients to cover nose and mouth when coughing or sneezing.

Isolate patients with influenza for at least 5 days following development of symptoms.

Ensure all areas are thoroughly cleaned with detergent and hot water at least daily.

Symptomatic visitors must not visit.

Day care attendance should be cancelled.

Residents appointments at the acute hospital should be cancelled unless urgent — The
infection prevention and control team will advise.

5.20 Transmissible Spongiform Encephalopathies (TSE)
Management Guidance

5.20.1 Introduction

All NHS organisations are required to have a guideline for the management of patients
with Transmissible Spongiform Encephalopathies, Creutzfeldt-Jakob Disease (CJD) and
related conditions as part of the Health Act 2006. This is a complex area of practice for
which no definitive statement can be given as there is a lack of knowledge concerning the
behaviour of Prions and their impact on healthcare. This is a summary of best practice in a
time of substantial change.

5.20.2 Features

The Spongiform Encephalopathies are a group of degenerative conditions, which lead to a
characteristic “spongiform” change seen microscopically in the brain of affected
individuals. The causative agent is a resistant protein agent or prion”, which is a rogue
form of a normal protein found in the brain leading to fatal degenerative brain diseases.
The disease has a long incubation period, up to 25 years or more. The evidence to date
does not suggest the CJD or VCJD are spread from person to person by close contact, it
is known that transmission can occur in certain situations, associated with medical
interventions and devices when they can pose a significant public health threat due to their
stability, long incubation periods and diverse routes of transmission. TSE agents exhibit
unusual resistance to conventional decontamination methods (e.g. autoclaving or chemical
disinfection).

There are a number of different types of CJD. All human TSEs are rare (DH 2007) and
occur in 3 groups:

5.20.2.1 Idiopathic Diseases:

e Sporadic CJD: Classical or sporadic of which there are about 50 cases per year.
e Sporadic fatal insomnia

5.20.2.2 Familial Diseases:
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e Familial diseases: Some forms of CJD are familial being inherited in an autosomal
dominant pattern. There are about two dozen families in the UK.
e Gerstmann-Straussler-Scheinker disease (GSS) and fatal familial insomnia

5.20.2.3 Acquired Diseases:

e Human agents: latrogenic CJD: These are cases transmitted through neurosurgery,
corneal grafts, pituitary derived growth hormone and some bllod products.

e Bovine agent: Variant CJD affecting a younger group of patients. It has a slower course,
with personality changes predominantly in the early stages. It is thought to be linked to
Bovine Spongiform Encephalopathy in cattle. There have been about 170 cases in the
UK, but tests on tonsillar tissue suggests that over 200 per million may be incubating the
disease.

5.20.3 Diagnosis of CID

CJD is invariably fatal and has a rapid progression with the illness lasting for 3-4 months
(median) in the classical form, 2-14 months with vCJD and up to 5 years in inherited forms.
The common features are as follows:

e Personality change

e Psychiatric symptoms

e Cognitive impairment

¢ Neurological deficits

e Myoclonic jerks

e Rapid or unpredictable deterioration

¢ Increasing difficulty with communication, mobility, swallowing and incontinence
e Coma

e Death

If a patient is suspected of having CJD the opinion of the neurologist should be sought,
who will arrange relevant tests to exclude other conditions. Definitive diagnosis can only
be made by brain biopsy or post-mortem examination.

Care of patients diagnosed with CJD should be co-ordinated by a key worker. The person
taking on this role should be identified at an early stage. This should be a named
professional who has a good knowledge of the local health and social services. The key
worker will be able to provide continuing support to the patient and the family, to act as
advocate for necessary resources and to be able to provide advice and information.
Advice on developing care packages can be obtained from the National Care Co-
ordination at the National CJD Surveillance Unit, Western General Hospital, Crewe Road,
Edinburgh, Tel 0131 537 2129. The full role of this post is beyond the scope of this
guideline but is outlined in:

TSE quidance on the Advisory Committee for Dangerous Pathogens Website

5.20.4 Symptomatic Patients

e Who fulfil diagnostic criteria (see below).
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e Patients with unknown neurological disease where CJD is being considered.
5.20.5 Asymptomatic Patients at risk of familial forms of CJD

e 1 or more relatives known to have prion disease or a recognised indicative genetic
mutation.

¢ Individuals shown by genetic testing to be at risk.
5.20.6 Asymptomatic patients at risk from iatrogenic exposure

Recipients of pituitary derived growth hormones.

Recipients of dura mater grafts (includes surgery for tumours or cysts before August
1992)

Patients potentially at risk from contact with instruments used on or blood, organs or
tissues from a person developing CJD or vCJD.

Patients who received multiple blood transfusions (>80 units)

Patients who have been contacted as potentially at risk:

1. from instruments where they were used on a patient who subsequently developed CJD
or was at risk

2. due to the receipt of blood components or plasma derivatives
3. due to the receipt of tissues/organs

4. because they may have been the source for a patient transfused with their blood, who
was later found to have vCJD

5.20.7 Diagnostic Features of CJD
(from Annex B of the National Guidance Diagnostic Criteria
5.20.7.1 Sporadic CJD

e Histological evidence is required to provide a definitive diagnosis.

e Probable cases have rapidly progressing dementia and at least 2 of the following
features:

a) Myoclonus

b) Visual or cerebellar problems

c) Pyramidal or extra-pyramidal features

d) Akinetic mutism

Plus a typical EEG with triphasic periodic complexes at approximately 1 per second
Or clinical criteria for possible sporadic CJD and a positive 14-3:3 protein assay.

e Possible cases will have rapidly progressing dementia with at least 2 symptoms from
above and duration of less than 2 years.

e latrogenic_cases have appropriate exposure and progressive cerebellar symptoms.
e Familial cases will be definite or probable CJD with an appropriate familial link.
5.20.7.2 Variant CJD
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e Definite cases will have a progressive neuro-psychiatric disorder and extensive prion
plaques of deposited PrP°.

e Probable cases will have a progressive disorder of greater than 6 months with at least
four of the following:

a) Early psychiatric symptoms (depression anxiety, apathy, withdrawal and delusions)

b) Persistent painful sensory symptoms (including both frank pain and/or unpleasant
dysaesthesia).

c) Ataxia

d) Myoclonus or chorea or dystonia
e) Dementia

There are no specific EEG changes
5.20.8 Notification

Sporadic cases: CJD is not a notifiable disease; however staff caring for any patient who is
in one of the patient risk categories should notify the infection prevention and control team
(IPCT) as soon as is reasonably practicable. All cases including clinically suspected CJD
of any type should be reported by the clinician caring for the patient to the National CJD
Surveillance Unit, contact information for the unit is given below.

National Care Co-ordinator

National CJD Surveillance Unit,

Western General Hospital,

Crewe Road,

Edinburgh EH4 2XUT  Tel: 0131 537 2129

Incidents: Incidents occur when patients with CJD, or who have an increased risk of CJD,
have undergone invasive procedures that may have put other patients at risk. These are
uncommon. The CJD Incidents Panel is an expert committee set up to advise healthcare
staff on how to manage incidents involving possible transmission of CJD between patients.
All incidents should be notified to the Director of Infection Prevention and Control (DIPC)
and the infection prevention and control team, and the Consultant Communicable Disease
Control (CCDC) should be informed. The DIPC or the CCDC can liaise with the CJD
Incidents Panel for further advice.

The CJD Incidents Panel Secretariat: Health Protection Agency — Centre for Infections, 61
Colindale Ave, London, NW9 5EQ, Tel: 020 8327 7640/6411 Email: cjd@hpa.org.uk

If there is any incident with a known exposure of staff to potentially infectious material,
then an urgent incident meeting should be convened to consider up-to-date evidence on
treatment options, along with infection prevention and control aspects of the incident. This
will be chaired by the DIPC and include other members such as Infection Prevention Lead
Nurse, Employee Health and Wellbeing, CCDC and manager of the staff member.

5.20.9 Prevention of the Spread of TSEs in the Healthcare Setting

The basis of the infection prevention and control approach is twofold, firstly to identify the
patients who are at risk of TSE in one of its forms, by asking if they have been informed of
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a risk of CJD by the Department of Health and then, if necessary, by taking a history
including questions as outlined in Annex J of the national guidelines Assessment to be
carried out before surgery and endoscopy to identify patients with, or at risk of, CID —
published 31 July 2006 updated Jan 2011. This now includes a question concerning
multiple blood transfusions. This is because there have been 4 instances of vCJD spread
via this route. For most purposes the information will only need to be sought once, but the
patient may be made aware of their exposure to a risk at any time, so they may need to be
guestioned each time they are admitted for a surgical or endoscopic procedure, potentially
exposing them or equipment to prions. For Classical CJD the only risks are for contact with
brain or spinal cord tissue. The techniques where this can occur are not carried out in
Bradford District Care Foundation Trust at the time of writing (March 2011).

If a patient is identified in this way careful consideration should be given to the nature and
safety of the procedure to be undertaken and the case should be discussed with the IPCT.

The second aspect of care is to ensure that if a patient is discovered to have a TSE after a
procedure that could have put another patient or member of staff at risk, they can be
traced and that the need to destroy equipment is minimised. This means that all
equipment used for surgery or endoscopy should be traceable to individual patients.

5.20.10 Precautions to be taken for dental procedures

In 2007 the Chief Dental Officer issued guidance to all dentists in England about
decontamination and reuse of instruments, especially those used in endodontic treatment.
This advice reflects the precautionary guidance from the Spongiform Encephalopathy
Advisory Committee to the Department of Health about vCJD and endodontic procedures
based upon early research by the Health Protection Agency which indicate a potential risk
of vCJD transmission associated with endodontic treatment.

The advice is that:

e Endodontic reamers and files are treated as single use and disposed of appropriately
after each patient.

e The highest standards of decontamination are observed for all instruments.

e Manufacturers decontamination instructions are followed for all instruments, and where
instruments are difficult to clean, single use instruments should be used where ever
possible.

For instruments that are not reprocessed by a Sterile Service Department (SSD) the
preferred method of decontamination, prior to sterilisation is automated washer disinfector.
A report by the Department of Health (2007) claims this process will reduce the risk of
variability that can occur during local reprocessing and the likelihood of gross
contamination following local decontamination. Where possible single use instruments
should be used and the use of SSD encouraged.

Patients identified with confirmed/at risk of vCJD who require dentistry procedures must be
referred to a dedicated unit.

Additional advice for Dentistry is available under a letter from the DH 2007

5.20.11 General Nursing Care

In general patients with or at risk of CJD do not represent a hazard and can be nursed
normally. Standard precautions are appropriate for the handling of body fluids and the
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disposal of clinical waste. There is no evidence of infectivity from saliva, body secretions or
excreta. CSF, however, may be potentially infective. Isolation of patients is not
necessary. Patients can be nursed on an open ward or at home but all staff must comply
with the Trust Standard Precautions Guidance.

Patients who fulfil the risk categories (as outlined above) will not need any special
precautions during non invasive procedures e.g. X-rays or EEGs. If any invasive procedure
is planned it is important to ensure that only staff members that are trained undertake the
procedure and understand the importance of instrument handling, storage,
decontamination and safe disposal.

When surgery or other procedure for the patient is anticipated it is important that this is
planned with the Hospital Trust in advance to ensure that the appropriate systems are in
place according to the patient risk category. Staff members who come into contact with
infected tissue must be informed of the risk from patients that are known or at risk of CJD.
It is important to ensure that only trained staff who are aware of the hazards, carry out
procedures involving body fluids that may lead to contact with infective tissue.

5.20.12 Specimens

All pathological specimens must be labelled with a ‘Danger of Infection’ sticker.
5.20.13 Linen, Clothes etc.

Fouled bed linen and clothes are handled in the usual way.

Material contaminated with CSF or other high risk material should be disposed of by
incineration.

5.20.14 Blood/Spillages

Blood or high risk body fluids should be treated with 10,000 ppm hypochlorite solution for
2-3 minutes, whilst wearing protective clothing (gloves and apron). Urine, vomit and faeces
require removal with absorbent paper and disposal with infective waste. Areas should be
cleaned afterwards with detergent.

5.20.15 Contamination injuries

If an accident occurs involving the contamination of an abrasion or inoculation, then the
contamination injuries guideline should be followed. Notification to the appropriate
manager and Employee Health and Wellbeing should occur, informing them that the
exposure incident involved a patient placed in a risk category. The member of staff
involved will be recorded on a register and the incident reported under the RIDDOR
arrangements.

5.20.16 Clinical Waste

Clinical waste generated on the ward is unlikely to contain high risk material and should be
disposed of in line with the healthcare waste policy.

5.20.17 After Death

The body should be taken to the mortuary in a body bag and removed using standard
precautions. In general post-mortem examination should be avoided, except to make the
diagnosis if required. The relevant guidance should be consulted.
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Undertakers should be advised to avoid embalming. There are no other specific
precautions required. Information sheet for funeral directors, relatives and others following
a CJD death gives information for Funeral Directors.

5.20.18 Development
These guidelines are based on the following:

e ACDP pamphlet “Transmissible Spongiform Encephalopathy Agents: Safe working and
the prevention of infection” 1998.

e HSC 1999/178

e Updated ACDP guidelines: Available on ACDP website

The guidance consists of a series of downloadable documents and represents the
definitive current advice on TSE, patients and Healthcare Workers.

5.21 Urinary Catheterisation Management Guidance
5.21.1 Introduction

Urinary Catheterisation is the insertion of a special tube into the bladder, using an
aseptic technique, for the purpose of evacuating or instilling fluids (Royal Marsden,
2011).

Catheter-associated urinary tract infections (CAUTIs) are widely recognised as a major
source of healthcare-associated infection (HCAI) (Harbath et al, 2003). The insertion of
a catheter inhibits the natural defense mechanisms of the urinary tract and trauma from
the insertion procedure can provide a direct route/pathway for bacteria to enter the
bladder. Consequently, urinary tract infections are the second largest single group of
HCAI in the UK. Approximately 60% of healthcare-associated urinary tract infections
are related to catheter Insertion. In addition, the extra financial cost of urinary infection
has been estimated at £1,122 per patient.

Catheterisation increases the risk of acquiring a urinary tract infection, the longer the
catheter is in place the greater the danger. The risk of acquiring bacteriuria is
approximately 5% for each day of catheterisation. Patients who develop a urine tract
infection then have a 1-4% risk of developing bacteraemia and of these, 13-30% die
(Epic 3, DH 2014). The Department of Health are unequivocal in asserting that urinary
catheterisation places a patient at significant risk of acquiring a urinary tract infection
and that catheterisation should be avoided if at all possible.

NB: In order to prevent cross infections and reduce the risk of contaminating the
catheter, all indwelling catheters must be carried out using a non-touch aseptic
technique.

5.21.2 Aim

This procedure is aimed at all staff groups who catheterise patients or participate in
catheter care. To ensure that all patients received evidence based care and to prevent
the occurrence of urinary tract infections related to indwelling urethral catheters.

5.21.3 Duties and Responsibilities
5.21.3.1 Management:
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e To ensure that the procedure is brought to the attention of staff and observed by
them.

e To ensure that member’s of staff have an understanding of the content and its
scope and application.

e To ensure that the appropriate resources and training are made available within
their sphere of responsibility.

5.21.3.2 Individual Employees:

e Adhere to this procedure

e Correctly use the procedure and guidance given.
5.21.3.3 Infection Prevention and Control Team:

e Ensure the procedure is updated as required and work with managers to implement
necessary changes in practice.

e Take a key role in investigating untoward occurrences related to implementation
and managing associated hazards.

5.21.4 Assess the Need for Catheterisation

Prior to carrying out a catheterisation insertion, a clear indication of need and a full
patient assessment must have been carried out to ensure that the procedure is
necessary.

Indications for urethral catheterisation:

To relieve acute or chronic/acute retention of urine
Unable/unwilling to perform intermittent self catheterisation

To preserve bladder and renal function by preventing renal reflux
Measurement of urine e.g. pre and post op.

Investigation into urodynamics

Instillation e.g. chemotherapy

Wound management — short term use

To manage intractable incontinence where all other methods have failed and the
patient has received all relevant information to make an informed choice

Supra pubic, as above, but with consideration given for these additional factors:
e Persistent expulsion of urethral catheter
e Patient comfort and sexual expression
e Anatomically difficult to catheterise urethrally
e Greater comfort for patients who are chair bound

Any deviation from the above indications should be discussed with the patient’s
consultant/GP or contact the community matrons/infection prevention and control team.

Regular reviews must be undertaken to ensure that catheterisation remains necessary.

101





5.21.5 Selection of Catheter:

To reduce any risk associated with catheterisation it is important that care is taken when
selecting the appropriate catheter, many factors need to be taken into consideration,
these being in relation to the material, type and size of catheter

e The choice of catheter material is determined by the expected maximum duration
that the catheter is to be in situ. Catheters are generally categorised as being for
short-term (maximum of 4 weeks duration) or long-term (maximum of 12 weeks
duration).

e If the catheter is regularly requiring changing after less than 4 weeks, discuss with
the patients consultant/GP or contact the community matrons/infection prevention
and control team.

e Slow release, silver alloy catheters are available for patients deemed within a high
risk category for acquiring a urinary tract infection. Please consult with either the
community matrons or infection prevention and control nurses regarding patient’s
suitability for this type of catheter.

e For urethral drainage select the smallest gauge catheter possible usually 10-12Ch
for a female, or 12-14Ch for a male, with a 10ml balloon. Occasionally patients with
urological conditions may require a larger gauge catheter and balloon.

e Three lengths of catheter are available to meet the needs of different patients and
individual patient assessment is paramount.

e If the patient is suitable for intermittent self catheterisation, single use self
lubricating hydrophilic catheters are the recommended choice.

NB: always check regarding possible latex allergies
5.21.6 Cleansing of the Urethral Meatus

To minimise introduction of bacteria, the urethral meatus must be cleaned prior to
catheter insertion using sterile normal saline.

When possible, the patient should be encouraged to bathe or shower prior to
commencement of the catheterisation procedure; alternatively they should be
encouraged to wash the genetalia with soap and water. When this is not achievable,
wearing non sterile gloves and a disposable apron assist the patient with personal
cleansing using soap and water.

5.21.7 Hand Hygiene

Hand hygiene is the single most important practice in reducing the transmission of
infection. Hands should be decontaminated as per the hand hygiene guideline and

procedures.
5.21.8 Personal Protective Equipment

Gloves and a disposable apron must be worn for invasive procedures, contact with
sterile sites, non intact skin or mucous membranes, and all activities where a risk
assessment indicates that exposure to blood, body fluid, secretions and excretions and
contaminated instruments can occur (Pratt et al, 2007). For further information please
refer to standard precautions guideline.
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5.21.9 Catheter Insertion

Catheter insertion is an aseptic procedure and should only be performed by a
practitioner who has received the necessary training and has been deemed competent.

For step by step guidance on Male, female and supra pubic catheterisation, please see
appendices 1, 2 and 3.

5.21.10 Intermittent Self Catheterisation

This procedure must always be carried out using a strict aseptic non-touch technique
when carried out by a healthcare practitioner. When undertaken by the patient, a clean
technique should be used, using a good hand hygiene technique (gloves are not
necessary). Staff must ensure that the patient and/or carer are competent and
knowledgeable regarding all aspects of intermittent catheterisation and evidence is
recorded clearly within the care records.

5.21.11 Securing of the Catheter

The dislodgment of a catheter can cause severe trauma to the patient’s urethra, causing
pain and a potential risk of infection. A best-practice statement published by NHS
Quality Improvement Scotland (2004) advises that catheters and attached drainage
systems are properly secured in a comfortable position for the individual after insertion.
This will prevent movement of the catheter and urethral traction, leading to improved
comfort and good bladder drainage. A specifically designed swivel clip device is
available that, when applied to the skin, secures the catheter in position. The device
can be removed from the skin, using alcohol wipes or rub or an adhesive remover.

5.21.12 Documentation/Record Keeping:

All areas of documentation must be completed appropriately and accurately and the
staff member must ensure that the following is documented within the patient’s notes
(use the adhesive label, if provided by the manufacturer):

e Reason for catheterisation
e Date of insertion
e Catheter size, type, length
e Balloon size, batch no. expiry date, manufacturer
e Lubricant used; lot number and expiry date
e type of cleansing lotion used, anaesthetic agents
e Amount of urine drained
e Any problems, patient discomfort encountered when carrying out the procedure
e Date for reassessment, planned change
e Signature and designation
5.21.13 Continuing Care
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Principle Sites Of Entry Of
Pathogens

@ Urethral meatus and
around catheter

Junction between catheter
and connection tubing

(©) Sample port
(D) Anti-reflux valve
(E) Drainage outlet

5.21.13.1 Closed Drainage System

Healthcare workers should ensure that the connection between the catheter and the
urinary drainage system is not broken, except for good clinical reasons (for example
changing the drainage bag in line with the manufacturer’'s recommendations).

5.21.13.2 Drainage Bags

Body worn drainage bags must be changed weekly and in accordance with
manufacturer’s instructions.

5.21.13.3 Overnight Drainage

In order to keep the original system intact, a link system should be used to facilitate
overnight drainage. Night bags are single use and must not be reused.

5.21.14 Ongoing Catheter Care
5.21.14.1 Key Points

Frequent, vigorous meatal cleansing with antiseptic solutions is unnecessary and may
increase risk of infection (Kunin, 1997; Garibaldi, 1998).

Daily bathing or showering must be encouraged.
Maintain a closed drainage system

5.21.14.2 Sterile Drainage System

e The drainage bag must be positioned above floor level, but below bladder level, it
must never be allowed to rest on or touch the floor.
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e Urine drainage bags must be emptied regularly (usually when two-thirds full) and
positioned below the level of the bladder. This ensures that the flow of urine is
maintained and achieves maximum drainage by gravity, thus helping to prevent
harmful reflux.

e Trauma to the neck of the bladder may be caused by downwards pull of the
catheter if the bag is left to become too full or is not adequately supported.

e Bedside-type drainage bags should be supported above floor level.
5.21.15 Sterile Sample of Urine

The sample port is a potential route for contamination/entry of pathogenic organisms;

therefore the procedure must be undertaken using an aseptic technique. The sample
port must be cleaned prior to the procedure with an isopropyl alcohol 70 per cent wipe
and allowed to dry before taking the sample.

5.21.16 Catheter Maintenance Solutions

Bladder/catheter irrigation, installation and washouts do not prevent catheter-associated
infections. They may increase the risk of infection and a decision to use a maintenance
solution must only be undertaken after appropriate training in the use of catheter
maintenance solutions. The continence team are available for advice if required.

5.21.17 Safe Disposal of Waste
See Healthcare Waste Policy for further details

5.21.18 Carers and Independent Patients

Carer’s and independent patients should be taught the importance of hand washing
before and after manipulating or emptying the catheter drainage bag (NICE, 2003).

Information should be supplied both verbally and via a patients/carer information leaflet
and documented within the patient care plan.

5.21.19 Training

Every registered nurse who performs catheterisation must maintain their competency by
attending a yearly catheter care session. Training must be documented and a record
kept. (Health and Social Care Act 2008) Peer or self assessment, using the Department
of Health’s Quality Improvement tool for catheterisation must be undertaken on a three
yearly basis.

5.21.20 Audit

An annual audit plan is included in the infection prevention programme and endorsed by
the infection prevention and control committee. Adherence to this procedure will be
audited using an evidence based audit tool. Results of audits will be fed back to the
Infection Prevention and Control Committee and the Quality and Safety Committee.
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5.21.22 Appendix 1
5.21.22.1 Step by step Aseptic Technique for Catheterisation

5.21.22.2 Suprapubic

e Decontaminate hands with liquid soap and water or alcohol hand rub prior to
beginning procedure

e Protect clothing by wearing a disposable plastic apron

e Clean the trolley or tray with detergent and water or detergent wipes, drying the
surface with a paper towel prior to use

e Check that all packaging components are intact and within the expiry date

e The expiry date of the catheter must take into account the length of time the
catheter will be insitu

e Assemble all equipment for the procedure and place onto the bottom of the
tray/trolley

e Take the tray/trolley to the patient’s bedside

e Assist the patient into a comfortable position on the bed, not exposing the catheter
site at this stage

e Decontaminate hands with alcohol hand rub

e Open the dressing pack using only the corners of the paper

¢ If necessary, place the hands into the waste bag to arrange the items
¢ Place the waste bag away from the sterile field

e Expose the patient’s catheter site
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Decontaminate hands with alcohol hand rub, put on non sterile gloves
Deflate the existing catheter balloon

Remove the catheter, placing sterile gauze across the site to absorb leakage
Observe removed catheter for encrustation

Decontaminate hands with soap and water or alcohol hand rub and put on non
sterile gloves

Place the sterile field across the patient’'s abdomen

Cleanse the suprapubic catheter site with sterile normal saline prior to re-
catheterisation, using a single wipe with each swab; ensure that the area is dried

Decontaminate hands and put on sterile gloves

If identified that the patient has insertion difficulties, i.e. bleeding or pain, consider
the use of sterile, single use water based lubricating gel to ease the catheterisation
insertion. This must be inserted in accordance with the manufacturer’s
instructions

Insert the catheter using a non touch aseptic technigue and inflate the balloon
Apply the dressing to the catheter site if necessary using a strict aseptic technique

5.21.22.3 Male Urinary

Decontaminate hands with liquid soap and water or alcohol hand rub prior to
beginning procedure

Protect clothing by wearing a disposable plastic apron

Clean the tray/trolley with detergent and water or detergent wipes, drying the
surface with a paper towel prior to use

Check that all packaging components are intact and within the expiry date

The expiry date of the catheter must take into account the length of time the
catheter will be insitu

Assemble all equipment for the procedure and place onto the bottom of the
tray/trolley. If using a tray for the sterile field, the remaining equipment must be
placed onto a clean surface and not on the floor.

Wearing gloves: assist the patient into the supine position with the legs extended,
placing the absorbent sheet from within the pack, underneath the patient’s buttocks.
The patient should not be exposed at this stage.

Remove gloves and wash hands with detergent and water or alcohol hand rub open
the dressing pack using only the corners of the paper

If necessary, place the hands into the waste bag to arrange the items
Place the waste bag away from the sterile field
Expose the patient

Decontaminate hands with alcohol hand rub, put on non sterile gloves

107





Wrap a sterile topical swab around the penis. Retract the foreskin if present and
clean the glans penis with sterile normal saline NB: The foreskin must be returned
to its original position.

Place swabs into the waste bag
Decontaminate hands and put on sterile gloves
Place sterile towel across patient’s thighs

Slowly insert 11mls sterile single use water based lubricating gel in according with
the manufacturer’s instructions

Insert the catheter using a non touch aseptic technique until urine begins to flow,
insert a little further to ensure that the catheter is cited within the bladder and not at
the neck of the bladder or within the urethra

Inflate the balloon according to the manufacturer’s instructions having ensured that
the urine is draining freely

Ensure that the patient is comfortable and dry

Ensure that the catheter is secured to the thigh/leg

5.21.22.4 Female Urinary

Decontaminate hands with liquid soap and water or alcohol hand rub prior to
beginning procedure

Protect clothing by wearing a disposable plastic apron

Clean the tray/trolley with detergent and water or detergent wipes, drying the
surface with a paper towel prior to use

Check that all packaging components are intact and within the expiry date

The expiry date of the catheter must take into account the length of time the
catheter will be insitu

Assemble all equipment for procedure and place onto the bottom of the trolley. If
using a tray for the sterile field, the remaining equipment must be placed onto a
clean surface and not on the floor

Take the tray/trolley to the patient’s bedside

Wash hands with liquid soap and water or alcohol hand rub. Wearing gloves: assist
patient into the supine position with the legs extended, placing the absorbent sheet
from within the pack, underneath the patient’s buttocks. The patient should not be

exposed at this stage

Remove gloves and wash hands with liquid soap and water or alcohol hand rub
Open the dressing pack using only the corners of the paper

If necessary, place the hands into the waste bag to arrange the items

Place the waste bag away from the sterile field

Decontaminate hands with alcohol hand rub, put on non sterile gloves

108





e Cleanse the genital area with soap and water and the urethral meatus with sterile
normal saline prior to catheterisation, using singular downward strokes and
ensuring that the area is dry

e Place swabs into waste bag.
e Decontaminate hands and put on sterile gloves
e Place the sterile towel into position, leaving only the genital area exposed

e Insert 6mls of sterile, single use, water based lubricant gel and insert according to
the manufacturer’s instructions

e Insert the catheter using a non touch aseptic technique until urine begins to flow,
insert a little further to ensure that the catheter is cited within the bladder and not at
the neck of the bladder or within the urethra

¢ Inflate the balloon according to the manufacturer’s instructions having ensured that
the urine is draining freely

e Ensure the patient is comfortable and dry

e Ensure that the catheter is secured to the thigh/leg

5.22 Aseptic Non Touch Technique Guidance
5.22.1 Introduction

Aseptic technique is one of a number of procedures that contribute to preventing
Healthcare Associated Infections (HCAI). An aseptic technique should be used during any
invasive procedure which breaches the body’s natural defences e.g. the skin, mucous
membranes or when handling equipment which will enter a normally sterile body cavity,
such as urinary catheters. The purpose of this guideline and procedures is to protect the
patient from infection and to reduce the healthcare worker’s risk of exposure to potentially
infectious body fluids.

5.22.2 Definition
Asepsis is defined as the absence of pathogenic organisms.

Aseptic technigue is used to describe clinical procedures that have been developed to
prevent contamination of wounds and other susceptible body sites by organisms that could
cause infection.

5.22.3 Responsibilities
5.22.3.1 Management Responsibilities:
e To ensure that the guideline is brought to the attention of staff and observed by them.

e To ensure that every member of staff has an understanding of the content and its scope
and application.

e To ensure that the appropriate resources and training are made available within their
sphere of responsibility.
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e To ensure that all staff that undertake an aseptic technique are assessed as competent
as per TNA.

5.22.3.2 All Staff Responsibilities:

e Only staff that have been assessed as competent should undertake an aseptic
technique, refer to TNA for details.

e Adherence to the principles of asepsis (as described below) plays a vital role in
preventing the transmission of infection in any environment. It is the responsibility of
each member of staff to understand the meaning of these principles and to incorporate
them into their everyday practice.

5.22.4 Principles of Asepsis
5.22.4.1 The Aseptic Technique should achieve:

e Antisepsis — which is the removal / reduction of microbes from the susceptible site; this
is usually carried out by using an antiseptic solution.

e Asepsis — ensures that microbes are not introduced to the site; a no-touch technique is
used to achieve this principle and only sterile items touch the susceptible site.

5.22.4.2 Principals

e Use Standard Precautions.

e Decontaminate hands before and after the procedure.

o Keep exposure of the susceptible site to a minimum.

e Dispose of single use items after one use.

e Dispose of single patient use items after course of treatment.

e Decontaminate re-usable items according to local policy and manufacturer’s
instructions.

e Store sterile equipment in clean dry conditions away from potential damage and off the
floor.

e Dispose of waste as per local policy.
e Minimise interventions, e.g. manipulation of 1V lines.
5.22.4.3 High Risk of Infection

The following should be considered as high risk of infection and an aseptic technique
should be used:

e Babies.

e Patients with diabetes.

The frail/immunocompromised.

Those with chronic disease or poor nutritional status.

Those known to be colonised or infected with a specific microorganisms.
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A higher level of hand decontamination using an anti-microbial e.g. Chlorhexidine may be
employed in some clinical situations with the above groups. A risk assessment process
should be employed.

5.22.4.4 Air Contamination

The spread of airborne infection is most likely to occur following procedures such as bed
making (Shiomori et al 2002) and cleaning, which can disperse organism into the air which
can potentially contaminate sterile products (Dietze et al 2001). Ideally, such activities
should cease 30 minutes before a dressing is to be undertaken. To reduce further the risk
of airborne contamination of open wounds they should be exposed for as short a time as
possible (Ayliffe et al 2000).

Air movement should be kept to a minimum during the dressing. This means that adjacent
windows should be closed and the movement of people within the area discouraged.

Clean wounds should always be dressed before contaminated wounds. Colostomies and
infected wounds should be dressed last of all to minimise environmental contamination
and cross infection.

5.22.5 When Should an Aseptic Technique be used?

The following table gives a variety of examples of when an aseptic technique should be
used

EXAMPLES WHEN TO USE ASEPTIC 5.21 RATIONALE
TECHNIQUE
Dressing of wounds healing by primary Surface skin has not sealed and
intention (first 48 hours) bacteria may enter the wound from

adjacent skin

Dressing of surgical wounds continuing to Superficial skin sealing will not occur
seep serous fluid after the first 48 hours until leakage has stopped

Intravenous cannulation (peripheral and To prevent infection from the hands of
central vascular) healthcare workers (HCWSs) or from

the patient’s own surrounding skin, via
the catheter and hub and subsequent
migration through the catheter lumen

Urinary catheterisation (in-dwelling and o EPIC guidelines
Suprapubic) e To prevent insertion of periurethral
flora into the bladder during
insertion
Suturing To prevent the introduction of
microbes

Medical invasive procedures e.g. chest drain | To prevent introduction of microbes
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(refer to chest drain procedure)

« Invasive vaginal examination using Infection risk increases when
instruments/equipment — when inserting a instruments are inserted into the
devise such as an Intrauterine Device reproductive system and/or an incision

is made

» Colposcopy

5.22.6 When Should a Clean Technique be used?

A clean technique is a modified version of the aseptic technique and is used in
circumstances where the nature of the procedure undertaken and the immune status of
the patient do not warrant the sterility of a full aseptic technique. Refer to appendix 1.

However the principals of asepsis are the same and must be employed to protect the
patient from the introduction of microorganisms and to reduce the risk of cross infection.

However, clean gloves rather than sterile gloves are worn, a clean field rather than a
sterile field is maintained and non-sterile solutions are used in the cleansing of wounds
such as minor grazes, chronic leg ulcers. A non-touch technique is used throughout the
procedure i.e. ONLY a gloved hand/forceps should come in contact with the site to be
manipulated/procedure site.

The following table gives examples of when a clean technique should be used
following risk assessment:

Examples when to use a clean technique | Rationale

Dressing of wounds healing by secondary These wounds are likely to be heavily
intentions e.g. traumatic wound, pressure colonized by bacteria, although not

ulcers, leg ulcers, tracheostomy sites. necessarily showing any signs of infection.
Vaginal examination using Heavily colonized area, procedure not
instruments/equipment — including HSV and | involving any incision/breaking of the
smear taking tissues

Cleansing minor wounds, e.g. grazes Superficial skin wound

Removal of sutures Wound healed

Table showing choice of gloves, dressings and hand decontamination for aseptic and
clean techniques:
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Aseptic and Non-Touch technique
(ANTT)

Clean technique

Gloves Sterile non latex Non-sterile non latex

Aprons Yes Yes

Dressings Sterile Sterile

Technique No-touch No-touch

Hand Wash with liquid soap and dry with Wash with liquid soap and dry

decontamination

paper towel

Where resources are scarce

apply alcohol hand rub and rub into,
all areas of physically clean

hands

With paper towel

Where resources are scarce
apply alcohol hand rub and

rub into, all areas of physically clé¢
hands

Cleansing
solution

Sterile water or saline

Tap water

The Procedure for Dressing a Wound Using an Aseptic Technique

Please refer to appendix 1

5.22.7 Waste

Dispose of all waste according to the Healthcare Waste Policy e.g. ensure segregation.
5.22.8 Patient/Carer Education

Patients, their relatives and/or carers should be educated about their role in preventing infection.
They should be made aware of the signs and symptoms of infection and who to contact if they
suspect that an infection is developing. This should be documented in the patient’s notes. A

leaflet is available from the IPCT.

5.22.9 Audit and Monitoring

e Managers must ensure that all staff that performs invasive techniques and dressings are
trained and assessed as competent in aseptic technique and this is documented in their
annual appraisal, refer to TNA.

e Education, training and assessment of aseptic technique should be provided for all
persons before undertaking such procedures.

¢ Audit should be undertaken by managers to monitor compliance as per annual

programme.
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e The assessment tool can be found on connect or from the IPCT.
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5.22.11 Appendix 1
5.22.11.1 PROCEDURE:
Aseptic Technique

The following should be adapted when undertaking an aseptic technique in the patient’s
own home to ensure the environment is conducive to the procedure and that equipment
remains sterile.

e Avoid exposing or dressing wounds or performing an aseptic procedure for at least 30
minutes after bed making or domestic cleaning.

¢ All movement should be kept to a minimum during the dressing procedure. (This
includes closure of adjacent windows, discontinuation of fans and movement of
healthcare personnel discouraged.)

Equipment

Sterile dressing pack containing galipots or an indented plastic tray, low—linting swabs or
medical foam, gloves, sterile field and disposable bag
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Fluids for cleaning and /or irrigation

Hypoallergenic tape

Appropriate wound dressing (As per wound care formulary or advised by the Tissue

viability nurse)

Any other material determined by the nature of the intervention e.g. disposable scissors

and swabs

Detergent wipes for cleaning the trolley/tray and paper towels for drying

Alcohol hand rub for hand hygiene preparation

Action

Rationale

Explain and discuss the procedure to
the patient

To ensure the patient understands the
procedure and gives his/her consent

Decontaminate hands with soap and
water or alcohol hand rub

To prevent cross-infection hands must
be cleaned before and after every
patient contact and before commencing
the preparations for aseptic technique
procedure.

Clean trolley/tray/surface with
detergent wipes and dry with a paper
towel

To provide a clean working surface

Assemble all equipment

To ensure the procedure is undertaken
without disruption

Put on apron and non sterile gloves

Screen the bed area and position the
patient comfortably so that the area to
be dealt with is easily accessible
without exposing the patient unduly

To allow airborne organisms to settle
before the sterile field and wound is
exposed

To maintain the patient’s dignity and
comfort

To reduce the risk of cross infection

Loosen the dressing tape
Remove non sterile gloves

Decontaminate hands with alcohol
hand rub

To make it easier to remove the
dressing tape

To reduce the risk of cross infection

Take the equipment to the patient’s
bedside, disturbing the
curtains/screen as little as possible

To minimise airborne contamination
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Decontaminate hands with soap and
water or alcohol hand rub

To prevent cross-infection

Check the pack is sterile,
undamaged, dry and intact

To ensure only sterile products are used

Open the outer packaging of sterile
dressing pack, taking care not to
touch the pack and slide the contents
onto the trolley/tray/surface.

To prevent cross infection

Open the sterile field using only the
corners of the paper

To prevent potential contamination

Check any other packs for sterility.

Open remaining packs tipping gently
onto centre of the sterile field

To prevent potential contamination

Decontaminate hands with alcohol
hand rub

To ensure hands are not contaminated
from handling outer packaging

Place hand in disposable bag and
arrange contents of dressing pack
and equipment

To maintain sterility of pack

Remove used dressing with hand
covered with the disposable bag,

Invert the disposable bag and stick to
trolley/surface

To minimise risk of contamination

To contain used dressing into
disposable bag

Tear open sachet and pour lotion into
galipot or indented tray

To minimise risk of contamination of
lotion.

Put on sterile gloves, touching only
the inside wrist end

To prevent potential contamination of
outer glove

Carry out the procedure
Maintaining asepsis throughout
Ensure patient is comfortable

To prevent cross-infection

Dispose of contaminated
dressings/swabs into the disposable
bag and dispose of into appropriate
waste stream

Dispose of all outer packaging in
domestic waste stream

To prevent environmental contamination
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Remove the gloves

Clean the trolley with soap and water | To prevent environmental contamination
(or detergent wipe) and dry with a

To reduce the risk of spreading infection
paper towel
Remove apron

Decontaminate hands with soap and
water

Where appropriate place sterility label | Provides a record of the sterile process.
from outer surgical instrument packs
into patient’s notes/ care plan.

NB packs that have gone through a
sterile process e.g. Sterile services
department

5.23 Isolation Management Guidance
5.23.1 Introduction

The terms ‘isolation’ and ‘isolation nursing’ are used in preference to ‘barrier nursing’.
There are two reasons for isolating patients for control of infection purposes:

e to prevent transfer of infection from the patient to others
¢ to prevent transfer of infection to another susceptible person

Advice should be sought from the infection prevention and control team on the
appropriateness of isolating patients. Before deciding to isolate a patient, careful
consideration must be given to the following:

e Patient clinical condition e.g. mental health

e Mode of transmission of the infection e.g. air-borne, faecal-oral route
e The availability of facilities

e The environment

e The susceptibility of others to the infection

e Evidence based practice

The decision to isolate a patient in a care setting must not be taken lightly and should
always be taken after assessing the risk to the individual, other patients and staff. To
isolate a confused or distressed patient may be detrimental to their well-being. When

isolation precautions are required they should be tailored to meet the needs of the patient

rather than the application of a ritual.
Whilst additional precautions may need to be taken with some communicable diseases

e.g. the wearing of masks for Pulmonary TB, the application of Standard Precautions is all

that is required for the majority of infections.
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In association with Standard Precautions it is important that staff wear protective clothing
only when it is appropriate i.e.

e Disposable gloves should be worn when in contact with body fluids e.g. blood, urine,
faeces,

e Disposable aprons should be worn when in contact with body fluids, or to protect the
healthcare worker’s clothing/uniform from direct contact with patient’s or
bedding/clothing.

It is important to dispel the belief/tradition that because a patient is in isolation, healthcare
workers need to put on protective clothing even if they are undertaking tasks/that do not
have direct contact with the patient e.g. giving a patient a cup of tea. A risk assessment
should be used for all patients isolated or not.

Types of Isolation
There are two types of isolation nursing:

e Source isolation is to segregate the infected patient in a single room to prevent the
spread of infection to other patients.

e Protective isolation is used to segregate the susceptible patient to prevent them from
acquiring an infection from other patients.

Cohort nursing may be undertaken if there are several patients with the same
infection/symptoms and there are insufficient facilities available to isolate each patient

in a single room. In this situation a number of patients may share the same room/area.
5.23.2. Requirements

Isolation nursing will normally be carried out in a single room. The room should ideally
have its own toilet and hand basin. If en-suite facilities are not available, a designated
toilet/commode must be identified for the infected person’s use.

Should the patient develop a condition which requires isolation and a single room is not
available, Standard Precautions should be strictly adhered to. The infection prevention and
control team should be contacted for further advice.

5.23.3 Equipment that may be required

e Charts

e Disposable aprons

e Disposable gloves

e Orange bags for healthcare waste

¢ Notice for the door (if applicable) with advice to see nurse in charge before entering
e Alcohol hand rub

e Masks — (if appropriate for the patients condition)

e Eye protection —only if there is a possibility of splashing of body fluids to the eyes/face

A red soluble laundry bag for foul/infected linen

A red linen laundry bag for transportation to the laundry room
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Pedal operated bin with orange bag for healthcare waste
Wash Bowl
Liquid soap

Paper towels

Commode (if ensuite facilities are not available)
5.23.4 Principals of Isolation Nursing

Standard Precautions should be followed (see standard precautions guideline) and
protective clothing worn for direct patient contact, (protective clothing is not required if
there is no physical contact e.g. talking to the patient, taking a drink into the room).

For direct patient care the following protective clothing should be applied:

Disposable plastic apron - for contact with body fluids, or to protect the healthcare
worker’s clothing/uniform from direct contact with patient’s or their bedding/clothing.

Disposable Gloves — for contact with body fluids e.g. blood, urine, faeces
Goggles/visor — if there is a possibility of splashing to the eyes with body fluids

Mask — if there is a risk of splashing of body fluids to the face/mouth. For certain
respiratory infections when advised to do so. (Please see TB Management Guidance)

Respirator — for certain respiratory infection i.e. pandemic influenza

All staff should wash their hands and change their gloves after each significant ‘hands on’
contact with the patient.

On completion of the episode of care, whilst still in the room, protective clothing e.g. gloves
and apron should be removed and disposed of as healthcare waste, remove protective
eye wear/visor or mask if applicable (if protective eye wear/visor are not disposable they
should be placed in a bag for removal to the dirty utility room for decontamination).

Hands should be washed with liquid soap and dried with a paper towel. On exiting the
room, wash hands again immediately, by using either the alcohol rub, or at the nearest
hand wash basin before touching anything.

Staff/carers with moist lesions on hands (e.g. eczema) should seek advice from the
infection prevention and control team, on what procedures they can perform. The lesions
must be covered with an impermeable dressing and disposable gloves worn.

Disposable gloves are not an alternative to effective hand washing. Hands should always
be washed before and after removal of gloves.

The door to the room should only be kept closed for airborne infections e.g. Influenza,
Pulmonary TB, and Norovirus. In certain other circumstances door closure may be advised
by the infection prevention and control team.

Care must be taken not to over stock an isolation room.

Visitors suffering from an infection should only visit following a risk assessment by
nursing/medical staff.

Wherever possible disposable equipment should be used inside the room
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5.23.5 Precautions for Visitors

With the exception of Pulmonary TB, (see TB management guidance) visitors (including
children) are only required to wash their hands (or use alcohol hand rub) before leaving an
isolation room. Protective clothing i.e. aprons and gloves are not required. Consideration
should be given to the appropriateness of children visiting and advice on a case-by-case
basis can be sought from the infection prevention and control team.

5.23.6 Disposal of Faeces/Urine

Standard Precautions should be used when disposing of faeces and urine (See standard
precautions guideline).

Where bedpans/commode inserts and urine are to be taken to the dirty utility room the
following procedure should be followed:

Put on disposable gloves and a disposable plastic apron and cover the bed/commode pan
or urinal with paper immediately prior to leaving the room. On entering the sluice dispose
of the contents carefully in order to avoid splashing in either a macerator or
washer/disinfector. Place the paper cover into a healthcare waste bin which should be foot
operated. Remove protective clothing and discard as healthcare waste wash hands
immediately.

Commodes should be left in the patient's room for their use only, and should be cleaned
after each use with detergent (if the patient has Norovirus or Clostridium difficile infective
diarrhoea this should be followed by a hypochlorite solution 1000ppm), ensuring that all
surfaces are thoroughly cleaned. At the end of isolation these items should be thoroughly
cleaned.

5.23.7 Disposal of Healthcare Waste

Healthcare waste (e.g. soiled dressings, used gloves and aprons) from all patients in
isolation should be placed in an orange waste bag inside the room. When 2/3 full (or if
offensive odour or for patient safety remove immediately) the neck of the bag should be
securely tied and the bag labelled and removed to the designated storage area.
Healthcare waste bags do not require ‘double bagging’ unless the outside of the bag is
visibly contaminated. (See healthcare waste policy for further details).

5.23.8 Crockery and Cutlery

There are no specific precautions for crockery and cutlery. Used crockery and cutlery
should be washed as usual in the dishwasher (there is no need to wash separately from
other patients’ items). Water jugs and drinking glasses should also be machine washed.
Disposable crockery and cutlery are not required.

5.23.9 Medical Equipment

According to the specific disease of the patient (see individual diseases a-z list) either;
normal healthcare equipment may be used with no special measures taken or separate
equipment or disposable should be used.

Items of medical equipment in the room should be cleaned with a detergent solution
(unless otherwise stated in the individual diseases a-z list) before being removed (see also
Decontamination, Cleaning, and Disinfection Management Guidance). If an electronic
thermometer is used, it should be decontaminated after each use with 70% isopropyl
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alcohol (steret or wipe) and the probe cover disposed of as healthcare waste. Any blood
sugar monitoring equipment should be cleaned following manufacturers guidance.

Linen should be treated as infected. (See Laundry Management Guidance)

5.23.10 Management of Spillages

Deal with any blood/body fluid spillage immediately. Wearing appropriate protective
clothing, use paper towels to absorb the fluid, clean with fresh hot water and detergent,
then disinfect using a freshly made solution yielding 10, 000ppm available chlorine.

5.23.11 Room Cleaning
All isolation rooms must be cleaned daily.

Domestic service staff members are responsible for cleaning the environment and the
nursing staff the medical equipment. The isolation room should be cleaned after all other
areas have been cleaned.

Horizontal surfaces should be washed with hot water and detergent (if the patient has
diarrhoea thought to be due to a gastrointestinal infection this should be followed by a
hypochlorite solution of a 1000ppm) Disposable cloths should be used and disposed of as
healthcare waste after cleaning the room.

For floors which are not carpeted a separate designated/colour coded disposable mop and
bucket should be used. The bucket should be washed and dried after each use.

Detergent or cream cleaner should be used for hand wash basins. Toilets should be
cleaned with detergent (if the patient has diarrhoea thought to be due to a gastrointestinal
infection this should be followed by a hypochlorite solution of a 1000ppm)

If the room is carpeted any spillage should be washed with detergent and hot water
(hypochlorite solution should only be used on bleach resistant carpets).

Hand hygiene must be carried out on leaving the room.
5.23.12 Terminal Cleaning

Following patient discharge/transfer, or when isolation is no longer required the room
should be cleaned as follows:

All horizontal surfaces in the room should be cleaned using a disposable cloth with hot
water and detergent. (if the patient has diarrhoea thought to be due to a gastrointestinal
infection this should be followed by a hypochlorite solution of a 1000ppm)

Non carpeted floors should be washed as above. Carpeted rooms should be shampooed
or steam cleaned.

Window curtains should be removed and washed if visibly soiled (or if not on a 3 monthly
laundering programme).

The bed frame, mattress, table furniture, toilet seat and commode should be cleaned as
above. A sanitizer should be used for hand wash basins, and toilet bowil.

Following terminal cleaning if a mop has been used the mop head should be discard as
healthcare waste. The bucket should be cleaned thoroughly with hot water and detergent
and stored inverted.

5.23.13 Transfer of Isolated Patients within and between Hospitals/Healthcare
Facilities

121





Transfers should only take place if unavoidable, and in the patient’s best interest, i.e. the
health of the patient should take priority over the infection problem. The receiving
ward/healthcare facility must be informed and a single room arranged. In case of difficulty
please discuss with the Infection Prevention Control Team

5.23.14 Protective Isolation

Patients who are particularly susceptible to infection such as those with neutropenia,
leukaemia or on immunosuppressive drugs etc. may require isolation nursing to prevent
acquisition of infection from other patients, staff or the environment.

It is unlikely that a patient nursed in the mental health setting would have a level of
susceptibility that would require protective isolation. Further advice on protective isolation
can be obtained from the infection prevention and control team.
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5.24 Healthcare Waste Guidance

NHS Trusts have a statutory duty of care which applies to everyone within the waste
management chain. It requires the producer / healthcare professional involved in the
management of waste to ensure that it is dealt with appropriately from the point of
production to the point of disposal. Please refer to the healthcare waste policy for detailed
information.

5.24.1 Infection Prevention

All staff working in areas where Healthcare waste arises must adopt safe working
practices and adhere to the Infection Prevention and Control Guidelines.

e People who handle the filled bags requiring disposal should be made aware of the
hazards of handling healthcare waste.

e Careful consideration must be given by all staff to the methods used for transferring
clinical waste at all stages of the disposal route, so that the risk of injury is reduced to a
minimum.

e People who are repeatedly moving bags from one small receptacle to a large container
may become complacent with the routine activity. Risk of injury is therefore increased
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for those staff handling the waste in large quantities within a relatively short time period
when loading the container.

e The hazard most likely to endanger health is injury through a sharp such as a
hypodermic needle which may have been wrongly disposed of into a bag instead of the
correct sharps container.

e \When moving sacks hold them by the closure end only and wear heavy duty gloves to
protect the hands. Gloves should also be worn when handling sharps containers.

e To protect the feet against bags or containers that might be accidentally dropped, sturdy
shoes should be worn. The soles of such footwear will also offer protection in the
storage areas where the spillage of sharps must be guarded against.

e Avoid body contact with bags of Healthcare waste. If there is the slightest risk of
brushing against clothing when being transferred then an industrial apron or leg
protectors will need to be worn.

e All waste containers either partially full or awaiting collection must be stored safely and
be inaccessible to patients, children and members of the public.

¢ All sharps and healthcare waste being disposed of in receptacles (bags/bins) must only
be filled to 2/3rds full and secured.

e Where there is a risk of contamination with blood or body fluids cleaning up spillage
protective clothing must be used. This will include visor or mask and goggles,
disposable gloves and disposable apron/overall. When an incident has occurred
involving sharps or contamination of blood or body fluids, however small, it must be
reported to the immediate superior. If possible retain the item causing the injury to help
in the identification of the risk. (Please refer to Prevention and Management of
Contamination Injuries Policy.)

e A course of anti-tetanus/hep B is offered by Employee Health and Wellbeing and must
be considered for all operatives carrying out waste transfer to the final disposal or
collection point within the Trust premises.

5.24.2 References
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5.25 Decontamination, Cleaning and Disinfection Management
Guidance

5.25.1 Introduction

All Healthcare Organisations are required to have in place a system that ensures as far as
is reasonably practicable that all reusable medical devices are properly decontaminated
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prior to use and that the risks associated with decontamination facilities and processes are
adequately managed. The decontamination of re-usable medical devices is the
combination of processes, which if not correctly undertaken, individually or collectively,
may increase the likelihood of infectious agents being transferred to the individuals or
environment.

In order to ensure safe systems of work and to prevent transmission of infection, it is
essential that decontamination of equipment and the environment is carried out. This is in
accordance with the requirements of HSC1999/179 Controls Assurance in Infection
Control: Decontamination of Medical Devices, The Health and Safety at Work Act (1974)
and Decontamination of Re-Usable Medical Devices and Controls Assurance Standard.

5.25.2 Duties and Responsibilities
5.25.2.1 Managers:

Managers of the Trust are responsible for ensuring that this guidance on decontamination
of re-usable medical devices is brought to the attention of staff and observed by them.
Managers must make provision so that every member of staff has an understanding of the
content and its application to the healthcare environment.

Manager must also ensure that the appropriate resources are made available to support
effective decontamination within their sphere of responsibility.

5.25.2.2 The Infection Prevention and Control Team will: -

e Ensure all staff are aware of the decontamination, cleaning and disinfection
management guidance and its contents

e Ensure the guidance is updated as required and work with managers to implement
necessary changes in practice

e Take a key role in investigating untoward occurrences related to decontamination and
managing associated hazards

e Act as a link between the Trust and specialist agencies and networks
5.25.2.3 Staff Members

The safe handling and decontamination of re-usable medical devices is fundamental to the
successful implementation of this guidance. All staff members need to be aware of their
individual responsibility for practising and promoting this activity to ensure the safety of the
patient themselves and the Trust. Basic information on decontamination of equipment is
included at Trust induction and in-depth information included in the infection prevention
and control update sessions.

5.25.3 Definitions: -

Cleaning - A process that physically removes contamination (blood,
vomit, faeces) and many micro-organisms using detergent
and water. This is an essential process prior to disinfection
and sterilisation.

Disinfection - A process to reduce the number of viable micro-organisms to
a less harmful level. This process does not destroy bacterial
spores.
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Sterilisation - A process that removes or destroys all living micro-

organisms including bacterial spores.

Contamination - The soiling of inanimate objects or living material with

harmful, potentially infectious or unwanted matter.

(Source: Babb J. in Lawrence/May 2003)

5.25.4 Methods of Decontamination

All equipment must be adequately decontaminated in between use and between patient
use. The method recommended will depend on a risk assessment of the procedure and
the item being used (see table 1).

5.25.4.1 Cleaning

Neutral detergent (diluted to manufacturers recommendations) in warm water and
single use cloths are recommended

Cleaning is essential before disinfection or sterilisation is carried out
All cleaned equipment must be dried thoroughly before use and storage.
Use a disposable paper towel/roll for drying

5.25.4.2 Disinfection

The use of a washer-disinfector is the preferred method

All chemical disinfectants must be correctly selected, stored and used
COSHH regulations must be adhered to at all times

When diluting disinfectants they must always be measured accurately

Always wear disposable gloves, apron and eye protection, if indicated, when using
disinfectants

Rinse equipment with water after disinfection
Discard disinfectant solution after use, clean container and store dry

5.25.4.3 Sterilisation

5.25.5 Decontamination of Equipment Prior to Inspection Service or Repair [MHRA

Autoclaving is the preferred method
Instruments used in high risk procedures must be sterile at the point of use

Following autoclaving equipment must be stored correctly (i.e. dust free environment)

All autoclaves must have daily, weekly and maintenance checks

A record must be maintained of the checks carried out

Any test failures must be reported and the machine withdrawn from use
Never re-sterilise single use devices

DB2003 (05)]
In order to ensure safe systems of work for the protection of all staff members, all

equipment requiring repair, service or investigation must be adequately decontaminated. A
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certificate declaring that a piece of equipment is contaminated must be attached to the
item whilst in storage, awaiting collection or in transit. (The form is available on connect)

If a piece of equipment can be decontaminated prior to a repair or service then fill in the
appropriate part of the declaration to state the process used.

5.25.6 Single Use Medical Devices [MDA DB2000 (04)]

Single use means that the medical device is intended to be used on an individual patient
during a single procedure and then discarded. It is not intended to be reprocessed and
used on another patient

Items intended for single use are packaged and printed with the symbol
5.25.6.1 Key Issues

e Reprocessing a single use device may alter its characteristics so that it may no longer
comply with the original manufacturer’s specifications and therefore the performance
may be compromised.

« If a manufacturer has not declared the device as being suitable for re-use, it is then the
responsibility of the user (in its widest term) to take all necessary steps to demonstrate
that their actions are consistent with their duties of care to the patient and to staff.

« User organisations, professional users and re-processors who disregard this information
and prepare single-use devices for further episodes of use without due precautions, may
be transferring legal liability for the safe performance of the product from the
manufacturer to themselves, or the Trust that employs them.

Any staff member in any doubt about whether equipment, may or may not be
reprocessed should contact the infection prevention and control team for further
guidance and information.

5.25.7 Factors for Deciding Methods of Decontamination
e Ensure the item is intended to be re-used

e What purpose is the device used?

e What is the manufacturers recommendations?

e Can it be disassembled to facilitate cleaning?

¢ |Is decontamination necessary at the point of use?

e Will it withstand an automated cleaning process?

e Is it heat tolerant?

e Can it be immersed in fluid?

e How soon will it be needed?

e Can it be wrapped to protect from contamination?
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e How many times can it be re-processed?

e Does processing constitute a hazard to patients and staff?

If so is Health and Safety data available and has a COSHH assessment been performed)

e What personal protective equipment is required?
(Adapted from Babb J. in Lawrence/May 2003)

Table 1 - Infection Risks and Categories

Risk Category Treatment Method Items of equipment
High Risk Cleaning Autoclave Surgical instruments,
Items in contact with a break and_ L Single use item _cathe_ters, .'mp'?”ts
in the skin or MUCOUS sterilisation infusions, |nject|ons,
membrane or introduced geedl_es syrln?es,
into a sterile body area. ressings, Sutures,
prosthetic devices

Intermediate Risk Cleaning Autoclave single Anaesthetic and
Items in contact with intact a_n(_j . use item respiratory equipment
mucous membranes, body disinfection | Pasteurisation Low | All e_ndoscopes

’ (or temperature steam | Vaginal speculae

fluids or contaminated with
particularly virulent or
readily transmissible
organisms, or items to be
used on highly susceptible
patients or sites

sterilisation)

washer /
disinfectors
Disinfectants e.g.
Chlorine Dioxide
(Tristel) or chlorine
releasing agents.

Body fluid spillage
Bedpans

Commode pots

Dirty instruments prior to
reprocessing

Low Risk Cleaning Manual cleaning Patient wash bowls
ltems in contact with normal usually using detergent and | Baths, hand wash basins
- . adequate. water Beds
and intact skin disinfect Toilet and q
.(f _|s;n ?.C IoN | Automated cleaning 0'? anP ct_omf[no N N
if infection and disinfection seats  Patient supports
risk is and equipment
present) Disinfectants
Minimal Risks Cleaning Manual or Floors
Items not in close contact automated .cleanlng W"J?'!S
with the patient or their Damp dus_tlng Celllr_lgs
Wet mopping Furniture

immediate surroundings.

Vacuum cleaners

(Based on risk assessment from Medical Devices Agency/Microbiology Advisory

Committee 1996)
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5.25.7 A-Z of Cleaning and Disinfection

This section advises on the appropriate method required to clean or disinfect furniture, the
environment and equipment.

Items of equipment require decontamination/cleaning between patient use and prior to
sending for repair or servicing.

For advice on appropriate cleaning or disinfection not included below please contact the
infection prevention and control team.

Airways and ET Tubes
Single use or processed by the Central Sterile Services Department (CSSD).
Ear pieces for Auroscope

Single patient use are the preferred option. To reprocess re-usable tips, wash with general
purpose detergent and hot water, dry thoroughly. Wipe using a 70% alcohol wipe.

Baths

Clean with detergent or cream cleansers and rinse. Use cream cleansers for stains etc.
Cleansers need to be Hypochlorite based i.e. Titan sanitizer powder.

Beds

Wash with hot water and neutral detergent or detergent wipes. (If soiled with faeces or
blood clean thoroughly and then disinfect with Hypochlorite (1000ppm available Chlorine).

Bedpans
Recommend disposable and wash carrier after use with detergent.
Bowls

All patients must use a designated bowl. Badly scratched bowls should be replaced. Wash
with neutral detergent and dry. Infected/grossly soiled bowls clean using neutral detergent
and hot water then disinfect using 1000ppm Hypochlorite solution i.e. HazTab or Actichlor

Carpets

Vacuum daily. Carpets need to be regularly cleaned depending on levels of contamination
using shampoo and/or steam. Discuss with the infection prevention and control team.

Commodes

Pay particular attention to arm rests and under the rim; clean from top to bottom taking
care to get into all ridges. Strip down weekly for thorough cleaning. Clean with disposable
cloth with hot water and neutral detergent. Infected/grossly soiled equipment clean with
disposable cloth with hot water and neutral detergent, and then disinfect using 1000ppm
Hypochlorite solution i.e. HazTab or Actichlor.

Commode pan - disposable
Crockery and Cutlery
Machine wash with rinse temperature above 80°C and dry in air. Wash in very hot water

128





(must wear non-clinical gloves i.e. Marigold type), rinse and dry. Patients with enteric
infections or TB- machine wash.

Drains

Keep clean by regular flushing with hot water and detergent.
See domestic contract which defines cleaning standards.
Furniture (Including Locker)

Damp dust using neutral detergent and hot water. If contaminated with faeces or blood,
clean using neutral detergent and hot water, rinse and dry then disinfect using 1000ppm
Hypochlorite solution i.e. HazTab or Actichlor

Jacuzzi/Spa bath

Jacuzzi/spa baths need cleaning after each use. The jets on the Jacuzzi/spa bath need
removing weekly and thoroughly cleaning and then rinse in 10-50mg/I Chlorine.

The Jacuzzi/spa bath should be filled with cold water and dosed at 20ppm of chlorine for at
least 2.5 hours to disinfect the system, and then drained, refilled and drained again. The
water in the Jacuzzi/spa bath should be generally free from black and other particulate
matter after the use of water and air jets: if not, then the cleaning regime needs to be
repeated and may need to be carried out more frequently.

Mattresses

Require water impermeable cover. Wash with neutral detergent rinse and dry. If
contaminated with faeces or blood, clean using neutral detergent and hot water, rinse and
dry then disinfect using 1000ppm Hypochlorite solution i.e. HazTab or Actichlor

Mops

Rinse after each use and store dry. Send to laundry periodically. If used for contaminated
floors soak in Hypochlorite (10,000ppm Hypochlorite solution i.e. HazTab or Actichlor) for
30 minutes, rinse, dry and send to the laundry.

Nail Brushes
Single use
Nebulisers

Single patient use; Wash in hot water with neutral detergent and dry between therapies.
Dry thoroughly using lint free paper roll/towel dispose of mask and tubing at weekly
intervals.

Pillows

As for mattresses

Razors

Patients own razor. For pre-op shave use disposable.
Shaving Brushes

Are not to be used, use foam.

Suction Units
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Tubing, catheters and yankers disposable

Wall suction unit to be cleaned with neutral detergent rinsed and dried. Filter to be
changed every 6 months (unless contaminated therefore change immediately). Plastic
tubing nipple to be replaced if broken. Use disposable liners in bottle and clean bottle with
hot soapy water, rinse and dry after each patient use. Used liners should have gel crystals
inserted, once gel has set secure cap and double bag in appropriate waste bags.

Thermometers
Now should be the Tympanic type which has a disposable cover for use with each patient
Toys

Toys have transmitted infections; soft toys and play dough in particular may be a problem
and should be discouraged.

Types of toys suitable for shared use: Surfaces that can be washed or disinfected i.e.
plastics, no metals and no crevices that are too difficult to clean. If toys are to be shared
they should be capable of being thoroughly cleaned and disinfected if necessary.

Cleaning: This is required for all toys
Method: Wash with neutral detergent, rinse and dry.

Frequency: Weekly for most areas, or twice weekly in areas of high usage or for babies
use.

Disinfection: This is required for toys used by babies, wash with neutral detergent, rinse
and dry soak in fresh Milton for 30 minutes, rinse and dry.

Toys must be dried thoroughly (using disposable towels and/or leaving to air-dry) following
cleaning and/or disinfection.

Trolleys

Clean with neutral detergent, rinse and dry. Disinfect with 70% alcohol (or equivalent) if
dressing pack not to be used.

Tubing

Anaesthetic— Single use.
Urinals

Disposable

Vinyl Floor

Clean daily with neutral detergent and hot water. Blood spillages treat with Hypochlorite
1000ppm

5.25.8 Environmental Cleaning

Thorough cleaning and drying will control the microbial population; prevent unpleasant
odours and the transfer of potentially infectious material. Cleaning alone is often sufficient
for items and surfaces not in contact with patients and healthy skin.

Cleaning should be carried out to avoid redistribution of micro-organisms.
Methods for cleaning are usually termed “dry” or “wet”.
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e DRY - Vacuum or dust attracting mops (sticky or static) are used
e WET - Detergent solutions on surfaces and floors

Vacuum cleaners should contain a bacteria retaining filter or bag and the exhaust directed
away from the floor.

Brushes must not be used in clinical areas as they disperse bacteria into the air in large
numbers.

Detergent cleaning solutions can become contaminated quickly in cleaning buckets;
therefore, fresh solutions should be made up for each separate task.

If cleaning materials such as cloths and mops are kept moist they act as an ideal growth
medium for bacteria which will multiply rapidly. It is important, therefore, that disposable
materials are used for specific single tasks (e.g. cloths) and any re-usable items (e.g. mop
heads) are laundered on a regular basis i.e. weekly.

5.25.9 Disinfectants

e Many disinfectants are corrosive and highly irritant and gloves and aprons should be
worn when handling them. (Wilson 2000)

« Disinfectants must always be used at the correct dilution. Measured correctly
e Adhere to the COSHH regulations at all time

e Use heat to decontaminate devices where possible to keep disinfectant use to a
minimum

« Cleaning with detergent solution and drying is essential before using a disinfectant.

5.25.10 Daily Cleaning and Terminal Cleaning of Rooms, Bays and Wards/healthcare
facilities during and after an Infectious Incident or Outbreak

Whether a ward/healthcare facility has a single infectious incident or an outbreak of
infection the routine cleaning will be increased and when the patient or patients are free
from infection the single room, bay or in the case of an outbreak ward/healthcare facility
will be deep cleaned.

5.25.11 Cleaning Process

e The cleaning process be it for a single room, bay or ward/healthcare facility must be
coordinated with the manager/nurse in charge.

e Adherence to the NHS colour code system is absolutely essential.

e Cleaning of a single room or bay will be carried out after all other ward/healthcare facility
areas have been cleaned and after the patient have been showered or bed bathed and
the bedding has been changed.

e Collect equipment to be used (disposable mops, buckets, disposable cloths, detergent,
hypochlorite, disposable paper roll/towel, orange waste bag and household waste bag).

e Wash and dry hands.
e Make up hypochlorite solution for mopping and solution for surfaces.
e Put on gloves and apron and mask if indicated (Pandemic Flu, TB etc.)
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Methodically work round the room and clean door, light switches, shelves, ledges,
radiators, surfaces and edges, bed side lockers, opening cupboard doors and drawers
and chair with hypochlorite and if ensuite is facilitated clean sink, taps and outside of
basin and the toilet seat, handle/ plunger and outside of toilet. Pay particular attention to
parts of the doors that are touched frequently by hands and dry doors, furnishings and
fittings with disposable paper roll/towel and dispose of same into clinical waste bag or
container as you move around the room.

Remove any household waste.

Mop the floor with the hypochlorite solution and then dispose of mop head into clinical
waste container.

Remove gloves and plastic apron and put into orange clinical waste container.
Leave the room taking all equipment and sealed orange clinical waste carrier.

Empty bucket into domestic sluice, wash the bucket with hot soapy water, rinse and
leave to dry inverted. Wash the handle of the mop and dry with disposable paper
roll/towel.

Wash and dry hands and then fit new mop head and store.
Remove clinical waste to stored locked area.
Wash and dry hands.

5.25.12 Terminal Cleaning of Rooms, Bays or Ward/healthcare facility

This is carried out at the end of an incident of infection or outbreak, when informed by an
infection prevention and control nurse and must be coordinated with the Nurse in charge
and the Domestic Supervisor. Terminal cleaning must be carried out before the
ward/healthcare facility can be re opened to admissions.

After some infections all curtains and blinds will need to be steam cleaned or taken down
for washing.

Adherence to the NHS colour code system is absolutely essential, as is the process of
cleaning.

Whether terminal cleaning of a single room, bay or ward/healthcare facility the process
is the same. Start to the right of the side room, bay or ward/healthcare facility and work
methodically around the area.

Nursing staff will remove all bedding room by room and will bag it and remove to
collection area.

If curtains are to be washed they must be taken down next and bagged and removed to
the collection area.

Move around each room cleaning the door, light switches, fitments and fittings including
the bed frame and all cupboards, shelves inside and outside with the hypochlorite
solution.

Thoroughly clean everything in the room and then dry with disposable paper roll/towel
and dispose of into the orange clinical waste container.
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¢ The floor will then be mopped with the hypochlorite solution or if carpeted will be steam
cleaned.

e Ensuites will be cleaned after the bedroom and change gloves and equipment as colour
coding indicates.

e Move around the bay or ward/healthcare facility in a methodical process so that no area
IS missed.

e Curtains will be replaced after each area has been deep cleaned, or at the end of the
total clean.

e At the end of the deep clean all contaminated mop heads will have to be disposed of
into the clinical waste, and all equipment used will be washed and left clean.

¢ All the soiled linen and the clinical waste needs to be removed, as soon as the deep
clean is completed.

e The domestic equipment used will be thoroughly decontaminated and the room that it is
stored in is to be left clean and tidy.

NB. Cleaning cloths will be used for one area only and disposed of into clinical
waste.

5.25.13 NHS Colour Coding for Cleaning

This standard will be adhered to throughout the Trust and a colour coded poster must be
displayed in the domestic room. The poster can be downloaded on connect.

5.25.14 Patient equipment cleanliness chart
This patient equipment cleanliness poster can be downloaded from connect

5.25.15 Rapid response protocol for hotel services team managing unexpected
incidents

Rapid Response Protocol for Hotel Services Team managing Unexpected Incidents

This protocol has been designed in order to clarify the steps to be taken in a rapid response
situation, and the correct people to contact. Lynfield Mount Hospital Reception (01274
363170) has an up-to-date rota of weekend on-call duties within Hotel Services and relevant
contact details. All Hotel Services staff also have details of the names and contact details of
their line managers.

During Working Hours The incident should either be reported directly to the
housekeeper or to the reception team who relay the nature of

7am-6pm ) Lo

( pm) the job and urgency to the first line of contact; the relevant
_I\/Iond_ay to Sunday Housekeeper. Should the situation require more senior
inclusive management input, the Housekeeper will in turn notify their

supervisor and/or co-ordinator.
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Out of Working Hours
(6pm-7am)
Mon to Sunday inclusive

The incident should be reported to the nurse in charge who will
take appropriate measures.

Bodily fluid spillages are to be actioned using the ‘Spill-Paks’.
Ward / Unit managers must ensure Spill Paks are available for
staff use. Additional supplies are available via the NHS
catalogue.

If the incident has occurred in a public right of way i.e. corridor,
cordon off the affected area until the spillage has been cleaned
up.

Should further action be required by the cleaning team, the

nurse in charge is to leave a message with reception who will
forward to Hotel Services staff at the earliest opportunity

Should the nurse in charge be unable to deal with the event,
Hotel Services operates an informal on call regime for
emergencies. LMH Reception holds the contact details.

Hotel Services On Call
Service

(Friday 6pm — Monday
7am)

The Hotel Services Team provides an on-call service to cover
events that occur during weekend hours that cannot be dealt
with by the nurse in charge. The on call service will either
advise the caller or attend an incident if needed.

Relevant training

All Rapid Response Hotel Services staff are trained in the
cleaning of bodily fluids by the infection prevention and control
team.

5.25.16 Dealing with a Spillage
The two categories of spillages are:-

« Blood/other body fluids contaminated with blood i.e. sputum

« Urine/faeces/vomit

N.B. If the source of a spillage is unknown the procedure for a blood/body fluids spill
must be completed. It is useful for individual areas to have a spillage kit available so
that when a spillage does occur, the necessary equipment is to hand.

5.25.16.1 How to deal with urine/faeces/vomit spillages — poster is available from connect

5.25.16.2 How to deal with blood/body fluids spillages — poster is available from connect

5.26 Laundry Management Guidance

5.26.1 Introduction

This guidance should be applied to all laundry facilities including launderettes and on-
premise laundries associated with small units. All used linen must be managed in such a
way as to protect patients, healthcare workers and laundry staff from contamination or
injury and to avoid damage to laundry machinery. Linen used in healthcare environments
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can become soiled with blood, excreta or other body fluids, containing micro-organisms.
Decontamination of linen is by a combination of detergent, dilution and mechanical action
to remove particles and temperatures that destroy micro-organisms. Failure to give
sufficient time to this process has resulted in outbreaks of infection (Barrie et al 1992)
notably with spore forming bacteria e. g. Bacillus cereus. Micro-organisms that remain
after washing may be destroyed by tumble drying and ironing.

5.26.2 Categorisation of linen for laundering
5.26.2.1 Clean/Unused linen

Any linen that has not been used since it was last laundered must be stored off the floor in
a clean closed cupboard, and must be segregated from used/soiled linen. Linen cupboard
doors must be kept closed to prevent airborne contamination, and must not be stored
within the sluice/laundry room. Clean linen must be monitored to ensure it is a good state
of repair, as tearing or roughness can damage patient’s skin.

5.26.2.2 Soiled Infected linen
Any used linen that is soiled with blood or any other body fluids.

All linen used by a patient with a known infection (whether soiled or not) i.e. MRSA,
Clostridium difficile, enteric fever, salmonella, dysentery Shigella sp.), hepatitis A, hepatitis
B, hepatitis C, HIV, for further information see Isolation Management Guidance.

Red bag should be used, and the fouled/infected linen placed in a hot water soluble
(alginate) lining bag inside the red linen bag. The soluble bag must be placed directly into
the washing machine to minimise contact, and prevent transmission of infection to laundry
staff or contamination of the environment.

5.26.2.3 Dirty /Used linen

Clear bag for all used linen being processed by Synergy i.e. sheets, pillow cases and
sheets

Cloth bag for all used linen being processed by BDCFT i.e. duvet's/duvet covers

Bags of dirty/used or soiled/infected linen must be stored in a secure area away from
public access, whilst waiting for collection if going off site. Securely fasten the linen bag
when ¥ full. Bags should comply with health Service Guidance (NHS Executive 1995)

5.26.2.4 Infested linen (e.g., infested with fleas or lice)

Infested hospital linen: treat as infected linen

Patients’ infested personal linen: contact Hotel Services or the laundry for advice
5.26.3 Procedure

Patients and staff must not be put at risk during the handling, disposal and transportation
of used linen.

¢ Staff handling fouled and infected linen should wear protective clothing i.e. Disposable
gloves and aprons, and cover any skin lesions.

e Take a linen skip/trolley with laundry bag to the bedside to dispose of any used laundry.

¢ Always separate linen when stripping beds and placing into linen bags as any foreign
objects e.g. sharps, syringes etc. can be identified and dealt with appropriately.
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e Handle linen with minimum fuss in order to reduce risk of environmental contamination.

e Do not place used linen on floors, or carry it against uniforms/clothing or about clinical
areas.

e Always wash hands thoroughly after handling used linen and disposing of gloves.
5.26.4 Ward/Unit Washing Machines

Laundry facilities should be separate from clinical areas and an accessible hand wash
basin must be available. Laundry facilities (except small units on wards for patient use)
must have an entrance and an exit and flow dirty to clean to prevent cross contamination
from used laundry.

All purchases of washing machines must be discussed with and approved by the infection
prevention and control team before an order is placed.

All washing machines must comply with HSG (95) 18, provide a sluice cycle for fouled
laundry and reach satisfactory disinfection temperatures and holding times.

The washing process should have a disinfection cycle in which the minimum
temperature in the load is maintained at 650C (1500F) for not less than 10 minutes or
preferably at 720C (1600F) for not less than 3 minutes. With both options, “mixing time”
must be added to ensure heat penetration and assured disinfection.

For machines of conventional design and a low degree of loading (for example, below
0.056kg/l) four minutes should be added to these times to allow for mixing time. For
machines with a heavy degree of loading (for example above 0.056kg/l) it is necessary to
add up to 8 minutes.

The ward/unit must have the ability to dry the laundry as well as wash it.

Records of calibration and annual maintenance of the washing machine and dryer should
be kept by estates. It is the responsibility of the ward/unit Manager to ensure these checks
are kept up to-date.

The machine is not to be used for clothes of staff or relatives.
Laundry from each patient must be washed and dried separately.

Laundry from patients who are being isolated i.e. MRSA, or if contaminated with blood or
body fluids e.g. urine, faeces, wound exudates etc. must not be washed in a ward/unit
machine but always sent to the Trust laundry facility.

5.26.5 Frequency of linen Change

Bedding must be changed and laundered between patients. The frequency of change will
depend on the individual case e.g. daily for patients nursed in isolation or immediately if
fouled.

5.26.6 Pillows and Duvets

The interior filling for pillows and duvets is an efficient incubator of microorganisms if
contamination occurs. Bedding interiors become colonised with bacteria and become a
reservoir of infection. All pillows and duvets used within the care setting should be
decontaminated appropriately. Polyurethane coated fabric with welded seams pillows and
duvets should be routinely wiped clean between patients with hot water and detergent. If
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surface contamination with blood occurs clean with hypochlorite 1000 ppm. Fabric pillows
and duvets must be sent to the Trust laundry system on patient discharge or if soiled.

5.26.6 Curtains

Domestic services arrange for the changing and laundering. However, it is the
responsibility of the Ward/Unit Manager to ensure this occurs. All areas should have
curtains laundered regularly as per agreed programme for the area. Soiled curtains need
laundering as soon as possible, also see individual infection policies and isolation policy.
Shower curtains should be washed and laundered when soiled or as agreed programme.

5.26.7 Moving and Handling Equipment

All launderable manual handling equipment should be single patient use and laundered
when visibly soiled or between patients.

Equipment must be laundered in accordance with the manufacturer’s instructions and
should be checked before laundering.

5.26.8Transportation of linen

Clean and dirty laundry should be transported in vehicles used exclusively for this
purpose. The interior of vehicles after transporting dirty linen will require cleaning with
detergent and water. If clean and dirty linen is to be transported in the same van, there
must be a fixed partition to ensure that the clean linen is not contaminated.

5.26.9 Staff Issues

Staff involved in reprocessing laundry must receive appropriate training, including aspects
of infection prevention and control such as the use of personal protective equipment.
Hand washing facilities must be available. Eating and drinking should not be allowed in a
laundry room.

Staff must not take Trust laundry home to wash.
5.26.10 Laundering of Uniforms

Ideally all uniforms should be laundered through the Trust Laundry currently the Trust has
inadequate resources to launder uniforms.

Staff must wear a disposable plastic apron to reduce the risk of contamination with blood
and body fluids, a uniform can still harbour a significant number of harmful micro-
organisms by the end of a shift.

Home laundering still requires appropriate care and attention to ensure potential
pathogens on uniforms are removed or killed, protecting both the patients and the staff
members’ home and family.

The following guidelines therefore apply:

For effective disinfection and prevention of cross contamination, Uniforms should be
washed separately from other laundry in an automatic washing machine using the hottest
temperature the material of the uniform will withstand and the full load setting.

When thoroughly dried the uniform should be ironed with a hot iron to further heat disinfect
the uniform.

Laundered uniforms should be wrapped in a clean, unused plastic bag to prevent
contamination from the home to environment e.g. pet hairs etc.

137





Staff require a clean uniform each shift and should have access to a spare uniform in case
of contamination requires the storage of laundered uniforms in the work place.

5.26.11 References

Ayliffe G. (1989) Laundering of Nurses’ Uniforms at Home. Journal of Hospital Infection.
13, pp 91-94.

Department of Health. (1995) Hospital laundry arrangements for used and infected linen,
HSG (95) 18. London: The Stationary Office.

5.27 Individual Diseases (A-Z) Management Guidance Listing

The A - Z listing which follows covers the majority of infections and communicable
diseases likely to be seen within the healthcare setting. It is not all inclusive and the advice
of the infection prevention and control team should be sought for conditions not listed. This
listing provides brief guidance on the management in healthcare settings; please contact
your infection prevention and control team for further information.

Acquired Immuno- See separate Prevention and management of contamination
Deficiency Syndrome | injuries policy

Incubation period: Weeks to primary iliness, years to AIDS

Actinomycosis No isolation procedures required

Incubation period: Months

Amoebiasis

Incubation period 2 — 4 weeks

Communication Contact infection prevention and control team. Notifiable if

amoebic dysentery

Type of isolation Not required
Duration of isolation Not applicable
Main infection source Faeces

Pathology specimens Normal procedure

Protective clothing Plastic apron and gloves when disposing of faeces

Disposal of faeces/urine | Use single room toilet or commode/bedpan, and macerate

Disposal of healthcare Use orange bag
waste

Cutlery/crockery No special requirement
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Medical equipment

No special requirement

Linen

White bag

Room cleaning

Normal cleaning procedure

Anthrax

Incubation Period

2 — 7 days

Communication

Contact infection prevention and control team - Urgent Notifiable

Type of isolation

Isolation not required. No person to person spread.

Duration of isolation

Not applicable

Main infection source

Wounds, healthcare waste (cutaneous anthrax)

Pathology specimens

Use 'High Risk' labels and procedure

Protective clothing

Plastic apron and gloves for direct patient contact and disposal of
healthcare waste

Disposal of faeces/urine

Standard

Disposal of healthcare
waste

Use yellow bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

No special requirement

Linen

White bag

Room cleaning

Normal cleaning procedure

Ascariasis

No isolation procedures required

Incubation period

Worms mature in two months

Botulism

No isolation procedures required.

Incubation period

Hours to days

Bronchiolitis

See Respiratory Viruses Management Guidance

Brucellosis

Incubation period

5 days to months

Communication

Contact infection prevention and control team

Type of isolation

Single room only if any open lesion present.
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Duration of isolation

Until lesion stops draining

Main infection source

Healthcare waste from draining lesion

Pathology specimens

Use 'High Risk' labels and procedure

Protective clothing

Plastic apron and gloves for wound treatment

Disposal of faeces/urine

No special precautions

Disposal of healthcare

waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

White bag

Room cleaning

Separate equipment

Campylobacter Enteritis

Incubation period

1to 10 days

Communication

Contact infection prevention and control team - notifiable

Type of isolation

Single room with wash hand basin.

Duration of isolation

Until symptom free for 48 hours

Main infection source

Faeces

Pathology specimens

Normal procedure

Protective clothing

Plastic apron and gloves for direct patient contact

Disposal of faeces/urine

Use single room toilet or commode, and macerate

Disposal of healthcare
waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

If soiled, red soluble bag inside red linen bag

Room cleaning

Separate equipment

Candidiasis

No isolation procedures required
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Incubation period

2 — 5 days

Cat Scratch Fever

No isolation procedures required

Incubation period

3 —14 days

Chicken Pox and
Shingles

See separate ‘Chicken Pox and Shingles’ leaflet

Chlamydia

No isolation procedures required for respiratory or genital infection

Cholera

Incubation period

Up to 5 days

Communication

Contact CCDC. Urgent. Notifiable

Type of isolation

Single room with hand wash basin, toilet or commode, and
macerate

Duration of isolation

Length of illness

Main infection source

Faeces

Pathology specimens

Normal procedure

Protective clothing

Plastic apron and gloves for direct patient contact and disposal of
excreta

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and macerate

Disposal of healthcare
waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Patients own. Disinfect before removal

Linen

Red soluble bag inside red linen bag

Room cleaning

Separate equipment

Clostridium Difficile

See separate ‘Clostridium difficile’ Management Guidance

Common Cold

No isolation procedures required

Incubation period

12 — 72 hours

Conjunctivitis —

Incubation period

Up to 12 days but depends on the cause
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Communication

If child, contact infection prevention and control team

Type of isolation

Avoid close contact and crowding with other patients.

Duration of isolation

Bacterial and chlamydial - until successfully treated (see also
Gonorrhoea - Ophthalmia Neonatorum).

Viral - 14 days after onset

Main infection Source

Eye secretions. Adenovirus infection secretions highly infectious

Pathology specimens

Normal procedure

Protective clothing

Gloves when treating eyes

Disposal of faeces/urine

No special precautions

Disposal of healthcare

waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal issue
Use individual eye drops

Avoid contact with other ophthalmic equipment

Linen

White bag

Room cleaning

Separate equipment

Croup

See Respiratory viruses management Guidance

Cryptosporidium

Incubation period

1-12 days

Communication

Contact infection prevention and control team

Type of isolation

Single room with hand wash basin.

Duration of isolation

Until symptom free for 48 hours

Main infection source

Faeces

Pathology specimens

Normal procedure

Protective clothing

Plastic apron and gloves for direct patient contact and disposal of
excreta

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and macerate

Disposal of healthcare

Use orange bag
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waste

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

Red soluble bag inside red linen bag.

Room cleaning

Separate equipment

Dermatophyte Infections+ See Ringworm

Incubation period

10 — 14 days

Diarrhoeal Diseases —unknown but possible infective cause

Comment

Patients with diarrhoea should be immediately isolated unless the
medical staff are confident that there is a non-infectious cause (eg.
ulcerative colitis). Protective clothing and precautions should be
used as soon as symptoms develop, not just after isolation in a
single room. Some cases of infectious diarrhoea may present as
gastrointestinal haemorrhage or rectal bleeding - enquiry must
always be made for preceding diarrhoea, and if this history is
obtained the patient should be isolated, and specimen of stool
obtained.

Communication

Contact infection prevention and control team

Type of isolation

Single room with hand wash basin.

Duration of isolation

If symptoms continue, 3 negative faeces required. If symptom
free for 48 hours, 1 negative faeces required.

Main infection source

Faeces

Pathology specimens

Normal procedure

Protective clothing

Plastic apron and gloves for direct patient contact and disposal of
excreta

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and macerate

Disposal of healthcare
waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

Red soluble bag inside red linen bag

Room cleaning

Separate equipment
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Diphtheria

Incubation period

2 — 5 days

Communication

Contact CCDC. Urgent. Notifiable

Type of isolation

Single room with hand wash basin. Door closed at all times.
Patient must not leave room. Attending staff should have been
immunized. Those of uncertain status should contact Employee
Health and Wellbeing Service.

Duration of isolation

Until bacteriologically negative, usually after 3 days of antibiotic
therapy

Main infection source

Upper respiratory secretions. Discharge from cutaneous lesions

Pathology specimens

Normal procedure

Protective clothing

Apron, gloves and theatre mask when handling patient or bedding
or if stay in room is prolonged

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and macerate

Disposal of healthcare
waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Patients own. Disinfect before removal

Linen

Red soluble bag inside red linen bag

Room cleaning

Separate equipment

Dysentery — shigellosis

Incubation period

1 -7 days

Communication

Contact infection prevention and control team. Notifiable

Type of isolation

Single room with hand wash basin.

Duration of isolation

Until symptom free for 48 hours

Main infection source

Faeces

Pathology specimens

Normal procedure

Protective clothing

Plastic apron and gloves for direct patient contact and disposal of
excreta

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and
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macerate

Disposal of healthcare
waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

Red soluble bag inside red linen bag

Room cleaning

Separate equipment

Escherichia Coli Verocytotoxin producing (0157, VTEC, STEC)

Incubation period

3 —8days

Comment

This infection may be complicated by haemorrhagic colitis and
haemolytic-uraemic syndrome, both of which should be managed
as below. The presentation may mimic gastrointestinal
haemorrhage

Communication

Contact CCDC if diagnosed or suspected.
Urgent. Notifiable

Type of isolation

Single room with hand wash basin.

Duration of isolation

If symptoms continue 3 negative faeces required. If symptom free
for 48 hours, 2 consecutive negative faeces required. In both
cases contact infection prevention and control Team before
discontinuing isolation.

Main infection source

Faeces

Pathology specimens

Normal procedure

Protective clothing

Plastic apron and gloves for direct patient contact and disposal of
excreta

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and macerate

Disposal of healthcare
waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

Red soluble bag inside red linen bag

Room cleaning

Separate equipment
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ESBL (Extended Spectrum Betalactamase)

Antibiotic resistant strains of bacteria e.g. Escherishia Coli, Klebsiella, Proteus,
Pseudomonas, Enterobacter and Acinetobacter species (These bacteria are known as Gram-
negative bacilli-GNB). Not only are they antibiotic resistant, but they can also pass on this
resistance to other species of bacteria. See Management of Multi Resistant Gram Negative

bacteria including ESBL

Food Poisoning

Incubation period

30 mins. to 72 hrs

Communication

Contact infection prevention and control team.
Urgent. Notifiable

Comment

Known organism - see relevant section. Unknown
organism - see Diarrhoeal Diseases - unknown
but possible infective cause.

Gastroenteritis in Children - Enteropathogenic E. coli, Rotavirus

Incubation period

12 — 72 hours

Comment

If no cause known see Diarrhoeal Diseases -
unknown but possible infective cause

Communication

Contact infection prevention and control team

Type of isolation

Single room with hand wash basin.

Duration of isolation

If symptoms continue, 3 negative faeces required. If
symptom free for 48 hours,

1 negative faeces required

Main infection source

Faeces

Pathology specimens

Normal procedure

Protective clothing

Plastic apron and gloves for direct patient contact
and disposal of excreta

Disposal of faeces/urine

Single room toilet or commode/bedpan, and
macerate

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs). Bottles:
single use and dispose or rinse and sterilize in room.
Do not return to kitchen until re-sterilised

Medical equipment

Patients own. Disinfect before removal
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Linen

Red soluble bag inside red linen bag

Room cleaning

Separate equipment

German Measles See Rubella
Incubation period 14 — 23 days.
Giardiasis

Incubation period 5 — 25 days

Communication

Contact infection prevention and control team

Type of isolation

Single room with hand wash basin.

Duration of isolation

Until 48 hours symptom free

Main infection source

Faeces

Pathology specimens

Normal procedure

Protective clothing

Plastic apron and gloves for direct patient contact

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and
macerate

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

Red soluble bag inside red linen bag

Room cleaning

Separate equipment

Glandular Fever

No isolation procedures required

Incubation period 4 — 6 weeks
Gonorrhoea
Incubation period 2 — 7 days

b. Adult (Genital
Gonorrhoea)

No isolation procedures required

Hand, Foot and Mouth
Disease

Incubation period

3 —5days
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Communication

Contact infection prevention and control team

Type of isolation

Single room with hand wash basin.

Duration of isolation

10 to 14 days after onset

Main infection source

Respiratory tract secretions and faeces

Pathology specimens

Normal procedure

Protective clothing

Plastic apron and gloves for direct contact with
patient and disposal of excreta

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and
macerate

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Patients own. Disinfect before removal

Linen

Red soluble bag inside red linen bag

Room cleaning

Separate equipment

Head lice

See Head Lice Management Guidance

Hepatitis A

Incubation period

15 — 50 days

Communication

Contact CCDC. Notifiable

Type of isolation

Single room with hand wash basin. Use notice

Duration of isolation

One week after onset of jaundice, or 10 days from
start of

symptoms if no jaundice

Main infection source

Faeces

Pathology specimens

Normal procedure

Protective clothing

Plastic apron and gloves for direct patient contact
and disposal of excreta

Disposal of faeces/urine

Use single room toilet or commode/ bedpan, and
macerate

Disposal of healthcare waste

Use orange bag
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Cutlery/crockery:

Normal issue - machine wash (inc. jugs).

Medical equipment:

Normal equipment.

Linen:

Red soluble bag inside red linen bag.

Room cleaning:

Separate equipment.

Hepatitis B

See Prevention and Management Contamination
Injuries policies

Incubation period

45 — 180 days

Hepatitis C See Prevention and Management Contamination
Injuries policies

Incubation period 45 — 180 days

Herpes simplex

Incubation period 2 —12 days

Communication

Contact infection prevention and control team

Type of isolation

Single room required only if generalised infection of
infant or immuno-deficient patient

Duration of isolation

Until vesicles completely dried up

Main infection source

Vesicle fluid. If lesions in mouth, sputum/saliva. If in
cervix, vaginal secretions

Pathology specimens

Normal procedure

Protective clothing

Plastic apron and gloves when handling lesions

Disposal of faeces/urine

Standard

Disposal of healthcare waste:

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Patient's own and disinfect before removal

Linen

White bag

Room cleaning

Separate equipment

Herpes zoster

See Chickenpox and Shingles leaflet

Incubation period

13 — 21 days for acute eruption
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HIV antibody - positive patients

See Prevention and Management Contamination
Injuries policies

Hookworm

No isolation procedures required

Incubation period

Weeks — months

Infectious

Mononucleosis

No isolation procedures required

Incubation period

4 — 6 weeks.

Influenza

See Respiratory Viruses Management Guidance

Incubation period

24 — 72 hours

Legionnaire's Disease

No isolation procedures required

Incubation period 2 —10 days
Leptospirosis
Incubation period: 4 — 19 days

Communication

Contact CCDC. Notifiable

Type of isolation

None

Duration of isolation

Not applicable

Main infection source

Urine

Pathology specimens

Normal procedure

Protective clothing

Gloves when handling urine

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and
macerate

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

White bag

Room cleaning

Normal equipment

Lyme Disease

No isolation procedures required

Incubation period

3 —32 days
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Malaria

Contact CCDC. Notifiable

No isolation procedures required

Incubation period

12 — 30 days (occasionally up to a year)

Measles

Incubation period

8 — 15 days

Communication

Contact CCDC. Notifiable

Type of isolation

Single room with door closed.
Exclude non immune staff members

Do not nurse on ward with immuno-compromised
patients.

Duration of isolation

For 4 days after onset of rash

Main infection source

Respiratory secretions

Pathology specimens

Normal procedure

Protective clothing

Mask if non - immune. Plastic apron and gloves for
direct patient contact

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and
macerate

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

Red soluble bag inside red linen bag

Room cleaning

Separate equipment

Meningitis

Communication

Contact CCDC. Urgent. Notifiable.

Mumps

Incubation period

14 — 21 days

Comment:

To be cared for by staff known to have had or been
vaccinated against mumps

Communication

Contact CCDC. Notifiable
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Type of isolation

Single room

Duration of isolation

Ten days after date of onset

Main infection source

Respiratory secretions, urine

Pathology specimens

Normal procedure

Protective clothing

Apron and plastic gloves for prolonged patient
contact

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and
macerate

Disposal of healthcare waste

Use orange bag system

Cutlery/crockery:

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

Red soluble bag inside red linen bag

Room cleaning

Separate equipment

Norovirus, Norwalk like Virus,
SRV,

SRSV, Winter Vomiting Disease

See separate Viral Gastroenteritis Management
Guidance

Paratyphoid fever

See Typhoid fever

Incubation period

7 — 21 days

Parvovirus, Fifth Disease, Erythema Infectiosum

Incubation period

4 — 20 days

Comment Pregnant healthcare workers must not care for
patient
Note infectious period has passed by the time rash
appears

Pertussis

Incubation period

7 — 10 days (maximum 21 days)

Communication

Contact CCDC. Notifiable

Type of isolation

Single room.

Duration of isolation

3 weeks after onset of paroxysmal cough or 7 days
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after treatment started

Main infection source

Upper respiratory tract secretions

Pathology specimens

Normal procedure

Protective clothing

Plastic apron for direct patient contact. Plus gloves
when handling secretions

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and
macerate

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

Red soluble bag inside red linen bag

Room cleaning

Separate equipment

Pneumonia

Pneumococcal

No isolation procedures required

Incubation period

1 -3 days

Psittacosis

No isolation procedures required

Incubation period

4 — 15 days

Q Fever

No isolation procedures required

Special obstetric precautions are required for
pregnant patients as products of conception may be
infectious — contact infection prevention and control
team

Incubation period

2 — 3 weeks

Respiratory tract infections -Viral, Influenza etc

a. Infants and Children

Communication

Contact infection prevention and control team

Type of isolation

Single room with door closed, or cohort.

Duration of isolation

One week after onset

Main infection source

Respiratory secretions
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Pathology specimens

Normal procedure

Protective clothing

Plastic apron and gloves for direct patient contact

Disposal of faeces/urine

Disposable nappies, or use single room toilet or
commode/bedpan, and macerate

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Bottles: rinse and sterilise in room.

Do not return to kitchen until re-sterilised

Medical equipment

Normal equipment

Linen

White bag

Room cleaning

Separate equipment

b. Adults

Communication

Contact infection prevention and control team

Type of isolation

Ideally single room or cohort.

Duration of isolation

1 week after onset

Main infection source

Respiratory secretions

Pathology specimens

Normal procedure

Protective clothing

Plastic apron for direct patient contact. Plus gloves
for contact with secretions

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and
macerate

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

White bag

Room cleaning

Separate equipment

Rheumatic Fever

No isolation procedures required

Incubation period

1 - 3 weeks

Ringworm
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Incubation period

4 — 14 days

a. Infants and Children

Communication

Contact infection prevention and control team

Type of isolation

Single room

Duration of isolation

Until clinically cured

Main infection source

Affected skin area

Pathology specimens

Normal procedures

Protective clothing

Gloves when handling lesions. Plastic apron for
direct contact with patient if lesions extensive

Disposal of faeces/urine

Standard

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment. Disinfect before removal

Linen

Red soluble bag inside red linen bag only if lesions
extensive, otherwise white bag

Room cleaning

Separate equipment

b. Adults

Communication

Contact infection prevention and control team

Type of isolation

None

Duration of isolation

Not applicable

Main infection source

Affected skin area

Pathology specimens

Normal procedure

Protective clothing

Gloves when handling lesions. Plastic apron for
direct contact with patient if lesions extensive

Disposal of faeces/urine

No special precautions

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment. Disinfect if contaminated
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Linen

Red soluble bag inside red linen bag only if lesions
extensive, otherwise white bag

Room cleaning

Normal equipment

Rotavirus

See separate Viral Gastroenteritis Management
Guidance

Incubation period

30— 72 hours

Roundworm

No isolation procedure required

Rubella

Incubation period

14 — 23 days

Comment

All female staff in contact with patient must be known
to be immune; all staff likely to be dealing with
pregnant patients should be immune

Communication

Contact CCDC Notifiable

Type of isolation

Single room

Duration of isolation

4 days after onset of rash

Main infection source

Respiratory secretions

Pathology specimens

Normal procedure

Protective clothing

Not required

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and
macerate

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

White bag

Room cleaning

Separate equipment

Salmonellosis — See also Viral Gastroenteritis Management Guidance

Incubation period

6 — 72 hours

Comment

For typhoid or paratyphoid fever - see separate
section
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Communication

Contact infection prevention and control team.
Notifiable

Type of isolation

Single room with hand wash basin.

Duration of isolation

Until symptom free for 48 hours

Main infection source

Faeces

Pathology specimens

Normal procedure

Protective clothing

Plastic apron and gloves for direct patient contact
and disposal of excreta

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and
macerate

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment. Disinfect before removal

Linen

If soiled, red soluble bag inside red linen bag

Room cleaning

Separate equipment

SARS Severe Acute Respiratory
Syndrome

See separate Respiratory Viruses Management
Guidance

Scabies

See separate Scabies Management Guidance

Shingles

See separate ‘Chickenpox and Shingles’ leaflet

Staphylococcal Infections

Incubation period

4 - 10 days

Comment

MRSA - see separate ‘Meticillin-Resistant
Staphylococcus Aureus' quideline. In the case of
outbreaks due to other strains, special instructions
will be issued

Streptococcal Infections

a. Group A Streptococcus

Incubation period

1 -5 days

Comment

Tonsillitis or skin lesions

Communication

Contact infection prevention and control team
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Type of isolation

Single room, door closed.

Duration of isolation

Until completion of 2 days appropriate treatment

Main infection source

Respiratory secretions, skin

Pathology specimens

Normal procedure

Protective clothing

Plastic apron and gloves for direct patient contact
and bed making

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and
macerate

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment. Disinfect before removal

Linen

Red soluble bag inside red linen bag

Room cleaning

Separate equipment

b. Other groups
(B. C.G)

No isolation procedures required

Suspected outbreaks contact infection prevention
and control team

Strongyloides

No isolation procedures required

Incubation period

Open. Many years

Syphilis

Incubation period

10 days — 10 weeks

Comment

Isolation only required for congenital syphilis in the
neonate and secondary, mucocutaneous syphilis

Communication

Contact CCDC

Type of isolation

Single room not essential

Duration of isolation

For 48 hours after commencement of treatment

Main infection source

Mucocutaneous lesions

Pathology specimens

Normal procedure

Protective clothing

Plastic gloves when handling lesions

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and
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macerate

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

Red soluble bag inside red linen bag

Room cleaning

Separate equipment

Tapeworm

No isolation procedures required

Incubation period

8 — 14 weeks

Tetanus

Incubation period

1 day to several months

Comment

No isolation procedures required. Single room - for
medical reasons

Communication

Contact CCDC Urgent. Notifiable

Thread Worm

Incubation period

4 — 6 weeks life cycle. Symptoms after months

Communication

None necessary

Type of isolation

None

Duration of isolation

Not applicable

Main infection source

Peri-anal skin, hands, finger nails, faeces

Pathology specimens

Normal procedure

Protective clothing

Plastic gloves and apron when handling excreta or
cleaning the peri-anal area

Disposal of faeces/urine

No special precautions

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Normal equipment

Linen

If soiled, red soluble bag inside red linen bag

Room cleaning

Normal equipment

159






Tonsillitis

See Streptococcal infections

Toxocariasis

No isolation procedures required

Incubation period

Weeks — months

Toxoplasmosis

No isolation procedures required

Incubation period

10 — 23 days

Tuberculosis

See separate Tuberculosis Management Guidance

Typhoid and Paratyphoid Fevers inc

luding carriers

Incubation period

7 — 21 days

Communication

Contact CCDC. Urgent. Notifiable

Type of isolation

Single room with hand wash basin.

Duration of isolation

Until 3 consecutive negative faeces/urine produced,
24 hours between specimens

Main infection source

Faeces, urine

Pathology specimens

Use 'High Risk' labels and procedures

Protective clothing

Plastic apron and gloves for direct patient contact
and disposal of excreta

Disposal of faeces/urine

Use single room toilet or commode/bedpan, and
macerate

Disposal of healthcare waste

Use orange bag

Cutlery/crockery

Normal issue - machine wash (inc. jugs)

Medical equipment

Patients own. Disinfect before removal

Linen

If soiled, red soluble bag inside red linen bag

Room cleaning

Separate equipment

5.28 Deceased Patient Management Procedure
The following procedure must be adhered to:
Procedure:

e Standard precautions apply when handling any deceased patient (see standard
precautions guideline for details)

¢ Patients with a known infectious disease or at risk of leakage of body fluids i.e. patients
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with open drainage sites or multiple skin lesions should be placed in a body bag.

e Patients with a known infectious disease should have the body bag marked with an
infection risk label.

5.29 Vaccination and Immunisation of Staff
5.29.1 Introduction

Bradford District Care Foundation Trust is committed to providing a safe working
environment and will take all reasonable care to ensure vaccination programmes relevant
to occupational exposure are available to all staff members. Vaccination policies will
adhere to Department of health recommendations joint committee on vaccination and HSG
(93) 40 and protecting patients and staff from hepatitis B.

5.29.2 Duties and Responsibilities
5.29.2.1 Employee

e Itis a condition of employment that staff members whose occupation exposes them to
infection is vaccinated.

e Employees have a responsibility to avail themselves of the vaccinations which are
relevant to their occupational exposure.

5.29.2.2 Department of Employee Health and Wellbeing Responsibilities:
e Will advise on the relevant occupationally indicated vaccinations.
e Will implement the vaccination policy in accordance with protocol.
e Will record all procedures undertaken.
e Will provide all personnel with a record of the vaccinations administered.
5.29.2.3 Legal Responsibilities

Under the Health and Safety at Work Act 1974 the Trust has a duty of care to its
employees and this duty of care is contained within the Trust Health and Safety Policy

5.29.3 Areas Covered by the Vaccination Policy
Tuberculosis

e Evidence of immunity will be exhibited by all healthcare staff members who have
potential for contact with infectious patients and their specimens.

e Non-immune persons will be vaccinated.
Rubella

¢ All health service staff, both male and female, will be screened and those found to be
sero-negative immunised with rubella vaccine.

Poliomyelitis

e No adult should remain unvaccinated against poliomyelitis. However, reinforcing doses
are unnecessary unless personnel are at special risk.

Hepatitis B
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e Healthcare workers who have direct contact with patients’ blood, body fluids or with
patients tissues and are at risk of injury from blood stained sharp instruments,
contamination of skin lesions by patient’s blood or body fluids or of being deliberately
bitten by patients will be immunised.

Hepatitis A

e Those with contact with untreated sewage will be screened and staff members who are
sero-negative immunised with the Hepatitis A vaccine.

Tetanus

e Tetanus boosters are not recommended beyond a 5 dose regime, except following
potentially tetanus infected wound.

5.29.4 Reference

Department of Health (2007) Immunisations against Infectious Diseases. London: The
Stationary Office.

5.29.5 Further Advice
Further advice can be obtained from the Employee Health and Wellbeing Service.

5.30 Staff Exclusion Management Guidance
5.30.1 Aim
To prevent staff members transmitting infection
5.30.2 Principles

e Symptoms of diarrhoea and/or vomiting require exclusion until the member of staff has
fully recovered i.e. 48 hours symptom free.

¢ Infective lesions require covering and exclusion from some duties may be required.

e Rashes and septic lesions should be reported to the Employee Health and Wellbeing
Service.

e Members of staff who are suffering from an infectious disease must inform the
Employee Health and Wellbeing Service.

e Enquiries out of office hours can be made to either the infection prevention and control
doctor or the infection prevention and control nurse, via ANHST switchboard.

5.30.3 Duties and Responsibilities
5.30.3.1 Management

e Employee Health and Wellbeing Service and Infection Prevention and Control will
provide advice and guidance on exclusion.

e Managers will accommodate any recommended exclusions for their staff members.
5.30.3.1 Individual

e To notify any possible infectious condition to their Manager, Employee Health and
Wellbeing Service and the infection prevention and control team.
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e To notify any contact with an infectious condition.
e To seek appropriate Medical Treatment from their GP.

e To comply with the advice given by Employee Health and Wellbeing Service and
infection prevention and control team, i.e. providing samples.

5.31 Infection Control Pandemic Influenza Policy
5.31.1 Introduction

It is now generally accepted that it is not a case of whether there will be another pandemic
but when (CMO 2002) If the pandemic strain of influenza is as highly infectious as some
claim, it may be inevitable that up to 25-50% of the population, including staff, will become
infected with symptoms at some point during the pandemic. Even if the pandemic proves
as dangerous as the one in 1918/9, the vast majority of people will recover without any
longer term effects. Good infection prevention and control practice will be important in
minimising the risk of healthcare workers being infected at work. However, protection
measures at work have to be proportionate to the risks of infection with influenza faced by
healthcare professionals away from work (e.g. caring contact with children in the family
home).

A pandemic is the world wide spread of disease, with outbreaks or epidemics occurring in
many countries in most regions of the world. A pandemic occurs when a new influenza
virus emerges which is markedly different from circulating strains. Influenza is a viral
infection caused by three types of virus, influenza A, B and C, the last being of little
importance. Epidemic influenza is usually caused by type A. In the UK, influenza A
increases most winters but not to epidemic levels, and influenza B is seen every few years
when it mainly affects the young and elderly. Unlike ‘seasonal’ influenza that occurs every
winter in the UK, pandemic influenza can occur at any time of year. Pandemics of
influenza have occurred sporadically throughout history — four times in the last hundred
years — resulting in many deaths. Pandemic influenza is likely to cause the symptoms as
‘seasonal’ influenza. The symptoms may be more severe because nobody will have any
immunity or protection against the virus. A serious pandemic is likely to cause many
deaths, disrupt the daily life of many people and cause intense pressure on health and
other services. Each pandemic is different, and until the virus starts circulating, it is
impossible to predict its full effects.

5.31.2 Rationale

This policy sets out the practical infection prevention and control arrangements required to
minimise the transmission of influenza during a pandemic. Staff should familiarise
themselves with this guidance and identify a person to take the lead on pandemic
influenza planning within their area. The aim is for each area to continue to function during
the extreme pressures of a influenza pandemic, reconciling the dual responsibilities to
continue to provide adequate clinical care for patients and as employers to ensure that
staff are not put at avoidable risk through poor infection control practice.

5.31.3 Scope

The contents of this policy applies to all staff involved in the diagnosis, care and
management of patients with known or suspected pandemic influenza within Bradford
District Care Foundation Trust healthcare settings.
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This infection prevention and control policy applies to pandemic influenza only — it does
not apply to the management of cases of sporadic ‘seasonal’ influenza, nor to suspected
cases of avian influenza. Separate guidance is available for these situations in the
Infection Prevention Control Policies and Guidance.

This guidance is restricted to the infection prevention and control aspects of pandemic
influenza — organisational and other aspects of dealing with pandemic influenza are dealt
with in the emergency preparedness policy and related contingency plans.

5.31.4 Principles

This infection prevention and control policy is based on guidance available from the
Department of Health and the Health Protection Agency which may be updated on their
websites. It is strongly recommended that these sites are visited regularly during a
pandemic. See the following sites:

www.dh.gov.uk/PolicyAndGuidance/EmergencyPlanning/PandemicFlu/fs/en

http://www.hpa.org.uk/webw/HPAweb&Page&HPAwebAutoListName/Paqe/121429124412
2?7p=1214291244122

5.31.5 Coordination
5.31.5.1 General

The Trust has plans for the management and coordination of the responses to pandemic
influenza, and these will become operational when a pandemic begins. The Emergency
Planning Coordinator will take responsibility for activating these plans.

5.31.5.2 Infection Control

The Director of Infection Prevention and Control (DIPC) will take responsibility for
coordinating infection prevention and control during a pandemic.

5.31.6 Clinical Features, Transmission and Diagnosis
5.31.6.1 Clinical Features

Influenza presents as a non-specific febrile illness with headache, muscle pain and dry
cough. In uncomplicated cases the symptoms resolve in three to five days although a
period of fatigue and depression may follow. For most people a bout of Influenza will be a
nasty experience, but it is not usually life threatening. Complications can occur and these
are bronchitis or pneumonia in adults, and the infecting organisms can be Streptococcus
pneumonia or Haemophilus influenzae. The disease can be more severe in adults
particularly those with chronic diseases immuno-suppressed and the elderly. Death may
occur within 24 hours of onset of iliness or from complications such as pneumonia
occurring.

5.31.6.2 Transmission

By airborne or fine droplet transmission and by direct and indirect contact, through close
contact with a coughing and sneezing infected person. The virus can survive for limited
periods of time in the environment and transferred from contaminated surfaces onto
hands. Thus, contact spread is likely to be important unless controlled by careful and
frequent hand hygiene and environmental cleaning.

5.31.6.3 Incubation Period
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48 to 72 hours.

5.31.6.4 Infectivity

The period of infectivity is 5 days (7 days in children) from onset of symptoms.
5.31.6.5 Diagnosis

A laboratory-confirmed diagnosis of influenza is most likely to be obtained during the early
stages of a pandemic. As the number of patients rapidly increases and health
professionals become more proficient at making a clinical diagnosis, confirmatory
laboratory testing is likely to diminish significantly and almost all patients will be diagnosed
on clinical grounds alone. Samples required for the diagnosis of influenza include
respiratory secretions and serum for antibody tests.

5.31.6.6 Clinical Management

Guidelines, drawn up jointly between the British Thoracic Society, the British Infection
Society and the Health Protection Agency are available from:

www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/Pu
blicationsPolicyAndGuidanceArticle/fs/en?CONTENT _ID=4121753&chk=ZXKxus

5.31.6.7 Antiviral Drugs and Vaccination

During the initial stages of a pandemic there may be limited supplies of antiviral drugs and
a specific pandemic vaccine may not be available. Vaccine and antiviral usage will
therefore be prioritised, in accordance with Department of Health policy. Detailed
guidance is outside the scope of this policy. Attention to non-pharmaceutical methods of
control as outlined in this policy will be particularly important in reducing exposure.

5.31.6.8 Infected Patients and Staff

The infection prevention and control team must be notified of all patients and staff
suspected of having influenza. The Employee Health and Wellbeing department must be
notified of all staff members suspected of having influenza. The infection prevention and
control team need to know the exact number of people who are ill, their names, date of
birth, date and time of onset of symptoms, and ward or department to coordinate the
outbreak plan. Infected staff members must stay at home for the duration of their
infectivity.

5.31.7 Infection Control Precautions
5.31.7.1 Principles

During a pandemic healthcare workers can be exposed to persons with influenza both
through their normal daily lives (outside of work) and in healthcare settings. Limiting
transmission of pandemic influenza in the healthcare setting requires application of tried
and tested principles including:

e Timely recognition of cases of influenza

e Consistent and correct implementation of appropriate infection prevention and control
precautions to limit spread

e Standard infection prevention and control principles and ‘droplet precautions’ are
applicable in most circumstances. In certain situations these control measures may
need to be augmented with higher levels of respiratory protection
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e Administrative controls, such as the segregation of patients with pandemic influenza
from those who have other medical conditions

e Use of auxiliary measures such as restricting ill workers and visitors from visiting and
posting of pertinent signage

e Education of staff, patients, and visitors about the transmission and prevention of
influenza

e Placement of symptomatic patients
5.31.7.2 Hand Hygiene

This remains the most important practice to reduce the transmission of influenza and is an
essential element of standard infection prevention and control principals.

Hands should be decontaminated before and after all patient contact, contact with the
patient environment, and removal of protective equipment and cleaning of equipment. If
hands are visibly soiled or contaminated (for example, contaminated with respiratory
secretions), they should be washed with soap and water and dried. When decontaminating
hands using an alcohol hand rub the solution must come into contact with all surfaces of
the hands.

5.31.7.3 Management of Coughing and Sneezing

Patients as well as staff and visitors should be encouraged to minimise potential influenza
transmission through good hygiene measures:-

e Cover nose and mouth with disposable single use tissue when sneezing, coughing,
wiping and blowing the nose.

e Dispose of used tissue into waste bin.

e Wash hands after coughing, sneezing, using tissues, or contact with respiratory
secretions and contaminated objects.

e Keep hands away from eyes and nose.

e Certain patients (elderly, children) may need assistance with containment of respiratory
secretions; those who are immobile/in bed will need a receptacle ready at hand for
immediate disposal of tissues and a supply of both hand wipes and tissues.

¢ Gloves should be worn for contact with blood and body secretions.
5.31.7.4 Personal Protective Equipment (PPE)

PPE should be worn to protect staff from contamination with body fluids and thus reduce
the risk of transmission of pandemic influenza between patients and staff and from one
patient to another. This includes disposable gloves, aprons, eye protection and masks as
appropriate. Care in the correct donning and removal of PPE is essential to avoid
inadvertent contamination.

All contaminated clothing must be removed before leaving a patient care area;
masks/respirators being removed last followed by hand hygiene.

5.31.7.5 Surgical Masks and Respirators
A surgical mask should be worn by healthcare workers for close patient contact (e.g. within
one metre) of known or suspected to be ill with influenza. This will provide a physical
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barrier and minimise contamination of facial mucosa by large droplets, one of the principal
ways influenza is transmitted. They are also appropriate for visitors and relatives and for
the patient during transport. National guidance is that this mask should be changed when
moving between areas where influenza and non-influenza patients are cared for, hourly, or
whenever they become moist.

A disposable respirator providing the highest possible factor available (EN149:2001 FFP3)
should be worn by healthcare staff performing procedures which have the potential to
generate aerosols:-

e Chest physiotherapy.

Staff members carrying out the above procedure must wear eye protection and must be fit
tested to ensure that the respirator is worn correctly. The respirator must seal tightly to the
face or air will enter from the sides. A good fit can only be achieved if the area where the
respirator seals against the skin is clean shaven (beards and stubble may cause leaks).

Surgical Masks and Respirators Should:-

e Cover both the nose and the mouth and not be allowed to dangle around the neck after
use.

e Not be touched once put on.
e Be changed when they become moist.

e Be worn once and discarded into clinical waste and hand hygiene must be performed
after disposal.

A surgical mask should be worn by healthcare workers for close patient contact (eg within
one metre). This will provide a physical barrier and minimise contamination of facial
mucosa by large droplets, one of the principal ways influenza is transmitted.

Please Note:

All masks are hot to wear and can lead to dehydration and cracked lips. It is essential to
provide fluids for staff and consideration should be given in supplying a lip salve.

Patient Masking

Where possible in waiting areas or during transport coughing/sneezing patients should
wear surgical masks to assist in the containment of respiratory secretions and to reduce
environmental contamination. FFP3 mask must not be worn by the patient because the
mask has an unfiltered expiratory valve.

5.31.7.6 Gloves

The use of gloves does not replace a correct and high standard of hand hygiene between
procedures and the standard precaution policy must be followed.

5.31.7.7 Aprons

Plastic aprons must be worn when it is likely that body substance will soil clothing and
during all close patient contact. Plastic aprons afford more protection to uniforms/own
clothes than cloth gowns because they are water repellent and impervious to microbial
contamination and can prevent the re-disposal of micro-organisms from uniforms/clothes
to patients

5.31.7.8 Eye Protection
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The use of eye protection should be considered when there is a risk of contamination of
the eyes by splashes and droplets e.g. blood, body fluids, secretions and excretions
generated through patient care. This should be an individual risk assessment at the time of
providing care. Eye protection should always be worn during aerosol generating
procedures.

Eye protection can be achieved by the use of any of the following:
e Surgical mask with integral visor

e Full face visor

e Polycarbonate safety spectacles or equivalent.

Non disposable eye protection poses a potential cross infection risk, it is important such
items are decontaminated after soiling and when leaving an influenza patient area prior to
performing hand hygiene.

5.31.7.9 Gowns

Gowns are not required for the routine care of patients with influenza however gowns
should be worn if extensive soiling of personal clothes/uniform with respiratory secretions
is anticipated, or there is risk of extensive splashing of blood, body fluids, secretions and
excretions onto the skin of the healthcare worker. Fluid repellent gowns are preferable, but
if non fluid repellent gowns are used a plastic apron should be worn underneath.

Gowns should:
e Fully cover the area to be protected

e Be worn only once and then placed in a waste or laundry receptacle as appropriate, and
hand hygiene performed immediately after removal.

Table 1

PPE for care of patients with pandemic influenza

Entry to the cohorted | Close patient

area but no patient contact (within one FETISIAIA &1 SErost]

generating procedure (1)

contact metre or less)
Required on arrival Reéqtéired ct)n arriva::: Required on arrival and
Hand Hygiene | and departure and departure, an departure, and between
between each patient .
contact each patient contact

Not required unless Use gloves according

Gloves i . to standard Required
cleaning patient areas :
precautions
Disposable -
aprgn or Gown Not required unless Use Disposable apron | Use Gown

cleaning patient areas
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Mask or

Respi Use Surgical Mask Use Surgical Mask Use FFP3 Respirator
espirator
' Make a risk
Not required assessment on a

Eye protection Required

procedure by
procedure basis

(1) Includes chest physiotherapy and nebuliser therapy.

Download the personal protective equipment use poster from connect

5.31.8 Environmental Cleaning and Disinfection

Segregated areas and clinical rooms should be cleaned daily and after patient discharge
at a minimum with detergent and hot water. Cleaning schedules may vary by setting.
Rooms used for aerosol generating procedures should be cleaned after each procedure by
staff wearing gloves and aprons and a surgical mask.

Frequently touched surfaces (e.g. medical equipment, toilet flush handles, and door
knobs) should be cleaned at least twice daily and when known to be contaminated with
secretions, excretions or body fluids. Freshly prepared neutral detergent and hot water
should be used.

Damp rather than dry dusting should be performed to avoid generating dust particles.
During wet cleaning a routine should be adopted that does not redistribute micro-
organisms. This may be accomplished by cleaning less heavily contaminated areas first
and by changing cleaning solutions and cloths frequently. Vacuum cleaners should be
avoided.

Single-use/disposable equipment or equipment dedicated to the segregated area should
be used, including disposable mop heads. Non-disposable equipment should be
decontaminated after use in line with the Decontamination, Cleaning and Disinfection
Management Guidance.

Any spillage or contamination of the environment with secretions, excretions or body fluids
should be treated in line with the Decontamination, Cleaning and Disinfection Management
Guidance.

Domestic staff will be allocated to specific areas and not moved between influenza and
non-influenza areas. They will be trained in the correct methods of wearing PPE and the
precautions to be taken when cleaning segregated areas. Domestic staff should wear
gloves and aprons; in addition a surgical mask should be worn when cleaning in
segregated areas.

5.31.9 Clinical and Non-Clinical Waste
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Household waste bins and clinical waste bins must be emptied more frequently and staff
must use standard precautions.

5.31.10 Linen and laundry

Linen used during the patient care should be managed safely as per standard precautions
and linen should be categorized as ‘used’ or ‘infected’ as per Trust laundry Management
Guidance.

5.31.11 Staff Clothing/Uniforms

The appropriate use of PPE will protect clothing/uniforms from contamination in most
circumstances.

e During a pandemic, healthcare workers should not travel to and from work in their
uniform. (Or clothing if caring for influenza patients)

e Uniforms should be laundered in the hospital facilities

e If no laundry facilities available uniforms/clothing should be transported home in a tied
plastic bag and washed separately from other linen in a load not more than half the
machine’s capacity, in order to ensure adequate rinsing and dilution.

e Staff who do not usually wear a uniform should consider wearing clothing that is easily
washed

5.31.12 Crockery and Utensils
All crockery and cutlery must be washed in the dishwasher
5.31.13 Patient Equipment

Effective cleaning of patient equipment is essential and the Trust Decontamination,
Cleaning and Disinfection Management Guidance should be followed. Where feasible
allocate each patient their own non—critical items of patient equipment or use disposable
items. Clean re-usable equipment between patients.

¢ Gloves should be worn when handling and transporting used patient-care equipment

e Clean heavily soiled equipment with neutral detergent and hot water before removing
from the patient’s room/bedside

e Re-usable equipment (e.g. stethoscopes, patient couch in treatment and consulting
rooms) must be scrupulously decontaminated between each patient; equipment that is
visibly soiled should be cleaned promptly.

e Use of equipment that re-circulates air e.g. fans, should be avoided.
5.31.14 Furnishings

¢ All non-essential furniture, especially soft furnishings, should be removed from the
healthcare facility of the segregated areas.

e The remaining furniture should be easy to clean and should not conceal or retain dirt
and moisture.

e Toys, books, newspapers, and magazines should be removed
5.31.15 Pathological Specimens
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All specimens must be treated as Hazard Group 3, and so labelled with risk of infection
stickers. Pathology request forms should also be labelled with risk of infection stickers.
Samples required for the diagnosis of influenza include throat swabs, respiratory
secretions and serum for antibody tests for further advice contact the Infection Prevention
and Control Team.

5.31.16 Patient Transfer and Transport Procedures

Patients must not be automatically admitted to hospital if they have pandemic influenza.
However, it can be anticipated that some patients who are initially managed in the Trust
healthcare facilities will require acute hospital admission. If transfer is essential, the
infection prevention and control team and Bed Manager at the receiving hospital and the
ambulance staff must be advised in advance. Patients with influenza should only be
admitted or transferred to specialist units (e.g. transplant units, where if influenza is
introduced, mortality is likely to be very high) after detailed consultation with senior staff at
the Unit concerned.

Influenza patients should wear a surgical mask (not an FFP3 respirator) while in transit to
help prevent large droplets being expelled in to the environment. The person transporting
the patient does not need to wear a mask unless the patient is unable to tolerate wearing a
mask. If a patient is unable to wear a mask where possible advise the patient to cover their
nose and mouth with a disposable tissue when coughing or sneezing.

5.31.17 Visitors

During a pandemic, visitors to all areas should be kept to a minimum. On arrival at the
influenza segregated wards all visitors should report to the ward reception. Signage should
be displayed informing visitors of the ward’s current segregated status and procedures that
need to be undertaken prior to entering the ward.

Visitors entering a segregated area must sign the recording sheet and be given
instructions on hand hygiene practice and the wearing of protective clothing as given in
Table 1.

The use of family members and friends to assist in patient care during a pandemic may be
considered if staff shortages are extreme. When visitors become carers they will need to
be further instructed on the use of PPE.

5.31.18 Day Centres
An action plan is available to download from connect
e Should remain open unless the level of staffing is unsafe.

e Symptomatic individuals must not attend and must be excluded for 5 days if an adult
and 7 days if a child, following development of symptoms.

e Carers must be contacted immediately if anyone develops symptoms whilst attending
the centre and must be collected promptly.

e Ensure adequate supplies of liquid soap and paper towels are available.

e Staff should ensure attendees wash hands before meals and keep hand hygiene as a
priority.

¢ Staff should avoid activities that involve physical contact with others e.g. massaging
hands
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e Encourage and educate attendees to cover their mouth and nose when coughing or
sneezing.

e Display flu public health information posters in prominent places.

e Ensure all areas used are thoroughly cleaned with detergent and hot water at the end of
each day.

5.31.19 Inpatients

An action plan is available to download from connect

e Hand hygiene and containment of respiratory secretions are essential.

e Carers should be designated to care for either influenza or non-influenza patients

e Ensure adequate supplies of PPE including aprons and surgical masks are available.
e Staff caring for influenza patients should wear appropriate PPE (see Table 1)

e Ensure adequate supplies of alcohol hand rub are available for hand decontamination or
provide liquid soap and paper towels.

e Used tissues contaminated with respiratory secretions should be disposed of in a
household waste bag and securely tied.

e Encourage patients to cover nose and mouth when coughing or sneezing.

¢ Isolate patients with influenza for at least 5 days following development of symptoms.
¢ Display influenza public health information posters in prominent places for visitors.

e Ensure all areas are thoroughly cleaned with detergent and hot water at least daily.

e Symptomatic visitors must not visit.

e Ensure all visitors wash/decontaminate hands before and after visiting.

e Visitors visiting symptomatic relatives/residents should wear appropriate PPE (see Table
1)

e Day care attendance should be cancelled.

e Residents appointments at the acute hospital should be cancelled unless urgent — The
infection prevention and control team will advise.

5.31.20 Home Visiting Teams

Healthcare workers involved in home visits need to have personal alcohol hand rub/hand
hygiene packs, and know how to use them correctly.

5.31.20.1 Visiting Regular Patients

Because of the possibility of the visiting healthcare worker introducing influenza to the
housebound and vulnerable a risk assessment should be performed before deciding to
visit. When a visit is unavoidable, then a facemask should be to hand in case the person
visited turns out to have symptoms of cough and sneezing. Otherwise, usual infection
prevention and control procedures should be used.

5.31.20.2 Visiting Influenza Patients
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When persons with influenza, or suspected influenza, are to be visited at home, a face
mask should be donned on entering the premises, and other protective equipment such as
gowns and gloves used as necessary according to the procedures being undertaken. On
leaving, all such equipment should then be discarded, and hands washed, using a
personal hand rub dispenser if no wash-hand basin and soap are available. Alcohol rub
can also be used again after finally leaving the premises, when returning to the car.

5.31.21 Staff Health/Deployment

At the commencement of the pandemic, potential non-clinical staff with clinical
gualifications that could provide support to frontline staff should be identified. These staff
could work in Support Worker roles, and will be provided with training in the use of
Personal Protection Equipment.

Staff working with influenza patients should not visit the dining room during breaks and at
lunch time. The ward area will have facilities for refreshments made available to staff, and
staff will be able to order their food from the dining room, and have it delivered to the ward.

Healthcare workers will be at risk of acquiring pandemic influenza through both community
and healthcare-related exposures. Before commencing duty all staff must report any
symptoms of pandemic influenza to their line manager who will advise accordingly.
Similarly if a member of staff develops such symptoms whilst at work he/she must report to
their line manager immediately.

As a general principle all healthcare workers who have symptoms should be excluded
from work. However, in exceptional circumstances where staff shortages are extreme, line
managers may allow symptomatic staff to work. Healthcare workers who feel well enough
to work and are beginning to experience symptoms or are recovering and have residual
symptoms may do so provided they work in parts of the facility segregated for the care of
influenza patients and avoid contact with non-influenza patients and staff who remain well.
This means for example that staff must stay in the segregated patient area of the facility
throughout their shift (including rest periods).

Healthcare workers who are at high risk of complications of pandemic influenza (e.g.
pregnant women, immunocompromised workers) should be considered for alternative
work assignment, away from direct patient care for the duration of the pandemic or until
vaccinated.

Record keeping is essential and employers should track and document staff sickness,
absence and staff assignments, providing sit-reps as requested.

5.31.22 Immune Staff

Some staff may fall ill with influenza early on, yet recover and be fit enough to return to
work with presumed immunity. Diagnostic tests to confirm past infection may become
available. Such staff should be reassigned to work with influenza patients where there
immunity will afford them protection. Whilst there will be no need for them to take added
personal precautions against influenza infection, they will still need to be wary of other
potential infectious diseases and take the standard precautions as the situation requires.
They must also continue to take care to avoid carrying flu from an infected to an uninfected
patient, so there can be no relaxation in hand hygiene standards, for example. The same
will apply to staff that have been successfully vaccinated against the pandemic strain,
when this becomes available.
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5.31.23 Supplies

There are likely to be problems with the supply chain during the pandemic, and
immediately prior to the pandemic, i.e. in WHO periods 4 and 5 when human to human
spread is mounting overseas, it may be impossible to get orders accepted and honoured.
That means there needs to be advance planning for the clinical and non-clinical supplies
needed by the area, at least for the duration of the first pandemic wave. Some of these
supplies will need to be held centrally, with the absence of further guidance, a decision
needs to be made on the amount to be stockpiled for the estimated pandemic needs.

5.31.24 Mortuary Arrangements

If local arrangements are required:

e identify building to be used as temporary mortuary

e rent refrigerated lorry and generator

e identify where it will be sited

e identify personnel who will move the bodies to the temporary mortuaries
e identify vehicles to be used

e identify drivers for a 24 hour service

e ensure shrouds and body bags are accessible to clinical areas

5.31.24 Last Offices

When performing last offices for deceased patients, healthcare workers must follow
Standard infection prevention and control principles; surgical masks should be considered
if there is a risk of splashes of blood and body fluids, secretions (including respiratory
secretions), and excretions onto the facial mucosa.

The body should be fully wrapped in a sheet; a Cadaver (body) bag is not required.

Transfer to the mortuary should occur as soon as possible after death. If the family wishes
to view the body, they may be allowed to do so as per standard infection prevention and
control principles.

5.31.25 Mortuary and Funeral Staff

The mortuary staff or funeral director should be informed that the deceased had pandemic
influenza, special measures may be involved in line with National Guidance. Standard
infection prevention and control principles should be followed; there is no further risk of
droplet spread.

5.32 Notification of Diseases Procedure
5.32.1 Introduction

Notification of infectious diseases is the legal requirement of Registered Medical
Practitioners (RMP) to notify the ‘proper officer’ under the Health Protection (Notification)
Regulations 2010 and The Public Health (Control of Disease) Act, 1984.
http://www.opsi.gov.uk/si/si2010/uksi 20100659 en_1 The Consultant in Communicable
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Disease Control (CCDC) is formally appointed as the proper officer and based with the
local Health Protection Unit at Leeds.

Medical staff members working within Bradford District Care Foundation Trust (BDCFT)
have a statutory duty to notify certain infectious diseases and food poisoning cases to the
proper officer. Notification has to be timely if public health interventions are to be effective
in controlling the further spread of infection or contamination. Notification has the
secondary benefit of providing data for use in the epidemiological surveillance of infection
and contamination. The data can help, for example, in monitoring the effect of existing
interventions (e.g. immunisation), identifying the need for new interventions (e.g. outreach
services for specific groups) and informing the planning of healthcare services.

5.32.2 Reporting Process

The RMP who knows or suspects that a patient is suffering from an infectious disease
should notify the ‘Proper Officer’. The Notification of Diseases form should be completed
by the RMP and returned to the address / secure fax on the form (West Yorkshire Health
Protection Team, Public Health England, Blenheim House, Duncombe Street, Leeds, LS1
4 PL). A copy of the notification form should be filed in the patients notes. All urgently
notifiable diseases (see appendix 2) should be reported by telephone to the call centre
0113 386 0300. (In and out of hours) telephone 0114 304 9843. All urgent telephone
notifications must be followed up with completion of the Notification of Disease form within
3 days.

All parties should have the utmost regard for security of data in compliance with the Data
Protection Act 1998 and (for NHS practitioners) the Caldicott guidelines and the NHS
confidentiality code of practice.

5.32.3 Notification Duties of Registered Medical Practitioners

An RMP must notify the proper officer of the local authority in which they attended a
patient when they have “reasonable grounds for suspecting” that the patient:

e has a notifiable disease as listed in Schedule 1 (see appendix 1)

¢ has an infection (not listed in Schedule 1) which in the view of the RMP presents or
could present a significant harm to human health (other relevant infection)

e is contaminated in a manner which in the view of the RMP presents or could present
significant harm to human health (other relevant infection)

Notifications of infections not included in Schedule 1 and contamination are expected to be
exceptional occurrences. Factors to consider in deciding whether to notify a case of
infection that is not included in Schedule 1 or a case of contamination are:

e The risk of transmission or spread to others
e The potential to cause significant harm to human health

If unsure seek advice from the proper officer, HPU officer or the infection prevention and
control team (IPCT). All cases must be notified if clinically suspected RMPs should not
wait for laboratory confirmation. If an RMP has good reason to believe that another RMP
has already notified the case they are not required to notify. However, prior notification of
the causative agent by a diagnostic laboratory does not remove the RMPs responsibility to
notify a notifable disease or relevant infection. Separate notification systems are in place
for diagnostic laboratories.
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If laboratory test results refute the clinical diagnosis later, the RMP is not required to de-
notify the case. However, they should contact the proper officer if they made an
administrative error in the notification process. When a statutory notification is made, it is
useful to mention the notification in the patient’s records. This will help to avoid duplicate
notifications.

When a patient is referred from one RMP to another, the first RMP who forms a clinical
suspicion that a patient suffers from a notifiable disease or other infectious disease or
contamination that presents, or could present, harm to human health should notify the
case. This is to prevent unnecessary delay in advising or implementing public health
measures.

5.32.4 Notifiable Diseases

The list of notifiable diseases is contained in Schedule 1 to the Notification Regulations
see appendix 1.

5.32.5 Notification of Other Relevant Infections

RMPs are required to notify cases of infection that are not listed in Schedule 1 if they
consider that there is, or could be, a significant harm to human health. These infections
could include new or emerging diseases or other known and/or common infections not
included in Schedule 1.

There are separate mechanisms for notifying and responding to cases of healthcare
associated infections, Human Immunodeficiency Virus (HIV)/sexually transmitted
infections (STIs) and Creutzfeldt Jakob disease (CJD). However a suspected acute case
of infectious hepatitis should be notified even if it is considered to have been acquired
through sexual activity.

5.32.6 New or Emerging Infections

A new or emerging disease may cause a serious public health threat. A new disease may
be identified from its symptoms and epidemiology before it is fully described or the
causative agent identified. The patient’s presentation and available epidemiological
information, such as contact with similar cases, may suggest that the disease is likely to be
transmitted from person to person. If not, there is likely to be a common source of
infection, which may provide clues for basic control measures. The public health impact of
such a disease may be, for example, due to the mode of transmission, the number of
people affected, significant morbidity, high case fatality rates, community disruption due to
sickness absence or severe pressure on health services. An RMP is required to notify
such new or emerging diseases when they suspect there is a risk of significant harm to
human health. If in doubt, the RMP should seek advice from the proper officer, the HPU
officer or IPCT. (Health Protection Legislation (England) Guidance 2010)
http://www.opsi.gov.uk/si/si2010/uksi 20100659 en 1

5.32.7 Known Infections that are not listed as Notifiable

An RMP should notify cases of known infections which are not listed as notifiable if they
believe that in specific circumstances such infections present, or could present a
significant risk to human health.

5.32.8 Notification of Contamination

There is now a requirement for RMPs to notify suspected cases of contamination, which
they believe present, or could present, significant harm to human health. Notification will
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allow control measures to be considered and implemented as appropriate. In deciding
whether there could be significant harm to human health from the contaminated case, the
attending RMP should consider morbidity and mortality already caused, or likely to be
caused, by such contamination and the risk to public health from the spread of the
contamination. If in doubt, the RMP should seek advice from the proper officer or the HPU
officer. It is recommended that the RMP should also contact the proper officer or the local
HPU officer, if they become aware of a possible source of contamination associated with a
suspected case that presents or could present a risk to others — even if there is no risk of
spread of contamination from the case. This will ensure that appropriate investigation and
control measures can take place.

5.32.9 Chemical Contamination

The RMP may become aware of chemical contamination in a person in two ways: if they
see a patient with signs and/or symptoms consistent with exposure to a specific chemical;
or if a patient provides a history of recent exposure to a potentially harmful chemical
substance, with or without signs or symptoms of a disease. If the attending RMP considers
it likely that the contamination carried by the patient presents, or could present, a
significant risk to others, they should notify the case to the proper officer of the local
authority.

5.32.10 Contamination with Radioactive Material

The RMP may become aware of a case of radioactive contamination in two ways: if they
see a patient with signs and/or symptoms consistent with exposure to a radiation; or if a
patient provides a history of recent exposure to radiation, with or without signs or
symptoms of a disease. If the RMP considers there is, or could be, a significant risk to
others from radioactive contamination carried by the patient, they are required to notify the
case to the proper officer of the local authority.

5.32.11 Reporting Clusters of Disease

The Notification Regulations set out requirements only in relation to individual cases.
RMPs should continue to report, on a voluntary basis, suspected outbreaks or clusters of
cases of infection or contamination to the proper officer of the local authority and the local
HPA office, irrespective of the disease being notifiable or not. This reflects good
professional practice.

5.32.12 Notification of Disease in Patients who have Died

An RMP must notify the proper officer of the local authority if they suspect that a patient
they are attending has died with, but not necessarily from, a notifiable disease, or other
relevant infection or relevant contamination. However, notification is not necessary if the
RMP has good reason to believe that it has already been made by another RMP (e.g.
when the patient was still alive).

5.32.13 Infections that have not been included in the list of Notifiable Diseases

There are certain infections that may cause significant harm to human health but which
have not been included in Schedule 1. This is because there are other effective systems in
place to report, monitor and control the risk from such infections and it is unlikely that
notification would reduce the public health impact of such conditions — although in
exceptional circumstances notification of specific cases, as other relevant infections, might
be necessary. These infections include:
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¢ Healthcare associated infections e.g. Meticillin Resistant Staphylococcus aureus
(MRSA), Clostridium difficile and glycopeptides-resistant enterococcal bacteraemia

e HIV and STls: Genitourinary medicine (GUM)/health clinics routinely follow up cases
and take necessary public health actions. Clusters or outbreaks of disease are managed
in collaboration with the HPA. Patient confidentiality is of vital importance in HIV and STI
settings to retain patients’ trust in health services and to encourage access to clinics and
services for information and advice, testing, diagnosis and treatment. However,
notification is required if a patient attending a GUM clinic is diagnosed with acute
infectious hepatitis. This disease is also spread by non-sexual means and so notification
will ensure that contact tracing is undertaken and control measures offered to non-
sexual contacts who could be at risk.

e CJD: Is monitored by the National CJD Surveillance Unit and all suspected cases should
be reported to this unit.

5.32.14 Time Frame for Notifications

Written notification should be received by the proper officer of the local authority within 3
days of the RMP forming clinical suspicion or making a diagnosis of a notifiable disease.

If urgent notification is required this should be carried out orally, usually by telephone as
soon as reasonably practicable and always within 24 hours of clinical suspicion/diagnosis
and followed up with the notification form within three days.

In determining whether a case is urgent or not, factors that should be considered include:

e The nature of the suspected notifiable disease, other relevant infection or contamination
including morbidity, case fatality and epidemiology of the disease

e Ease of spread of the disease/infection, route of transmission e.g. respiratory disease or
potential spread of contamination

e The ways in which the spread of the notifiable disease, other relevant infection or
contamination can be prevented or controlled e.g. immunisation, disinfection, isolation or
prophylactic treatment

e Specific circumstances of the case which might represent particular risks e.g.
occupation, age and sex. These details have a bearing if, for example, a patient is a
healthcare worker, a child attending nursery or a woman of child-bearing age.

5.32.15 Reporting by other Healthcare Professionals

There are no legal requirements for other regulated healthcare professionals, such as
registered nurses, to notify in respect of a patient suspected of having a notifiable disease,
other relevant infection or relevant contamination. Most cases are seen and diagnosed by
an RMP who is responsible for making the notification. If a patient is under the care of an
advanced nurse practitioner or nurse, and they assess or suspect the patient to have a
notifiable disease, other infection or contamination, they have a duty of care to initiate a
referral to an RMP and work collaboratively with other healthcare professionals.

If a nurse believes that the patient may not be seen by an RMP, or there may be a delay in
the patient being seen by the RMP, the nurse may — based on good professional practice
principles — report the case to their local HPA office and seek advice. However, this action
would not be regarded as notification under the requirements of these Regulations. (See
appendix 4)
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6 PROCEDURAL DOCUMENT DEVELOPMENT

See page 2 for details of the development of this document, including authorship,
consultation, approval and ratification. It should be noted that several sections of this
policy document support Trust compliance with the NHS Litigation Authority (NHSLA) Risk
Management Standards 2012/13.

7 EQUALITY IMPACT ASSESSMENT

The Trust has no intent to discriminate and endeavours to develop and implement policies
that meet the diverse needs of our workforce and the people we serve, ensuring that none
are placed at a disadvantage over others. Our philosophy and commitment to care goes
above and beyond our legal duty to enable us to provide high-quality services. Our
Equality Analysis and equality monitoring is a core service improvement tool which
enables the organisation to address the needs of disadvantaged groups. The aim of
Equality analysis is to remove or minimise disadvantages suffered by people because of
their protected characteristics.

An impact assessment has been undertaken to consider the need and assess the impact
of this policy and is evidenced at Appendix B of this template.

8 TRAINING NEEDS ANALYSIS

The Trust is committed to high quality targeted training and effective communication to
support this policy. The Trust recognizes that training capacity can fluctuate and will
depend on resources available. As such based on an assessment of capacity and risk, the
training needs analysis will identify the high priority groups for training. The objective of the
training to implement this policy is to meet training to this group over the time frequency
stated. The focus of Trust monitoring will be on this group over the agreed period or
lifetime of the policy.

Issues relating to capacity to meet training needs for the high priority group will be
escalated by the policy lead to the relevant Director for action to mitigate the risk and
inclusion on the appropriate risk register.

For a detailed account of training numbers, costs and action plan please refer to the
Trust’s Training and Study Leave Policy.

All NHS organisations are required to put infection prevention and control at the heart of
good management and clinical practice and to ensure that appropriate resources are
allocated to ensure effective protection of the public’s health and that of their employee’s.
The Health and Social Care Act 2008, Code of Practice for the NHS on the prevention and
Control of healthcare associated Infections and related guidance reinforces this by making
infection Prevention and Control training a mandatory requirement for all new starters and
a requirement of training programmes for existing staff.

The Infection prevention and control training needs analysis is available on the Trust
intranet and the requirements for individual staff is recorded on the KSF outline or
individual appraisal.

The Trust maintains training records of all staff in employment this is recorded on the
Oracle Training management system as part of the national electronic staff records. The
Trust monitors attendance of infection prevention and control training and identity’s none
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attendees, managers are informed of none attendance. As part of staffs annual appraisal
attendance of training identified in the training needs matrix is monitored.

Attendance of infection prevention and control training is monitored through the Trust
Resources committee quarterly. Where gaps are identified with staff attending and
accessing training highlighted within this strategy. An appropriate action plan is draw up
that detail how these gaps will be closed and the risk reduced, in turn this will be discussed
at the Infection Prevention and Control Committee.

9 CONSULTATION, APPROVAL AND RATIFICATION
PROCESS
9.1 Consultation Process

This policy has to meet statutory requirements, the following groups were consulted during
the development of the policy and procedures.

Stakeholder Level of involvement

Infection Prevention and Control Committee |Consultation and comment

Professional Council Approve

Quality and Safety Committee Ratify

9.2 Procedural Document Approval Process

This policy was provided to the Professional Council for approval and was approved on the
date set out on its front sheet.

9.3 Ratification Process

This policy was provided to the Quality and Safety Committee for ratification and was
ratified on the date set out on its front sheet.

10 REVIEW OF THE PROCEDURAL DOCUMENT

The Infection Prevention and Control Committee will evaluate the effectiveness of the
Infection Prevention and Control Policy and Guidance annually and will revise it every 3
years following its ratification unless new national policy or statutory guidance is issued in
the interim that significantly affects it. It is the duty of Trust staff to ensure that the policy
author is made cognisant of any such changes they become aware of so that the matter
can be dealt with through the policy review process.

11 DISSEMINATION AND IMPLEMENTATION OF THE
PROCEDURAL DOCUMENT

The Infection Prevention and Control Policy and Guidance will be disseminated via the
policies pages on Bradford District Care Foundation Trust’s ‘Connect’. It will also be
communicated to staff by a variety of methods, including:

e Trust’s electronic update communication.

e Central induction, refresher training and road shows.
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12 MONITORING COMPLIANCE AND EFFECTIVENESS
12.1 Surveillance

Surveillance is the key component of an infection prevention and control programme. It
consists of the routine collection of data on infections among patients and staff members.
The analysis and dissemination of results are provided to those who need to know in order
that appropriate action can be taken.

Surveillance aims to produce timely information on infection rates and trends, detect
outbreaks, inform evaluations of and changes in clinical practice, and assist the targeting
of preventative efforts.

Bradford District Care Foundation Trust will undertake the following surveillance as part of
its infection prevention and control programme:

Meticillin resistant Staphylococcus aureus (MRSA) cases

Clostridium difficile cases.

Adherence to Trust Infection prevention and control policies and guidance.

High Impact Intervention observational audits.

The full plan for the year is stated in the annual infection prevention and control
programme.

Infection prevention and control practice will be audited through the infection prevention
and control audit programme as agreed by the Infection Prevention and Control
Committee. Results of the audits will be discussed at the Infection Prevention and Control
Committee, infection prevention and control link worker meetings and service areas
governance meetings. Changes in practice will be implemented as required. Where
relevant action plans will be issued with audit reports and ongoing follow up monitored
monthly by the infection prevention and control team at their team meeting.

Criteria Evidence Method of Frequency of Lead
identified to monitoring, i.e. {monitoring responsible for
indicate how/where will monitoring
compliance with |this be
policy gathered?
Duties Minutes of Reports to IPCC. | Annually Infection
meetings Summary Prevention Lead
Job descriptions mcludeql in the Nurse and
Professional Manager
Reports to Council reports.
mm r
committee/groups Annual report.
Audit reports
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Criteria Evidence Method of Frequency of Lead

identified to monitoring, i.e. |monitoring responsible for
indicate how/where will monitoring
compliance with |this be
policy gathered?
Assurance Annual Reports to IPCC. | Quarterly Infection
framework Programme Summary Prevention Lead
Minutes of included in the Nurse and
meetings Professional Manager

Council reports.

Audit reports
P Annual report.

Training needs |ESR data Reports to IPCC. | Quarterly Infection
analysis Attendance Summary Prevention Lead
registers included in Six I\N/Il;rr?aegzrr]d
Reports to g?ﬂ;hly reports
mmi r .
co ttee/groups Professional
Council

Annual report.
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14 ASSOCIATED DOCUMENTATION

In respect of this policy, specific related Procedural Documents / Trust documents are:
e BDCFT Medical Devices Policy.
e Professional Appearance Policy.
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15 APPENDIX A: COMPLIANCE CHECKLIST

To be completed and attached to any document which guides practice when submitted to
the appropriate committee for consideration and approval.

Title of document being reviewed: MesiNey Comments
Unsure
1. Title
Is the title clear and unambiguous? Y
Is it clear whether the document is a Y
guideline, policy, protocol or standard?
2. | Rationale
Are reasons for development of the Y
document stated?
3. | Development Process
Is the method described in brief? Y
Are people involved in the development Y

identified?

Do you feel a reasonable attempt has been 'Y
made to ensure relevant expertise has
been used?

Is there evidence of consultation with Y
stakeholders and users?

Have the requirements of the following Y
been taken into account where applicable:
Mental Health Act

Mental Capacity Act

Care Programme Approach (CPA)

Guidance

4. Content
Is the objective of the document clear? Y
Is the target population clear and Y

unambiguous?

Are the intended outcomes described? Y
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Title of document being reviewed:

Are the statements clear and
unambiguous?

Evidence Base

Is the type of evidence to support the
document identified explicitly?

Are key references cited?

Are the references cited in full?

Are supporting documents referenced?
Approval

Does the document identify which
committee/group will approve it?

If appropriate have the joint Human
Resources/staff side committee (or
equivalent) approved the document?

Dissemination and Implementation

Is there an outline/plan to identify how this
will be done?

Does the plan include the necessary
training/support to ensure compliance?

Is the Training Needs Analysis completed
Document Control

Does the document identify where it will be
held?

Have archiving arrangements for
superseded documents been addressed?

Process to Monitor Compliance and
Effectiveness

Are there measurable standards or KPlIs to
support the monitoring of compliance with
and effectiveness of the document?
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Title of document being reviewed: VEEINEY Comments
Unsure

Is there a plan to review or audit Y
compliance with the document?

Does the above plan include the minimum 'Y
NHSLA monitoring requirements (if
applicable)

10. |Review Date
Is the review date identified? Y

Is the frequency of review identified? Ifso Y
is it acceptable?

11. Overall Responsibility for the Document
Is it clear who will be responsible for co- Y
ordinating the dissemination,

implementation and review of the
document?

Individual Approval

If you are happy to approve this document, please sign and date it and forward to the chair
of the committee/group where it will receive final approval.

Name Date
Signature
Committee Approval

If the committee is happy to approve this document, please sign and date it and forward
copies to the person with responsibility for disseminating and implementing the document
and the person who is responsible for maintaining the organisation’s database of approved
documents.

Name Date

Signature
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16 APPENDIX B: EQUALITY IMPACT ASSESSMENT

Area Response
Policy Infection Prevention and Control Policy and Guidance
Manager Infection Prevention and Control Lead Nurse and Manager

Directorate

Specialist Services

Date

4™ January 2016

Review date

4™ January 2019

Purpose of Policy

To set out the principals and framework for the management
of infection prevention and control within the Trust to ensure
that all staff clearly understand their roles and
responsibilities in connection with the prevention and control
of infection with the Trust.

Associated frameworks
e.g. national targets NSF’s

Health and Social Care Act (2008) ‘Code of Practice for the
Prevention and Control of Healthcare Associated Infections’

Who does it affect

All staff working for BDCFT

Consultation process
carried out

Infection Prevention and Control Committee

QA Approved by

E&D Team

Equality Impact

Positive

protected
characteristic

Age

Impact
Negative

Rationale for response

Disability

Gender
Reassignment

Race

Religion or
Belief

Pregnancy &
Maternity
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Sex

Sexual

Orientation

Equality Analysis SIGN - OFF

Have any adverse impacts been identified on any equality groups No

which are both highly significant and illegal?

Are you satisfied that the conclusions of the EqlIA Screening are Yes
accurate?

The Trust will publish a summary of the impact analysis carried out to
meet the duty and make this available to the public on the Trust
Internet site.

Completed by Manager Samantha Moorehouse — Infection
Prevention Lead Nurse and Manager

Q A approved E&D Team

Director approved Nicola Lees
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1. Introduction

Revised appraisal arrangements come into force with effect from 1 September 2012. They are set out in the
Education (School Teachers’ Appraisal) (England) Regulations 2012 (the Appraisal Regulations) which
replace the Education (School Teacher Performance Management) (England) Regulations 2006 (the 2006
Regulations).

The Appraisal Regulations retain the key elements of the 2006 Regulations and set out the principles that
apply to teachers where they are employed for one term or more to help managers to deal with lack of
capability.

2. Policy

Appraisal will be a supportive and developmental process designed to ensure that all staff have the skills
and support they need to carry out their role effectively. It will help to ensure that staff are able to continue
to improve their professional practice and to develop in their professional roles.

The local authority is committed to ensuring consistency of treatment and fairness in the operation of
performance management.

Purpose

The local authority can only be fully effective in delivering a service to pupils and the community if it has
well-trained, motivated, committed and competent staff.

In support of these aims this policy and procedure sets out the framework for a clear and consistent
assessment of the overall performance of teachers, including the Headteacher, and the standards expected
of teachers, including support for development within the context of the service plans aims for improving
educational provision and performance.

It also sets out the arrangements that will apply when staff are experiencing difficulties in meeting the
standards that are expected of them.

Where teachers are eligible for pay progression, the recommendation made by the appraiser will be based
upon the assessment of performance throughout the cycle against the performance criteria specified in the
statement.

Application of the policy

This policy applies to the Headteacher, other members of the Leadership Team and teachers, with the
exception of those on contracts of less than one term, those undergoing induction (i.e. NQTs) and those
who are subject to capability procedures.

The Appraisal Period
The appraisal period will run for twelve months, normally from 1 September to 31 August.

Staff employed on a fixed term contract of less than one year will have their performance managed in
accordance with the principles underpinning this policy. The length of the period will be determined by the
duration of their contract.

There is flexibility to have a longer or shorter appraisal period when the staff member begins or ends
employment or change post within the authority. =~ Where a teacher starts their employment part-way
through a cycle, the Headteacher or, in the case where the employee is the head teacher, the Principal
Officer shall determine the length of the first cycle for that teacher, with a view to bringing his/her cycle into





line with the cycle for other teachers as soon as possible. The appropriate manager will inform the staff
member of the arrangement where this applies.

Appointing Appraisers

The role of the Appraiser will involve the managing of all aspects of the Appraisal Cycle for the members of
staff for which they are responsible. This will include, where appropriate, pay progression
recommendations being made to the relevant manager.

As part of their role, the Appraiser will complete a planning statement for each member of staff at the start
of the appraisal review period. A Service should create planning statements to include the following
information;

1. The number of formal lesson observations to take place within the appraisal cycle.
The duration of the formal lesson observations to take place within the appraisal cycle.
The person that will act as the member of staff's appraiser during the appraisal cycle.
The focus of the observations over the appraisal cycle.

When the observations will take place during the appraisal cycle.

The objectives which the member of staff will work towards achieving over the appraisal period.

N o a bk owebd

The support/training that will be in place over the appraisal cycle for the member of staff to help them to
develop and achieve their objectives.

For Headteachers
The task of appraising the Headteacher, including the setting of objectives, will be conducted by the
Principal Officer.

The process of appraising the Headteacher will be supported by a suitably skilled and/or experienced
external adviser who has been appointed by the Principal Officer for that purpose.

For Teachers

All appraisers of teachers, other than those appraising Headteachers, will be teachers who have qualified
teacher status, will be suitably trained and, preferably, will have current or recent teaching experience. The
Headteacher will appraise members of the school’'s Leadership Team and will decide who will appraise
other teachers and staff.

Where a staff member has an objection to the Headteacher’s choice, their concerns will be carefully
considered by the Headteacher and, where both possible and appropriate, an alternative appraiser will be
offered.

Where it becomes apparent that the appraiser appointed by the Headteacher will be absent for the majority
of the appraisal cycle, the Headteacher may perform those duties her/himself or delegate those duties to
another teacher for the duration of that absence.

For staff experiencing difficulties

Where a staff member is experiencing difficulties and the Headteacher is not the appraiser, the
Headteacher may undertake the role of appraiser or delegate this role to a Deputy Headteacher. (See also
section on Staff Experiencing Difficulties).

Setting Objectives

The Headteacher’s objectives will be set by a Principal Officer after consultation with the Headteacher and
the external adviser.

Objectives for each member of staff will be set before, or as soon as practicable after, the start of each
appraisal period and, unless there are exceptional circumstances (e.g. maternity/paternity leave or sickness
absence), no later than the end of October.





The objectives set for each member of staff will be appropriate to the staff member’'s role and level of
experience and will be:

e Specific

Measurable

Achievable

Realistic, and

Time-bound

The appraiser and the staff member will seek to agree the objectives but, if that is not possible, the
appraiser will determine the objectives. Objectives may be revised if circumstances change. Should the
objectives not be agreed, the final decision on allocation of objectives rests with the Headteacher.

The objectives set for each staff member, including the Headteacher, will contribute to the efficient
management of the Service, plans for improving the educational provision and performance and improving
the education of pupils if achieved. This will be ensured by quality assuring all objectives against the
service’s improvement plan and its organisational needs.

Well designed objectives should also take into account the professional aspirations of the staff member and
will have regard to the time available to fulfil the objectives, his/her well-being and work-life balance.

The agreed objectives will contain a description of what success may look like. Where use of numerical
targets is appropriate, these will be reasonable within the circumstances in which the staff member works
and it will recognise that factors outside the staff member’s control may significantly affect success.

Setting too many objectives, or for example using sub-targets, can lead to staff experiencing unreasonable
workload and pressure, making the objectives more difficult to achieve. Therefore, other than in
exceptional circumstances, no staff member will normally be given more than three objectives but the
number of targets may vary between staff members taking account of the difficulty and/or complexity the
targets set.

The appraiser will take into account the effects of an individual’s circumstances, including any disability,
when agreeing objectives. For example, this might include a reasonable adjustment to allow an individual
slightly longer to complete a task than might otherwise be the case. When staff return from a period of
extended absence, objectives may be adjusted to allow them to readjust to their working environment.

The performance management cycle is annual, but on occasions it may be appropriate to set objectives
that will cover a period over more than one cycle. In such cases, the basis on which the progress being
made towards meeting the performance criteria for the objective will be assessed at the end of the first
cycle and will be recorded in the planning and review statement at the beginning of the cycle.

Before, or as soon as practicable after, the start of each appraisal period, each staff member will be
informed of the standards against which performance in that appraisal period will be assessed. Teachers
will be assessed against the appropriate set of standards contained in the document “Teachers’ Standards”
published in July 2011. During the appraisal period, assessment against the Teachers’ Standards will start
from the premise that all teachers are meeting the Teachers’ Standards and they will be assessed as
meeting the standards unless clear, compelling evidence to the contrary is provided. The Headteacher or
Principal Officer (as appropriate) will need to consider whether certain teachers should be assessed against
other sets of standards published by the Secretary of State or any other relevant body, which may include
the overarching professional standards for teachers in the lifelong learning sector, held by the Learning and
Skills Improvement Service for QTLS holders.

Moderation

The Service will operate a system of moderation to ensure that all appraisers are working to the same
standards. The Headteacher will be responsible for ensuring that targets are moderated across the Service
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to ensure that they are consistent between staff with similar experience and levels of responsibility.
Additionally, the Headteacher will ensure that all appraisal processes comply with the local authority’s
performance management policy, the relevant regulations and the requirements of equality legislation.

All appraisers will be provided with training to enable them to discharge all aspects of their role
appropriately and effectively, including the conduct of performance management reviews, objective setting,
classroom observation, and providing quality feedback to appraisees.

The local authority will review the quality assurance processes when the performance policy is reviewed.
Reviewing Performance

Performance will be reviewed on an on-going basis, evaluating information from a range of sources and not
just the appraisal meetings.

Observation

For teachers and other staff working with children, the local authority believes that observation of classroom
practice and other associated responsibilities is important both as a way of assessing performance in order
to identify any particular strengths and areas for development they may have and also to gain useful
information which can inform Service improvement more generally. All observations will be carried out in a
supportive fashion. (See Lesson Observation Protocol Appendix 7 and Learning Walks — Good Practice
Appendix 9)

In the authority teachers’ performance will be observed on an appropriate and reasonable number of
occasions but the amount and type of classroom observation will depend on the individual circumstances of
the teacher and the overall needs of the Service. Observations should not normally exceed 3 hours per
academic year. Classroom observation will be carried out by those with QTS. In addition to formal
observation, Headteachers or other leaders with responsibility for teaching standards may “drop in” in order
to evaluate the standards of teaching and to check that high standards of professional performance are
established and maintained. The length and frequency of “drop in” or other observations, and the notice to
be given, may vary depending on specific circumstances but will be in accordance with the authorities’
classroom observation and drop-in policy.

In the observation process, account will be taken of any particular factors which might affect performance
on that day.

Teachers (including the Headteacher) and other staff who have responsibilities outside the classroom
should also expect to have their performance of those responsibilities observed and assessed.

Training and Support

Appraisal is a supportive process which will be used to inform continuing professional development. All staff
will be encouraged to learn and develop so that they can perform their roles to a high standard and the
appraisal process will play an important part in this process. The local authority wishes to encourage a
culture in which all teachers take responsibility for improving their practise through appropriate professional
development, such as peer observation.

The Service’s CPD programme will be informed by the training and development needs identified as part of
the appraisal process. The local authority will ensure in the budget planning that, as far as possible,
resources are made available within Services for appropriate training, and support agreed for appraisees,
whilst maintaining access on an equitable basis.

With regard to the provision of CPD, in the case of competing demands on the budget, a decision on
relative priority will be taken with regard to the extent to which:

« the training and support will help the Service/authority to achieve its priorities; and

. the CPD identified is essential for an appraisee to meet their objectives.





Account will be taken in a review meeting of where it has not been possible for staff members to fully meet
their performance criteria because the support recorded in the planning statement has not been provided.

Professional development will be linked to Service/authority improvement priorities and to the ongoing
professional development needs and priorities of individual teachers.

Feedback during the Appraisal Year

Teachers will receive feedback on their performance throughout the year and as soon as practicable after
observations have taken place or other evidence has come to light. Where matters require discussion with
the staff member, there is no reason why this must wait until the next appraisal review meeting. The
feedback will be constructive and will highlight particular areas of strength as well as any areas that need
attention and what needs to be done to develop areas of weakness.

Annual Assessment

Each teacher's performance will be formally assessed in respect of each appraisal period and, in the case
of assessing the performance of the Headteacher, the Principal Officer must consult the external adviser.

This assessment is the end point to the annual appraisal process, but performance and development
priorities will be reviewed and addressed on a regular basis throughout the year in interim meetings as and
when necessary, but does not preclude the need for ongoing dialogue with members of staff throughout the
year.

The teacher will receive a written appraisal report as soon as practicable following the end of each
appraisal period, and have the opportunity to comment in writing on it. These report will be issued by 31
October (31 December for the Headteacher), or by the end of the term in which the annual assessment was
completed. The appraisal report will be drawn up in discussion with both the appraiser and appraisee and
will include:

details of the teacher’s objectives for the appraisal period in question;
an assessment of the teacher’s performance of their role and responsibilities against their objectives, in
the context of the relevant standards;

¢ an assessment of the teacher’s training and development needs and identification of any action that
should be taken to address them;

e arecommendation on pay

Note:

To move up the main pay range, teachers will need to show that they have been judged as having a
successful performance appraisal. This will include competency in the Teachers’ Standards and good
progress towards set objectives.

The local authority may exercise its discretion and award enhanced pay progression for exceptional
performance. The authority may also decide not to award pay progression where the performance appraisal
is considered unsuccessful.

Any concerns raised about performance, must have been shared with the teacher as part of the appraisal
cycle and not been sufficiently addressed in order for this determination to be made. However, if the
reasons for this are beyond the control of the teacher, or there have been extenuating circumstances, the
authority has the discretion to aware an increment if they so wish.

Pay recommendations need to be made by31 October for teachers and by 31 December for Headteachers.

The assessment of performance and of training and development needs will inform the planning process for
the following appraisal period.

Appeals

Staff will have the right to comment on the appraisal report and through discussion the need to appeal may
be avoided.





Appraisees have a right of appeal against any of the entries in the written appraisal report. The first line of
appeal will be by making representations at a meeting with the appraiser or the Principal Officer in the case
of the Headteacher. If the matter is still unresolved after this stage the matter will be heard by a Principal
Officer using the grievance procedures.

Where pay progression has not been recommended the teacher/Headteacher will be informed, along with
their right of appeal. In an appeal the teacher may be assisted by a companion who may be a colleague, a
trade union official or a trade union representative. Appeals on matters relating to pay progression will be
dealt with under the procedure set out in the Teacher Pay Policy (for Centrally Employed Teachers).

Confidentiality

The whole performance management process and the statements generated under it will be treated with
strict confidentiality at all times. Only the appraisee’s line manager will be provided with access to the
appraisee’s plan recorded in his/her statement, upon request, where this is necessary to enable the line
manager to discharge line management responsibilities. Appraisees will be told who has requested and
who has been granted access.

Retention of Statements

Performance management planning and review statements will be retained for a minimum period of six
years.





3. Staff experiencing difficulties during the appraisal cycle

The approach taken with the appraisal cycle is to encourage staff to develop their skills and expertise.
Whilst it is perfectly normal for progress through the appraisal cycle to be monitored and additional support
provided where necessary, occasionally a staff member may be identified as having particular difficulties in
achieving a satisfactory standard of performance.

Meeting to discuss difficulties and additional support

If an appraiser identifies through the appraisal process that the staff member is experiencing difficulties in
reaching the expected standard of performance, and that the use of capability procedures could be
necessary if the situation is not rectified, a meeting will be arranged to discuss the situation (see draft invite
letter, Appendix 2). Concerns may arise through appraisal monitoring, observations of performance or via
other sources of information (for example parental complaints).

At least 5 working days’ notice of the meeting will be given and the teacher will be informed that he/she has
the right to be assisted by a representative of an independent trade union or workplace colleague at the
meeting.

The meeting will be conducted by the appraiser, the Headteacher, or a member of the leadership team.

The purpose of the meeting will be to:
¢ give clear feedback about the nature and seriousness of the concerns;
¢ give the opportunity to comment and discuss the concerns;

(See Appendix 8 for the meeting running order.)

Possible outcomes of this discussion

e itis agreed that the concerns do not merit special support over and above the normal arrangements for
all staff and that normal appraisal arrangements should continue, or

e itis decided that special support under an Action Plan would be beneficial, and

¢ in all cases the staff member will be advised that the authorities’ Teacher Capability Procedure (for
Centrally Employed Teachers) may be used if under-performance continues and that the aim was to
avoid such an eventuality.

Preparing the Action Plan

o discuss targets for improvement;

e agree a Action Plan (Appendix 6) in consultation with the teacher, which includes any possible forms of
support (e.g. coaching, training, in-class or on the job support, mentoring, structured observations,
opportunities to observe outstanding practitioners and discussions with outside experts) that will be
provided to help address those specific concerns;

¢ make clear how, and by when, the appraiser will review progress and set dates for Review Meetings
(see Appraisal process flowchart, Appendix 1);

e consider whether it is appropriate to revise objectives;

¢ provide sufficient time for improvement which reflects the seriousness of the concerns;
¢ explain the implications and process if no, or insufficient, improvement is made, including the possible
use of capability procedures;

e where it is apparent that a teacher’s personal circumstances or health are contributing to their difficulties,
appropriate support including access to occupational health, will be offered as soon as possible, without
waiting for the formal annual assessment.





¢ set a date for a final review meeting which reflects the time allowed for improvement and advise that
the outcome of this meeting could result in:
- no ongoing concern where the teacher has sufficiently improved performance
- continued support where good progress towards improvement is being made
- the use of capability procedures where progress is insufficient

The outcome of the meeting will be confirmed in writing (Appendix 3), including details of the Action Plan,
the expected standards of performance and the timescale for improvement.

When dealing with a teacher experiencing difficulties, the objective is to provide support and guidance
through the appraisal process in such a way that performance improves and the problem is resolved and
the use of capability procedures becomes unnecessary.

The teacher also has a responsibility to engage with the support programme and to discuss with the
appropriate manager any other actions/support that they deem may be of assistance.

If sufficient progress is made such that the teacher is performing at a level that indicates there is no longer
a possibility of capability procedures being invoked, then he/she will be informed of this at a formal meeting
with the appraiser or Headteacher and confirmed in writing. Following this meeting the appraisal process
will continue as normal.

Where concerns about the teacher’s progress persist, he/she will continue to be monitored as part of the
appraisal process and a reasonable time given for their performance to improve. The amount of time
allowed for improvement will depend upon the circumstances with appropriate support as agreed in the
Action Plan with the aim of improving performance. During this monitoring period, the teacher will be given
regular feedback on progress and arrangements will be made to modify the support programme if
appropriate.

Note:

A decision not to award a pay increment should not be made unless concerns about standards of
performance have been raised in writing and discussed with the teacher as part of the normal appraisal
cycle and also where the concerns raised have not been sufficiently addressed through appropriate support
provided by the Service..

Action Plan Review meeting

At the agreed time at the Difficulties meeting, a meeting will be convened to review the Action Plan and
progress (Appendices 4 - Invite for an Action Plan Review Meeting).

Possible outcomes of this discussion

o itis agreed that the concerns no longer merit special support over and above the normal arrangements
for all staff and that normal appraisal arrangements should be resurrected

e it is decided that some improvement has been made but that further improvement is required as a result
of which the review meeting will be extended and a further review date set.

¢ itis decided that insufficient improvement has been made and the matter be referred to a Transition
Meeting (under the Teachers Appraisal Policy).

The outcome of the meeting will be confirmed in writing (Appendix 5).

4. General Principles Underlying This Policy
Consistency of Treatment and Fairness

The local authority is committed to ensuring consistency of treatment and fairness and will abide by all
relevant equality legislation.
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Sickness

If long term sickness absence appears to have been triggered by the commencement of the appraisal
monitoring or a formal capability procedure, the case will be dealt with in accordance with the authorities
Sickness Absence Management Procedure and will normally be referred to the Occupational Health service
to assess the teacher’s health and fitness for continued employment and the appropriateness or otherwise
of continuing with monitoring or formal procedures. In some cases it may be appropriate for formal
procedures to continue during a period of sickness absence. However, the views of the occupational health
physician will always be taken into account before a decision is reached.

Grievances

Where a teacher raises a grievance during the appraisal process, the process may be temporarily
suspended in order to deal with the grievance.

Confidentiality & Professional Relationships

The appraisal processes will be treated with confidentiality. Only the appraiser's line manager will be
provided with access to the appraisee’s plan recorded in his/her statements. This will be done upon
request and only where this is necessary to enable the line manager to discharge his/her line management
responsibilities. Appraisees will be consulted on access requests to statements in the context of this policy.

The process of gathering evidence for performance review will not compromise normal professional
relationships between staff. The Authority recognises that the appraiser will consult with, and seek to
secure agreement of, the appraisee before seeking information from other colleagues about his/her work.

However, the desire for confidentiality does not override the need for the Headteacher and Principal Officer
to quality-assure the operation and effectiveness of the appraisal system. The Headteacher or appropriate
colleague might, for example, review all teachers’ objectives and written appraisal records personally — to
check consistency of approach and expectation between different appraisers. The Headteacher might also
wish to be aware of any pay recommendations that have been made.

Monitoring and Evaluation

The Headteacher will monitor the operation and effectiveness of the appraisal arrangements, including the
impact on:

o Age

e Being or becoming a transsexual person

¢ Being married or in a civil partnership

e Being pregnant or having a child

o Disability

¢ Race including colour, nationality, ethnic or national origin
¢ Religion, belief or lack of religion/belief

e Sex

¢ Sexual orientation

Retention

All written appraisal records will be retained in a secure place for six years and then destroyed.
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Appendix 1: Appraisal Process Flowchart

Appraisal
Optional Yes Difficulties
Review 1 Meeting
No
Action
Plan
Yes
No
v
Optional Yes Difficulties
Review 2 Meeting
No
Action
Plan
Yes
No
v
Optional Yes Difficulties
Review 3 Meeting
No
Action
Plan
Yes
No
?
v Y —
Capability
Procedures
Next Year

12

Transition
Meeting






Appendix 2: Difficulties meeting invite letter

DATE
Dear NAME
Difficulties Meeting

I am writing to request your attendance at a meeting to discuss management concerns in relation to your
ability to perform to a professionally acceptable standard.

The areas of concern that will be discussed relate to:

1.(e.g. your ability to maintain control of a class)
2.(e.g. your long-term planning)

3.

4.

This meeting is intended to clarify the concerns and to provide you with an opportunity to respond, and to
consider any further appropriate action, if necessary, to support and assist you to reach a professionally
acceptable standard of performance.

The meeting will be held on DATE at TIME at VENUE. NAME (HR) will be present at the meeting and you
have the right to be accompanied by a Trade Union representative or a work colleague. | would be
appreciative if you could inform me prior to the meeting if you intend to be accompanied to allow
appropriate housekeeping arrangements to be made.

Please note, it is your responsibility to arrange accompaniment. If for any reason your chosen companion is
unable to attend, statutory provisions require that you must propose an alternative date which must be
within 5 working days of the original hearing date. The 5 working days begin with the day after the original
hearing date. If your chosen companion cannot be available within that time, it is your responsibility to
choose another companion who will be available or attend the hearing unaccompanied.

| also enclose a copy of the Teacher Appraisal Policy (for Centrally Employed Teachers).

Yours sincerely

NAME
Head Teacher/Line Manager/Appraiser

Enc  Appraisal Policy

Cc Human Resources
Trade Union
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Appendix 3: Difficulties meeting outcome letter

DATE
Dear NAME
Outcome Difficulties Meeting

| write to confirm the outcome of the Difficulties Meeting held on DATE. You were accompanied by NAME
(Trade Union) and NAME (HR) was also in attendance.

We discussed the following areas of concern:

INSERT DETAILS

We agreed that you will receive the following support:

INSERT DETAILS

The support action plan (which is enclosed with this letter) will be effective immediately and will be in place
for a period of INSERT weeks. It will be reviewed on DATE (with an interim review on DATE). It is intended
that this period of support will help to improve your practice and enable you to work at a professionally
acceptable standard.

Yours sincerely,

NAME

Head Teacher/Line Manager/Appraiser

Enc  Support Action Plan

Cc Human Resources
Trade Union
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Appendix 4: Action Plan review meeting invite letter

DATE
Dear NAME
Action Plan Review Meeting

Following the Difficulties Meeting held on DATE, | am writing to request your attendance at the Action Plan
Review Meeting.

The purpose of the meeting is to review your performance since the Difficulties Meeting and in light of the
Support Action Plan which has been in place.

The meeting will be held on DATE at TIME at VENUE. NAME (HR) will be present at the meeting and you
have the right to be accompanied by a Trade Union representative or a work colleague. | would be
appreciative if you could inform me prior to the meeting if you intend to be accompanied to allow
appropriate housekeeping arrangements to be made.

Yours sincerely

NAME
Head Teacher/Line Manager/Appraiser

Cc Human Resources
Trade Union
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Appendix 5: Action Plan review meeting outcome letter

DATE
Dear NAME
Outcome - Action Plan Review Meeting

| write to confirm the outcome of the Action Plan Review Meeting held on DATE. You were accompanied by
NAME and NAME (HR) was also in attendance.

We reviewed the areas of concern and the support measures which have been put in place.
INSERT DETAILS

Unfortunately, you have not made satisfactory progress and your performance remains a cause for
concern. | am therefore notifying you that the Appraisal system will no longer apply and your performance
will be managed under the Teachers Capability Procedure (for Centrally Employed Teachers). You will be
invited to a Stage 1 (Transition) Meeting in due course.

OR

| am pleased that you have made satisfactory progress and your performance no longer remains a cause
for concern. The appraisal process will continue as normal, with any issues to be addressed though that
process.

Yours sincerely

NAME
Head Teacher/Line Manager/Appraiser

Cc Human Resources
Trade Union
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Appendix 6: Acton Support Plan

Name:

Review Period:

Areas of Concern

Success Criteria

Monitoring / support
arrangements (incl dates)

Outcome
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Appendix 7: Lesson observation protocol

Introduction

The local authority is committed to ensuring that classroom observation is developmental and supportive
and that those involved in the process will:

Carry out the role with professionalism, integrity and courtesy

Evaluate objectively

Report accurately and fairly

Respect the confidentiality of the information gained, and;

Seek to reach agreement in advance on how classroom observations are to be carried out.

Teachers’ performance will be observed on an appropriate and reasonable number of occasions but the
amount and type of classroom observation will depend on the individual circumstances of the teacher and
the overall needs of the Service. This will be specified as part of the teacher’s planning statement at the
start of the appraisal cycle.

Preparing for and Implementing Lesson Observations

In keeping with the Council’'s commitment to supportive and developmental classroom observation the
Headteacher will;

¢ Consult teachers on the pattern of classroom observation which they can expect annually. This will
include the amount of observation, specify its primary purpose and any particular aspects of the
teachers performance which will be assessed

e Ensure that there is a reasonable amount of time between classroom observations, irrespective of the
purpose of the observations

o Ensure that observations should not normally exceed 3 hours per academic year, for example one
formal observation per term.

e Ensure that classroom observation will be carried out by those with QTS. In addition, classroom
observation will only be undertaken by those who have had adequate preparation and the appropriate
professional skills to undertake observation and to provide constructive oral and written feedback and
support, in the context of professional dialogue between colleagues.

¢ In addition to formal observation, Headteachers or other leaders with responsibility for teaching
standards may “drop in” in order to evaluate the standards of teaching and to check that high standards
of professional performance are established and maintained. The length and frequency of “drop in” or
other observations, and the notice to be given, may vary depending on specific circumstances.

o In the observation process, account will be taken of any particular factors which might affect
performance on that day.

e Teachers (including the Headteacher) and other staff who have responsibilities outside the classroom
should also expect to have their performance of those responsibilities observed and assessed.

Where evidence emerges about the reviewee’s teaching performance which gives rise to concern during
the cycle, classroom observations may be arranged in addition to those that may have been recorded at the
beginning of the cycle, subject to a Difficulties meeting taking place in line with the Teachers Appraisal
Procedure (for Centrally Employed Teachers).

Information gathered during the observation will be used, as appropriate, for a variety of purposes including
to inform self evaluation and improvement strategies in accordance with the authorities commitment to
streamlining data collection and minimising bureaucracy and workload burdens on staff.

Following a Lesson Observation
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¢ Oral feedback will be given as soon as possible after the observation and no later than the end of the
following working day. It will be given during directed time.

o Written feedback will be provided within 5 working days of the observation taking place. If issues
emerge from an observation that were not part of the focus of the observation as recorded, these should
also be covered in the written feedback and the appropriate action taken. The written feedback also
includes the date on which the observation took place, the lesson observed and the length of the
observation. The teacher has the right to append written comments of the feedback document. No
written notes in addition to the feedback will be kept.

Observations outside the Appraisal Cycle for Teachers — “Drop In’s”

A Head teacher has a duty to evaluate the standards of teaching and learning and to ensure that proper
standards of professional performance are established and maintained.

There will be other occasions in the school year when those with leadership responsibilities are present in
lessons. The principal objective of these visits is to enable leaders to understand for themselves what is
going on in classrooms and to identify any ways in which either the curriculum or everyday support
procedures can be improved.

As these are not formal lesson observations, no written feedback will be given, and therefore no evidence
from them will be used to inform performance review.

If any aspect of classroom practice seen during leadership visits gives cause for concern, the teacher will
be informed so that, if necessary, further investigation may be undertaken or additional lesson observations
arranged.

Classroom observation and formal capability procedures

For teachers on a formal capability procedure, an important part of the support offered to the teacher will be
a clearly defined amount of classroom observation with structured oral and written feedback. The amount
of classroom observation will be discussed with the teacher and their trade union representative who is
supporting and advising them in the formal process.
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Appendix 8: Meetings and Appeals Running Order

The Chair is in control of the procedure.

The Chair may question either side and any witnesses called at any time. If new evidence is brought out
both sides will have an opportunity to comment.

The sequence listed below enables both sides to present their evidence fairly and fully. It is:

1.

The Chair shall introduce those present, explain the procedure to be used and ensure that it is
agreed by the employee and/or his/her representative.

2. The management representative shall present his/her case and may call witnesses to clarify
evidence.

3. The employee and/or his/her representative may question the management representative and any
witnesses he/she has called.

4, The employee and/or his/her representative shall present his/her case and may call witnesses to
clarify evidence.

5. The management representative may question the employee and any witnesses he/she has called.

7. The management representative shall be given an opportunity to sum up his/her case.

8. The employee and/or his/her representative shall be given an opportunity to sum up his/her case.

9. The Chair shall ask both parties to leave while the decision is made only recalling the two parties to
clear points of uncertainty in evidence already given. If recall is necessary both parties will return not
withstanding only one is concerned with the point giving rise to doubt. The advice of a Human
Resources Adviser and/or a Legal Officer during their deliberation on points of law and procedure.

The Decision

The Chair shall recall the two sides and give the decision. He/she shall explain the reasons for the decision.
Alternatively, he/she may inform the employee that the decision will be made known to him/her later. The
Chair shall explain that the decision and reasons shall be confirmed in writing.
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Appendix 9: Learning Walks Good Practice Guidelines

Learning walks are a way of sharing good practice and supporting the development of teaching on a
particular topic or of measuring the impact of CPD. The “walkers” might include teachers from a particular
key stage or specialism, senior managers or staff from other Services. The focus of a learning walk is
always supposed to be positive and developmental and is not part of the performance management system
unless it has been agreed in advance.

The purpose of a learning walk:

The purpose of the walk should be linked with Service improvement priorities and/or development
opportunities within the Service or authority.

In the main, learning walks are used to focus on specific aspect of teaching and learning and
complement other information gathering processes.

Within normal improvement cycles it is often necessary for management teams to be able to judge the
effectiveness of INSET, curriculum innovations or developments in teaching and learning styles, this
can often be done through the use of a short ‘focused stop’ in each teaching area.

Whilst learning walks can be conducted by one individual, there is often great value in two professionals
discussing the evidence that they can provide.

Additionally, it could be considered good practice to ensure that aspiring leaders and other senior
leaders have the opportunity to develop their skills alongside a more experienced colleague.

Leaders should be sensitive to the number of occasions when more than one person conducts a
learning walk and the number of occasions learning walks occur.

Ideally, they should be built in to the improvement cycles at the annual planning stage or developed as
a result of a specific service issue coming to light.

Wherever possible, all staff should be involved in the design and planning of a learning walk. Due to the
short time spent in classrooms it is not practical or reasonable to use grades to describe what is
occurring in each teaching area; however simple agreed evidence lists of ‘what is seen’ and short
commentary boxes are more appropriate to help build an overall picture of developments in the Service.

Protocols to follow (qood practice):

1.

14.

The purpose of the walk is derived from service improvement priorities

Learning walks, wherever possible, should be planned annually in to the agreed monitoring cycle of the
service improvement plan

Over the course of a year, staff should experience, on average, no more than one learning walk each
half term

The purpose, focus and recording methods of the walk should be discussed at a staff meeting prior to it
occurring

Staff should be aware of the lesson period when the learning walk is occurring

The person(s) conducting the learning walk should stay an equal amount of time in each teaching area
The length of time in each teaching area should be approximately five minutes (but should not exceed
ten minutes)

The learning walk should not disrupt the natural flow of the lesson

Learning walks should include no more than two individuals in a classroom at any one time 10.

. The staff should not be drawn away from their work to talk with the observer(s)
. Staff should not prepare additional material (e.g. planning) beyond that which is normally used
. The walk should not impinge on PPA time or dedicated management time and should not lead to

changes to the timetable which could adversely affect learning (e.g. pupils missing a swimming session
due to a literacy learning walk)

. The planned curriculum (i.e. the learning pedagogy) should not be adjusted to accommodate the needs

of the learning walk
Recording forms use simple agreed evidence lists and commentary in each learning area (rather than
grades) to create an overall picture of school development

What a learning walk is not:
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A replacement for planned lesson observations

A sole indicator for teaching or learning quality

An indicator of any individual’s teaching performance

Part of a teacher's performance management unless this has been agreed during the initial review
session

Outcomes of a learning walk:

= A learning walk is part of the jigsaw of information and evidence collected by the management team to
verify school self-evaluation and to inform future school development

= Feedback to all staff should be designed to be a positive experience focusing on what is good

= The outcomes should be shared at a whole school level highlighting effective practices as a model for
others

= Development issues which relate to individual teaching areas should not be specifically identified in any
feedback but should be used to inform further support and CPD if necessary

= Used effectively, a series of well defined, highly focused learning walks can build a very accurate
picture of service performance
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1. Executive Summary

1.1

1.2

1.3

1.4

1.5

1.6

1.7

1.8

This policy explains how Bradford Council defines and handles complaints.
It sets out how the Council distinguishes complaints from service requests
and other forms of contact, decides the correct corporate, statutory or
regulatory route. It also explains how complaints are handled fairly and
proportionately and how they are concluded through reasoned outcomes
remedies and appropriate signposting.

This policy reflects the principles of the Local Government and Social Care
Ombudsman Complaint Handling Code, the Housing Ombudsman
Complaint Handling Code and the Council's obligations under relevant
legislation, statutory guidance and regulatory requirements, including data
protection law.

This policy includes separate sections for corporate complaints, Adult Social
Care complaints, housing complaints and data protection complaints.
These routes sit within one overall policy, but they do not all follow the same
process.

Where a statutory or regulatory process applies, that process takes
precedence over the corporate complaints process.

The Council will determine how matters are classified on which route
applies, taking account of the content of the contact, the context in which it
is made and the outcome being sought. The Council will explain that
decision to the complainant.

The Council closely monitors complaint handling performance through
regular reporting and oversight arrangements. This includes compliance
with statutory, regulatory and internal timescales.

The Council publishes annual performance information and uses
Ombudsman findings to support learning and improvement.

The Council uses insights from complaints to inform service improvement.
This may include corrective action, staff training, improved communication,
revised procedures and updates to relevant policies, templates, guidance
and online information.

2. Purpose of this Policy

2.1

This policy sets out how Bradford Council defines, accepts, handles and
concludes complaints about its services. It explains:
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» when the Council’s complaints process applles

» how complaints are distinguished from service requests and other
expressions of dissatisfaction

» the scope and limitations of the complaints process

» how complainants may approach the appropriate ombudsman or
regulator

This policy provides the Council's overall framework for complaint handling.
Service-specific arrangements may apply where appropriate, provided they
remain consistent with this policy and with any relevant statutory or
regulatory requirements.

3. When this Policy Applies

3.1

3.2

3.3

3.4

3.5

This policy applies to complaints about:

» services delivered directly by Bradford Council; or
» services delivered on the Council’s behalf by commissioned providers,
managing agents or contractors.

This policy applies to the Council's corporate complaints process and sets
out the separate arrangements that apply to Adult Social Care complaints,
Housing (landlord) complaints and Data Protection complaints.

Where a matter is subject to a separate statutory complaints’ procedure,
statutory decision-making framework, appeal right, regulatory route or legal
process that route will take precedence over the corporate complaints
process.

In such cases, the Council may still consider complaints about
administrative handling, communication or delay where appropriate, but not
the merits of the substantive decision itself.

Where a complaint includes issues that fall across more than one route, the
Council will decide how each issue should be handled and will explain that
decision.

4. Our Approach to Complaints

4.1

The Council will handle complaints in line with the relevant Ombudsman
guidance and the following principles.

» Early resolution: issues should be resolved as early as possible and at the

lowest appropriate level.
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Opportunity to respond: the Council should be glven a reasonable
opportunity to put matters right.

Proportionality: the complaints process is not a substitute for routine
service delivery, legal processes, statutory appeals or regulatory routes.
Discretion: the Council decides whether a matter falls within the
complaints process and which route applies.

Learning: complaint outcomes are used to improve services.

Clarity and transparency: complaint responses will be clear, evidence
based and explain the reasons for the decisions reached.

Accessibility: complaints may be raised through a range of reasonable
channels and reasonable adjustments will be made where required.
Accountability: the Council will maintain appropriate oversight of complaint
handling, including where services are delivered on its behalf.

Where something has gone wrong, the Council will seek to understand the
issue, respond appropriately and where possible, put matters right.

The Council will take a proportionate approach to complaint handling. Not
all matters require a detailed investigation, and the nature of the response
will depend on the issues raised, the evidence available and the impact on
the complainant.

5. Definition of a Complaint

5.1 Complaint

5.1.1

51.2

51.3

A complaint is an expression of dissatisfaction about the standard of
service, actions or lack of action by the Council or those acting on its behalf,
which has personally affected an individual or group.

For housing complaints, a complaint is an expression of dissatisfaction,
however made, about the Council’s landlord services, actions or lack of
action, including where services are delivered on its behalf. This reflects
the Housing Ombudsman Complaint Handling Code definition.

A person does not need to use the word ‘complaint’ for a matter to be
considered under this policy. However, the Council will determine whether
the matter is treated as a complaint, service request or under an
alternative process in line with this policy.

5.2 Service Requests

5.2.1

A Service request is a request for the Council to provide a service, take
action or address an issue, such as fixing a problem or arranging an
improvement.
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A service request is not a complaint. Delay, persistence or repeated
contact does not of itself require escalation to the complaints process.

A person may be dissatisfied and still be seeking action or resolution
rather than raising a complaint. The Council will consider the content,
context and outcome being sought rather than relying on tone or wording
alone.

Service requests will be directed to the relevant service area for
consideration and action as appropriate. Where a matter is resolved
through normal service processes, it will not enter the complaints process.

For housing complaints, service requests must be recorded, monitored
and reviewed. Where a resident expresses dissatisfaction with the
response to a service request, they will be given the choice to have the
matter handled as a complaint.

Raising a complaint will not stop, delay or prevent any action needed to
resolve a service request.

5.3 Comments and Feedback

5.3.1

A comment is any feedback, positive or negative, sent to the Council
following contact with a Council department or service. This could include a
suggestion for service improvement or information regarding how well a
service was performed.

5.4 Compliments

5.4.1

A compliment is an expression of praise to the Council or any member of
Council staff. It could include an occasion where assistance given by a staff
member was above and beyond the standard expected, or a service
provided exceeded expectations. When we receive a compliment the
Council records it and shares it with the relevant member of staff and their
line manager.

6. How to Make a Complaint

6.1

6.2

Complaints can be made online, by email, by telephone or in writing. The
Council does not require a complaint to be made in a particular format.

The Council will ensure that information about how to make a complaint is
published, available and accessible, with information also available
through the Council's website.
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6.3 Accessibility

6.3.1

6.3.2

The Council is committed to ensuring compliance with the Equality Act 2010
by providing reasonable adjustments to enable individuals to access the
Council’'s complaints policy and procedures. Individuals may request any
specific reasonable adjustment required.

Reasonable adjustments may include support with communication,
accessibility or format.

6.4 Use of Digital Tools, Generative Artificial Intelligence (Al) and Clarity of
Complaints

6.4.1

Where an Al-generated complaint is unclear, excessively long or contains
multiple or unrelated issues, the Council may seek clarification to ensure
the key concerns are understood and addressed. The Council will focus its
response on the main issues identified, whilst taking a reasonable and
proportionate approach to the information provided.

7. Giving the Council the Opportunity to Put Things Right

71

7.2

7.3.

7.4

The Council should be given a reasonable opportunity to consider an issue
and take appropriate action before it is considered through the complaints
process.

Where an issue is primarily a service request and the relevant service has
not yet had a reasonable opportunity to respond; the matter will be
directed to the service for consideration first.

This does not prevent the Council from accepting a matter as a complaint
where it is appropriate to do so.

This approach may not apply where the Council considers that it would not
be appropriate to refer the matter back to the service first. This may
include cases where there is an immediate safeguarding risk, where delay
would cause significant detriment, where a statutory or regulatory process
requires formal complaint handling or the matter has already been raised
and has not received a reasonable response or resolution.

8. Who Can Make a Complaint

8.1

A complaint may be made by:
» a person who receives a Council service
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» a person who can demonstrate they have been personally affected by
a Council action, decision, delay or failure to act; or

» a person acting on behalf of someone else, provided they have the
complainant’s consent or legal authority to do so.

Complaints made solely about matters that do not directly affect the
complainant will not be accepted under this policy. Such matters may be
considered outside the complaints process by service areas, feedback,
enquiries or general correspondence.

Where someone acts on behalf of another person, the Council may
require confirmation of authority or consent before sharing personal
information or responding in detail.

Housing complaints submitted by a third party or representative will be
handled in line with this policy, subject to appropriate authority or consent
where personal information is involved.

9. Scope and Limitations

9.1

The Council’s complaints process is intended to consider concerns about
how a service has been delivered, handled or communicated. It does not
replace or override other statutory, regulatory or legal processes.

9.1.1 The complaints process cannot be used to:

>
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challenge the merits of lawful decisions properly taken through existing
decision-making processes

bypass statutory appeals, reviews, tribunals or court processes

pursue employment, disciplinary, capability or staffing matters, which must
be addressed through HR procedures

duplicate or interfere with safeguarding processes or statutory
investigations

pursue matters where legal action has commenced

pursue whistleblowing, fraud or corruption concerns, which must be raised
instead through the relevant reporting routes

pursue elected member conduct matters, which are dealt with through
standards arrangements

pursue legal claims, insurance matters or litigation

obtain confidential, personal or third-party information

challenge the merits of decisions made under data protection and freedom
of information legislation or environmental information regulations,
although complaints about how personal data has been handled may be
considered under the Data Protection Complaints section of this policy.
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consider complaints from contractors or suppllers of services or those
working in partnership with the Council.

dispute internal services provided by one department to another
request a service where alternative reporting routes apply

Where a complaint includes issues that fall both within and outside the
scope of this policy, the Council will consider only those elements that are
appropriate to address through the complaints process.

Where the complaints process is not the appropriate route, the Council will
explain this and, where appropriate, direct the complainant to the relevant
alternative process.

9.2 Complaints from Organisations and Professionals

9.2.1

Complaints from organisations, professionals or other public bodies will be
considered at the Council’s discretion and will not normally be accepted
where they concern professional judgement, regulatory decision-making or
matters more appropriately addressed through another legal or contractual
route.

10. Deciding Whether to Accept a Complaint

10.1

10.2

10.3

The Council will decide whether a matter is accepted as a complaint and
which route applies. A matter may be refused as a complaint where:

» the complainant has not been personally affected, and it is not
reasonable to consider that they have been impacted;

» the matter is a service request rather than a complaint;

» the issue has already been considered, and no new substantive
information is provided that would lead to a different outcome; or

» another statutory or formal route applies.

Where the matter is not accepted as a complaint, the Council will, where
appropriate, signpost the person to the relevant service, process,
Ombudsman or regulator.

For housing complaints, where the Council decides not to accept a
complaint, the resident will be advised of their right to refer the matter to
the Housing Ombudsman Service.

11. Time Limits for Making a Complaint

11.1

Complaints should be made within twelve months of the reported issue
occurring or the complainant becoming aware of the issue.
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11.2 The Council may consider complaints outside this timescale where there is
good reason to do so and it remains reasonable and proportionate to
investigate.

12. Different Complaints Routes by Service Area

12.1 Some Council services are covered by specific statutory or regulatory
complaints arrangements. Where this applies, those arrangements take
priority over the Council’s corporate complaints process.

12.1.1 The main routes covered by this policy are:

» the Corporate Complaints process

» the Adult Social Care Complaints process
» the Housing Complaints process

» the Data Protection Complaints process.

12.1.2 The Council will determine which route applies and will explain that
decision to the complainant.

13. Corporate Complaints

13.1 Corporate complaints are handled through a two-stage process when no
separate statutory or regulatory complaints process applies.

13.2 Stage 1 is the Council's initial complaint response. Stage 2 is the Council's
final complaint response

13.3 Corporate Stage 1 - Initial Complaint Response

13.3.1 At Stage 1, the Council will take a proportionate approach to handling
complaints. This may include:

» considering whether any immediate action can be taken to resolve the
issue;

» addressing the concerns without the need for a detailed investigation
where appropriate; or

» closing the complaint where the issue has been satisfactorily resolved.

13.3.2 The complaint will be considered by an appropriate officer within the

relevant service who has not been directly involved in the matters
complained about.
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13.3.3 The Council aims to acknowledge corporate complalnts within 5 working
days of receipt.

13.3.4 The Council aims to issue a Stage 1 response within 10 working days of
acknowledgment.

13.3.5. Where a Stage 1 response cannot be issued within the expected
timescale, the Council will inform the complainant of the reason for the
delay and the revised timescale

13.3.6 The Stage 1 response will set out the Council's position, including the
outcome of the complaint, the reasons for the decision, any remedy
offered and any further action to be taken where appropriate.

13.4 Corporate Stage Two - Final Complaint Response

13.4.1 Where all or part of the complaint remains unresolved to the complainant
satisfaction following the Stage 1 response, the complainant may request
escalation to Stage 2.

13.4.2 The Council will progress eligible complaints to Stage 2 unless there is a
valid reason not to do so. This may include where the matter is outside the
complaints process, has already completed the complaints process, is
being considered under another statutory or regulatory route, or where no
new substantive issue has been raised.

13.4.3 The complainant is not required to provide detailed reasons to explain
their reasons for requesting Stage 2. However, the Council may ask for
clarification where this would help understand what remains unresolved.

13.4.4 Requests for escalation to stage 2 should normally be made within six
months of the Stage 1 response. Requests made outside this timeframe
may be considered at the Councils discretion, taking account of the
reasons for delay and whether further investigation would still be
reasonable and proportionate.

13.4.5 Where accepted, the Stage 2 review will be carried out by a Corporate
Complaints Officer who is independent of the service involved at Stage 1.

13.4.6 The Stage 2 review will consider whether:
» the complaint was handled appropriately at Stage 1

» the Stage 1 response was reasonable and proportionate
» any further action is required
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13.4.7 The Council aims to acknowledge Stage 2 requests within 5 working days.

13.4.8 The Council aims to issue a Stage 2 response within 20 working days of
acknowledgment.

13.4.9 Where a Stage 2 response cannot be issued within the expected
timescale, the Council will inform the complainant of the reason for the
delay and the revised timescale.

13.4.10 If the Council decides that no further investigation is required, the
complainant will be informed of this decision and advised of their right to
approach the Local Government and Social Care Ombudsman.

13.4.11 The Stage 2 response represents the Council's final decision under the
corporate complaints process.

14. Housing (Council Landlord Services) Complaints

14.1 Complaints about the Council’s landlord services are handled under the
Housing Ombudsman Scheme and in line with the statutory Housing
Ombudsman Complaint Handling Code.

4.2  This section applies where the Council is acting as landlord. This includes
landlord services delivered directly by the Council or on its behalf by a
managing agent.

14.3 The Council retains overall responsibility as landlord for complaint
handling, remedies, learning oversight and compliance with the Housing
Ombudsman Complaint Handling Code.

14.4 Managing agents and services delivered on the Council's behalf

14.4.1 Some Council landlord services are delivered on the Council's behalf by
managing agents. Where this applies, complaints may be made either to
the Council or to the organisation delivering the service.

14.4.2. Where a complaint relates to services delivered by a managing agent, the
complaint will be considered by the managing agent in line with the
Council's agreed contractual arrangements.

14.4.3 The Council may respond directly where this is appropriate, taking

account of the nature of the complaint, the service involved and the
Council's role as landlord.
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14.4.4 Residents are not required to use separate complalnts procedures.
Complaints about council landlord services will be handled in line with the
Housing Ombudsman Complaint Handling Code, whether the response is
provided by the Council or by a managing agent acting on the Council's
behalf.

14.4.5 Council landlord complaints follow a formal two-stage process. There is no
informal complaint stage.

14.5 Housing Stage 1
14.5.1 Stage 1 is the initial landlord or managing agent complaint response.

14.5.2 Stage 1 complaints may be investigated and responded to by the Council
or by a managing agent acting on the Council's behalf, depending on the
service area and agreed operating arrangements.

14.5.3. Stage 1 complaints will be acknowledged, defined and logged within 5
working days of receipt.

14.5.4. A stage 1 response will be issued within 10 working days of
acknowledgment.

14.5.5. Where an extension is needed, the resident will be told the reason, the
revised response date and how to contact the Housing Ombudsman
Service. Any stage 1 extension will not exceed a further 10 working days
unless there is a clear and valid reason.

14.5.6 The stage 1 response will be issued when the Council’s position is known.
Where further action is required, the response will explain what remains
outstanding and how the resident will be kept updated until the action is
completed.

14.5.7 The stage 1 response will set out the complaint stage and the complaint
definition. It will explain the decision, reasons for that decision, any
remedy offered, any outstanding actions and how the resident can
escalate the complaint to Stage 2.

14.6 Housing Stage 2

14.6.1 If all or part of the complaint remains unresolved to the resident
satisfaction, the complaint will progress to stage 2.

Page | 13





City of

%I BRADFORD

. s METROPOLITAN DISTRICT COUNCIL

14.6.2. Residents do not need to provide detailed reasons for requesting stage 2.
The Council or managing agent may ask for clarification where this would
help understand what remains unresolved.

14.6.3 Stage 2 is the final landlord complaint response and the officer
considering the stage 2 complaint must not be the same person who
considered the complaint at Stage 1.

14.6.4. Stage 2 requests will be acknowledged, defined and logged within 5
working days of receipt.

14.6.5. The stage 2 review may be carried out by the Council or by a managing
agent acting on the Council's behalf, depending on the Council’s agreed
arrangements. Where a managing agent undertakes the stage 2 review,
the Council will provide oversight in its role as landlord. The review must
comply with the Housing Ombudsman Complaint Handling Code.

14.6.6 The stage two response will be issued within 20 working days of
acknowledgement.

14.6.7 Where an extension is needed the resident will be told the reason, the
revised response date and how to contact the Housing Ombudsman
Service. Any stage 2 extension will not exceed a further 20 working days
unless there is a clear and valid reason.

14.6.8 The stage 2 response will be issued once the landlord's position is known.
Where further action is required, the response will explain what remains
outstanding and how the resident will be kept updated until the action is
completed.

14.6.9 The stage 2 response will explain the final decision, the reasons for that
decision, any remedy offered, any outstanding actions and how the
resident can refer the complaint to the Housing Ombudsman Service.

14.7. Oversight, Learning and Reporting

14.7.1 The Council will include complaints about landlord services handled by
managing agents in its complaint performance, learning and compliance
arrangements.

14.7.2 The Council will monitor housing complaint handling to ensure complaints

are responded to consistency, within required timescales and line with the
Housing Ombudsman Complaint Handling Code.
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14.7.3 Complaint themes, outcomes, remedies, Iearnlngs and any Housing
Ombudsman findings will be reviewed to identify service improvements.

14.7.4 The Council will produce and publish an annual complaint performance
and service improvement report for Council landlord complaints, in line
with the Housing Ombudsman requirements.

14.7.5 The Council will complete and publish an annual self-assessment against
the Housing Ombudsman Handling Code. The self-assessment will be
reviewed and approved through the Council’'s governance arrangements.

14.7.6 The annual complaints performance and service improvement report, self-
assessment and governing body response will be published in line with
the Housing Ombudsman requirements.

14.7.7 The Council will maintain appropriate oversight through Director-level
review for Housing and the Member Responsible for Complaints where
required by the Housing Ombudsman Complaint Handling Code.

15. Adult Social Care Complaints

15.1 Complaints about Adult Social Care are handled under the statutory Adult
Social Care complaints process, set out in the Local Authority Social
Services and NHS complaints (England) Regulations 2009. This is a
single stage process.

15.2 The Council will acknowledge such complaints within 3 working days and
will offer to discuss how the complaint will be handled and the likely
timescale. Where the complainant does not wish to discuss this, the
Council will determine a response timescale and notify the complainant,

15.3 The response timescale will take account of the nature and complexity of
the issues raised. Where a response cannot be provided within the agreed
timescale, the complainant will be kept informed. Responses should be
provided no later than six months from the date the complaint was
received, unless there is good reason.

15.4 Where a complaint is made on behalf of another person, the Council may
need to confirm consent or legal authority before investigating or sharing
personal information.

15.5 Where the person affected may lack capacity to consent to a complaint

being made on their behalf, the Council will consider the matter in line with
the Mental Capacity Act 2005 and relevant statutory duties.
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15.6 Where Adult Social Care services are dellvered by commissioned
providers; complaints may be raised with either the Council or the
commissioned provider. The Council will decide the most appropriate way
for the complaint to be handled, which may include responding directly or
asking the provider to investigate and respond on the Council's behalf.

15.7 The Council retains overall responsibility for complaint handling and
oversight in line with the statutory complaints process.

15.8 This includes complaints about services arranged by the Council,
including for people who fund their own care. Where care is privately
arranged and the Council has no commissioning or statutory role,
complaints about the providers actions should be raised directly with the
provider. The Council may consider matters relating to its own involvement
where appropriate and within its remit.

15.9 Where an Adult Social Care complaint also involves health services; the
Council will consider whether joint working with the relevant health
organisation is appropriate. Any joint working will follow relevant statutory
guidance. The Council remains responsible for handling and responding to
the parts of the complaint that fall within its remit.

15.10 Where a complaint raises safeguarding concerns, the Council will consider
whether action is required under safeguarding procedures. The complaints
process will not replace or interfere with safeguarding enquiries.

15.11 Where appropriate, support and advocacy will be offered in line with the
statutory process.

15.12 Following the Council's response, complainants may refer the matter to the
Local Government and Social Care Ombudsman.

16. Children’s Social Care Complaints

16.1 Children’s Social Care services in Bradford are delivered by Bradford
Children and Families Trust, which has its own statutory complaints
procedure.

16.2 Complaints about Children's Social Care are not handled under this policy
and must be raised with Bradford Children and Families Trust directly.

17. Data Protection Complaints

17.1 Complaints about how the Council has handled personal data will be
considered under the Data Protection complaints route within this policy, in
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line with the UK GDPR, the Data Protection Act2018 the Data (Use and
Access) Act 2025, ICO guidance and any statutory complaint handling
requirements that apply.

This route applies to complaints about a potential infringement of data
protection legislation connected to the complainant's own personal data.
This may include complaints about:

the use, sharing or disclosure of personal data;
the accuracy or retention of personal data;

the handling of data subject rights; or

the Council's response to a data protection matter.

Data protection complaints are dealt with through a single complaint
response rather than a two stage complaints process.

Where the matter has not yet been considered through the Council's
Information Governance or Data Protection arrangements, it will be
referred through that route first. This may include reviewing relevant
records, seeking information from the service area involved and obtaining
advice or approval from the Information Governance Team, the Data
Protection Officer or another appropriate officer.

The single complaint response will be issued after the relevant information
governance or data protection review has taken place.

The Council will:

acknowledge the complaint within 30 calendar days;
consider the issues raised and make appropriate enquiries;
clarify the scope of the complaint where necessary;

keep the complainant informed where necessary;

provide a written outcome without undue delay.

The response will explain the Council's position, the outcome of the
complaint and any action the Council proposes to take.

The data protection complaints route is not intended to be used to:

Make or replace an information rights request, such as a Subject Access
Request, rectification request, erasure request, restriction request or
objection;

Complain about a general data protection issue that is not connected to
the complainant’s own personal data;
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Obtain personal information about another person where there is no lawful
basis to disclose it;

Pursue wider service complaints that are not about the Council’s handling
of personal data;
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17.9

Reopen a data protection complaint that has already received a final
response unless knew substantive information is provided;
Bypass any statutory or regulatory route that applies.

Where a complaint includes both service-related issues and data

protection issues, the Council will explain which process applies to each
part and provide the relevant escalation route, including the Local
Government and Social Care Ombudsman or the Information
Commissioner's Office where appropriate.

17.10 Complainants should allow the Council to complete its data protection
complaint response before referring the data protection matter to the
Information Commissioner's Office.

17.11

Following the Council's response, complainants may refer the data

protection matter to the Information Commissioner's Office. Where the
complaint also includes a separate service complaint, the Council will

signpost to the Local Government and Social Care Ombudsman where
appropriate.

18. Bradford Council Complaints Timescales by Route

Complaint Stage Acknowledgement | Response Maximum Extension
Route Timescale Timescale
Corporate Stage 1 5 working days 10 working days Not fixed — we will
Complaints (from notify complainant of
acknowledgement) | delay and revised
date
Corporate Stage 2 5 working days 20 working days Not fixed — we will
Complaints (Final) (from notify complainant of
acknowledgement) | delay and revised
date
Housing Stage 1 5 working days 10 working days Up to +10 working
Complaints days
(Landlord)
Housing Stage 2 5 working days 20 working days Up to +20 working
Complaints | (Final) days (unless
(Landlord) exceptional)
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Agreed tlmescale

Adult Social | Single 3 working days Flexible depending on
Care Stage usually within 20 complexity
Complaints working days

(should not

exceed 6 months

overall)
Data Single Within 30 calendar | No fixed timescale | Complainants to be
Protection Response | days — response without | kept up to date where
Complaints undue delay after | a delay occurs.

any associated
data handling
review

19. Complaints Involving More Than One Process

19.1

Where a complaint includes issues that fall under more than one

complaint route, the Council will identify which process applies to each
part of the complaint.

19.2

The Council may provide a coordinated response where this is

appropriate. Where this happens, the response will explain which issues
have been considered under each process.

19.3

Where separate responses are required, the Council will explain this to the

complainant and provide the relevant escalation route for each part of the
complaint.

20. Remedies and Outcomes

20.1

20.2

impact on the complainant.

20.3

YV VVVVYY

Remedies may include:

an apology and explanation of what went wrong;
corrective action;
a review of a decision, process or procedure where appropriate;
service improvements;
amending a record or adding a correction or addendum where
appropriate;
for financial remedy where appropriate.

Where fault is identified, the Council will consider an appropriate remedy.

Remedies will be proportionate to the nature of the fault identified and the
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Where a remedy is offered, the Council will explaln what action will be
taken and where possible, when it will be completed.

The Council will also consider whether wider learning, review or
preventative action is required.

21. Confidentiality and Record Keeping

211

21.2

21.3

21.4

The Council will handle complaint information in accordance with applicable
data protection legislation and the Council's information governance
arrangements.

The Council may need to verify a person’s identity, authority or consent
before investigating a complaint, sharing information or responding in
detail.

The Council will not disclose personal, confidential or sensitive information
about another person through the complaints process unless there is a
lawful basis to do so.

Complaints will be recorded and retained in line with the Council's records
management arrangement.

22. Managing Persistent, Unreasonable or Vexatious
Complainants

221

22.2

22.3

22.4

This policy should be read alongside the Council’'s Managing Vexatious
Complaints and Requests Policy.

Where a complainant’s behaviour becomes unreasonably persistent,
abusive or places a disproportionate demand on Council resources, the
Council may apply measures in line with that policy.

This does not remove the right to contact the Council, but it may affect
how contact is managed.

Any measures applied will be proportionate and will have regard to the
Equality Act 2010 and any reasonable adjustments that may be required.

23. Bringing Complaints to a Close

23.1

Once a complaint has been fully considered and a final response issued,
the Council may treat the matter as closed.
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Further correspondence may not be responded to where no new
substantive information is provided that would reasonably lead to a different
outcome.

,9( k

Where the Council decides that a complaint will not be reopened, it will
explain this and signpost the complainant to the appropriate ombudsman
or regulator if they remain dissatisfied.

For Housing (Council landlord) complaints, any outstanding actions
identified in the final response will continue to be progressed with
appropriate updates provided to the resident until the actions are
completed.

24. Contacting the Ombudsman or Regulator

241

24 .2

243

24.4

YV V VYV V

A complainant may contact the appropriate Ombudsman or regulator at any
time.

The Ombudsman or regulator will normally expect the Council's relevant
complaints process to have been completed before considering whether to
investigate, unless there are exceptional circumstances.

The Council will explain the relevant escalation route when issuing its final
response or closure correspondence.

The relevant external body will normally be:

the Local Government and Social Care Ombudsman for corporate
complaints;

the Local Government and Social Care Ombudsman for Adult Social Care
complaints;

the Housing Ombudsman Service for Housing (Council landlord)
complaints; or

the Information Commissioner's Office for Data Protection complaints.

25. Performance, Learning and Improvement

25.1

25.2

25.3

The Council will record complaint outcomes and identify learning where
appropriate.

Learning from complaints will be used to inform service improvement,
guidance, training and policy review.

The Council will take a proportionate approach to learning, recognising
that not all complaints identify fault or require service change.
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The Council will maintain appropriate governance oversight of complaint
handling, performance and learning, including reporting to senior
leadership, management and elected members where required.
Governance arrangements will support assurance, accountability and
continuous improvement across corporate, statutory and housing
complaint routes.

Reporting may include complaint volumes, response times, outcomes,
themes, remedies, learning and compliance with relevant complaint
handling requirements.

The Council will produce complaint performance information and complete
self- assessments where required by Ombudsman or regulatory
requirements. The self-assessments will be published on the Council’s
website to ensure transparency and accountability.

26. Legislative and Regulatory Framework

26.1

VVYVY VYV VV VY

26.2

This policy sits within the following legislative and regulatory frameworks:

Local Government Act 1974

Local government and Social Care Ombudsman Complaint Handling
Code

Care Act 2014

Local Authority Social Services and National Health Service Complaints
(England) Regulations 2009

Mental Capacity Act 2005

Housing Act 1996, the Housing Ombudsman Scheme and the statutory
Housing Ombudsman Complaint Handling Code

Data Protection Act 2018, UK GDPR and Data (Use and Access) Act 2025
Equality Act 2010

Human Rights Act 1998

This policy is not intended to remove or restrict any statutory right of
complaint, appeal, review or regulatory referral.

27. Review of The Policy

271

The Council will review this policy at least every two years, to ensure it
remains compliant with legislative requirements, Ombudsman guidance
regulatory expectations and good administrative practice.
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27.2 The policy may also be reviewed sooner foIIowing significant changes to
legislation, ombudsman guidance, regulatory requirements, governance
arrangements or complaint handling procedures.

28. Appendices and Related Documents

28.1 This policy should be read alongside the following documents, which
provide additional detail for specific circumstances:

28.2 Appendix A — Complaints Procedure
28.3 Related Documents

a) Managing Vexatious Complainants and Requests Policy

b) Managing Unacceptable Customer Behaviour Policy

c) Information Governance and Data Protection Policies

d) Whistleblowing, Safequarding and Fraud Reporting Routes
e) Member Conduct and Standards Arrangements
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Aims

MNHES aims to meet its obligations under the public sector equality duty by having due regard to the need to:

· Eliminate discrimination and other conduct that is prohibited by the Equality Act 2010


· Advance equality of opportunity between people who share a protected characteristic and people who do not share it


· Foster good relations across all characteristics – between people who share a protected characteristic and people who do not share it 


Legislation and guidance 

This document meets the requirements under the following legislation: 


· The Equality Act 2010, which introduced the public sector equality duty and protects people from discrimination


· The Equality Act 2010 (Specific Duties) Regulations 2011, which require schools to publish information to demonstrate how they are complying with the public sector equality duty and to publish equality objectives

This document is also based on Department for Education (DfE) guidance: The Equality Act 2010 and schools.  


Roles and responsibilities 

The Service Manager will:


· Ensure that the equality information and objectives as set out in this statement are published and communicated throughout MNHES, including to staff, students and parents, and that they are reviewed and updated at least once every four years 

· Ensure they’re familiar with all relevant legislation and the contents of this document

· Attend appropriate equality and diversity training

· Promote knowledge and understanding of the equality objectives amongst staff and students

· Monitor success in achieving the objectives and report any issues to the STaSS Strategic Manager

All MNHES staff are expected to have regard to this document and to work to achieve the objectives.

Eliminating discrimination

MNHES is aware of its obligations under the Equality Act 2010 and complies with non-discrimination provisions. 


Where relevant, our policies include reference to the importance of avoiding discrimination and other prohibited conduct. 


Staff are regularly reminded of their responsibilities under the Equality Act, for example during meetings. Where this has been discussed during a meeting it is recorded in the meeting minutes.


Advancing equality of opportunity

As set out in the DfE guidance on the Equality Act, MNHES aims to advance equality of opportunity by:


· Removing or minimising disadvantages suffered by people which are connected to a particular characteristic they have (e.g. students with disabilities, or gay students who are being subjected to homophobic bullying)

· Taking steps to meet the particular needs of people who have a particular characteristic (e.g. enabling Muslim students and staff to pray at prescribed times) 

· Encouraging people who have a particular characteristic to participate fully in any activities (e.g. encouraging all students to be involved in the full range of social activities within MNHES) 

In fulfilling this aspect of the duty, MNHES will:


· Make evidence available identifying improvements for specific groups (e.g. declines in incidents of homophobic or transphobic bullying) 

· Publish further data about any issues associated with particular protected characteristics, identifying any issues which could affect our own students 

Fostering good relations


MNHES aims to foster good relations between those who share a protected characteristic and those who do not share it by:


· Promoting tolerance, friendship and understanding of a range of religions and cultures through different aspects of our curriculum. This includes teaching in RE and PSHCE but also activities in other curriculum areas. For example, as part of teaching and learning in English/reading, students will be introduced to literature from a range of cultures

· Working with our local community. This includes organising visits and activities based around the local community

· Encouraging and implementing initiatives to deal with any tensions which may arise between different groups of students within MNHES. All students are encouraged to participate in all social activities. We also work with parents to promote knowledge and understanding of different cultures

Equality considerations in decision-making

MNHES ensures it has due regard to equality considerations whenever significant decisions are made. 


MNHES always considers the impact of significant decisions on particular groups. For example, when a visit or activity is being planned, the school considers whether the activity: 


· Cuts across any religious holidays

· Is accessible to students with disabilities

· Has equivalent facilities for boys and girls

Equality objectives

Train all members of staff involved in recruitment and selection on equal opportunities and non-discrimination by the end of the next academic year. Training evaluation data will show that 100% of those attending have a good understanding of the legal requirements.


MNHES:  TRACKS (PRU) School, Education in Hospital 1 (Airedale) & Education in Hospital 2 (BRI)


Home Tuition Management (on behalf of Bradford MDC Children's Services for Access & Inclusion)
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Definition



Malpractice is deemed to be those actions and practices which threaten the integrity of public examinations, and/or damage the authority of those responsible for conducting them.



Invigilator Malpractice



The following are examples of malpractice by Invigilators

· direct candidates to particular questions or particular sections of the question paper; 

· make any comment where a candidate believes that there is an error or omission on the question paper. The invigilator must however, refer the matter immediately to the exams officer; 

· give any information to candidates about possible mistakes in the question paper, unless there is an erratum notice or permission has been given by the awarding body; 

· comment on the content of the question paper; 

· read a word or words printed on the question paper to a candidate, other than the instructions on the front cover; 

· offer any advice or comment on the work of a candidate.

· failing to keep examination material secure prior to an examination;

· discussing or otherwise revealing secure information in public, e.g. internet forums;

· moving the time or date of a fixed examination beyond the arrangements permitted within the JCQ publication Instructions for conducting examinations. 

· Conducting an examination before the published date constitutes centre staff malpractice and a clear breach of security;

· failing to supervise adequately candidates who have been affected by a timetable variation; (This would apply to candidates subject to overnight supervision by centre personnel or where an examination is to be sat in an earlier or later session on the scheduled day.)

· permitting, facilitating or obtaining unauthorised access to examination material prior to

· an examination;

· failing to retain and secure examination question papers after an examination in cases where the life of the paper extends beyond the particular session. For example, where an examination is to be sat in a later session by one or more candidates due to a timetable variation;

· tampering with candidate scripts or controlled assessments or coursework after collection and before despatch to the awarding body/examiner/moderator;

· (This would additionally include reading candidates’ scripts or photocopying candidates’ scripts prior to despatch to the awarding body/examiner. The only instance where photocopying a candidate’s script is permissible is where he/she has been granted the use of a transcript.)

· failing to keep candidates’ computer files secure which contain controlled assessments or coursework.





Candidate Malpractice



The following are examples of malpractice by Candidates

· Having any unauthorised material in an examination (whether or not they intend to use it)

· Sitting an examination in another candidate’s name (whether or not it is intentional)

· Behaving in such a way as to undermine the integrity of the examination.

· Failing to abide by the instructions or advice of an invigilator or the Awarding Body in relation to the examination rules and regulations.

· Failing to abide by the conditions of supervision designed to maintain the security of the examinations.

· Disruptive behaviour in the examination room (including the use of offensive language).

· Introduction of unauthorised material into the examination room e.g. notes, study guides and personal organisers, own blank paper, (when prohibited), personal stereos, mobile phones or other similar devices.

· Obtaining, receiving, exchanging or passing on information which could be examination related (or the attempt to) by means of talking or written paper/notes.

· Copying from another candidate (including the misuse of ICT to do so).

· Collusion: working collaboratively with other candidates.

· Theft of another’s work.

· The deliberate destruction of another’s work.

· The alteration of any results documents, including certificates.





Anyone considered committing acts of malpractice may be subject to sanctions and penalties in accordance with the JCQ publication Suspected Malpractice in Examinations and Assessments: Policies and Procedures, 1 September 2015 to 31 August 2016



Procedures for informing candidates of Awarding Bodies’ regulations



During the course of the examination period, candidates are made aware of the examinations rules.



Warning to Candidates notices are displayed outside the exam room



This notice covers:

· Regulation

· Information regarding resources

· Calculators, Dictionaries and Computer spell-checkers

· Instructions during the exam

· Advice and Assistance

· The end of the examination



Procedures for investigating alleged malpractice



· If a candidate is suspected of malpractice, the invigilator must warn the candidate that he/she removed from the examination room. 

· The candidate should also be warned that the awarding body will be informed and may decide to disqualify the candidate. 

· The invigilator must record what has happened. 



 

The Head of Centre must report to the awarding body as soon as possible all cases of suspected or actual malpractice in connection with the examination.

Form JCQ/M1 - Report of suspected candidate malpractice - http://www.jcq.org.uk/exams-office/malpractice   must be completed. 



The Head of Centre has the authority to remove a candidate from the examination room, but only do so if the candidate would disrupt others by remaining in the room. 





Investigation by the School into alleged malpractice by candidates



The Exams Officer of the host school will conduct a full enquiry into the malpractice in conjunction with the Head of School. If malpractice is deemed to have taken place then a full written report is submitted to the Awarding Body with supporting evidence, comprising;

· a statement of the facts, a detailed account of the circumstances of the alleged malpractice, and details of any investigations carried out by the centre;

· the evidence relevant to the allegation, such as written statement(s) from the invigilator(s), assessor, internal verifier(s) or other staff who are involved;

· written statement(s) from the candidate(s);

· any exculpatory evidence and/or mitigating factors;

· information about the centre’s procedures for advising candidates of the awarding

· bodies’ regulations;

· seating plans showing the exact position of candidates in the examination room;

· unauthorised material found in the examination room;

· any work of the candidate and any associated material (e.g. source material for

· coursework) which is relevant to the investigation.



Candidates accused of malpractice are made fully aware at the earliest opportunity of the nature of the alleged malpractice, and of the possible consequences should be malpractice be proven. The parents/guardians of the candidates are also notified in writing of the alleged malpractice and of the possible consequences.



Candidates accused of malpractice must be given the opportunity to respond (preferably in writing) to allegations made.



Candidates accused of malpractice should be made aware of the avenues for appealing should a judgement be made against him or her. Full details of an Awarding Body’s appeals procedure will be sent to the candidate and parents/guardians if the judgement goes against the candidate.



The candidate and parents/guardians will be informed in writing of the outcome the Awarding Body’s decision.



Investigation by the School into alleged malpractice by members of staff



Investigations into any case of malpractice or irregularities against a member of staff must normally be carried out in the first instance by the Head of School, in conjunction with the Awarding Body.



Investigations into alleged malpractice or irregularities against the Head of School must be carried out by the Chair of the Management Committee and reported to the Awarding Body when completed.



Any member of staff accused of malpractice or irregularities must be made fully aware (preferably in writing) at the earliest opportunity of the nature of the alleged malpractice, and the possible consequences should malpractice be proven.



Any member of staff accused of malpractice or irregularities must have the opportunity to respond (preferably in writing) to allegations made. Any member of staff accused of malpractice or irregularities must be made aware of the avenues for appealing should a judgement go against him or her.



If an allegation is delegated to a senior member of centre staff, the Head of Centre retains overall responsibility for the investigation.



Reports



It is the responsibility of the Head of School, acting on behalf of the Awarding Body, to submit a full written report of an investigation and to provide the following where appropriate:

· a statement of the facts, a detailed account of the circumstances of the alleged malpractice, and details of any investigations carried out by the centre;

· the evidence relevant to the allegation, such as written statement(s) from the invigilator(s), assessor, internal verifier(s) or other staff who are involved;

· written statement(s) from the candidate(s);

· any exculpatory evidence and/or mitigating factors;

· seating plans showing the exact position of candidates in the examination room;

· unauthorised material found in the examination room;

· any work of the candidate and any associated material (e.g. source material for

· coursework) which is relevant to the investigation.





Appeals by a student to the Awarding Body



If a student has accessed the School’s internal appeals system and does not feel that the outcome is satisfactory, he or she can contact the Awarding Body.



A student must provide the following information when making an appeal to the Awarding Body:

· An outline of the nature of the issue and details of communication with the School.

· Evidence that they have fully completed the School’s internal appeals procedure.

· Clear details of why they feel the outcome to be unsatisfactory.



The Awarding Body would then undertake appropriate steps to investigate the complaint. The outcomes are confidential between the Awarding Body and the School.



This Policy is not exhaustive regarding malpractice and must be read in conjunction with the document Suspected Malpractice in Examinations and Assessments 2015 – 2016 http://www.jcq.org.uk/exams-office/malpractice 



Hannah Whittaker September 2026
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The purpose of this exams policy is:

· to ensure the planning and management of exams is conducted efficiently and in the best interests of candidates; 

· to ensure the operation of an efficient exams system with clear guidelines for all relevant staff.

It is the responsibility of everyone involved in the centre's exam processes to read, understand and implement this policy.

Where references are made to JCQ regulations/guidelines, further details can be found at www.jcq.org.uk.

[bookmark: _Exam_responsibilities][bookmark: _Toc317603529]Exam responsibilities



The Head of Centre:



· has overall responsibility for MNHES as an exams centre and advises on appeals and re-marks. 

· is responsible for reporting all suspected or actual incidents of malpractice - refer to the JCQ document Suspected malpractice in examinations and assessments. 



Key Stage 4 Lead



· manages the administration of internal exams and/or external exams 

· advises the SLT, Subject Leads/Teachers, and other relevant support staff on annual exams timetables and procedures as set by the various awarding bodies. 

· oversees the production and distribution, to all centre staff and candidates, of an annual calendar for all exams in which candidates will be involved and communicates regularly with staff concerning imminent deadlines and events. 

· ensures that candidates and their parents are informed of and understand those aspects of the exams timetable that will affect them. 

· checks with Subject Leads/Teachers that the necessary coursework and/or controlled assessments are completed on time and in accordance with JCQ guidelines.

· provides and confirms detailed data on estimated entries.

· maintains systems and processes to support the timely entry of candidates for their exams.

· receives, checks and stores securely all exam papers and completed scripts and ensures that scripts are dispatched as per the guidelines. 

· administers access arrangements and makes applications for special consideration following the regulations in the JCQ publication A guide to the special consideration process.

· identifies and manages exam timetable clashes. 

· accounts for income and expenditures relating to all exam costs/charges. 

· organises the recruitment, training, and monitoring of a team of exams invigilators responsible for the conduct of exams. 

· ensures candidates' coursework / controlled assessment marks are submitted, and any other material required by the appropriate awarding bodies correctly and on schedule.

· tracks, dispatches, and stores returned coursework / controlled assessments.

· arranges for dissemination of exam results and certificates to candidates and forwards, in consultation with the SLT, any post results service requests. 

Tutors are responsible for: 



· guidance and pastoral oversight of candidates who are unsure about exams entries or amendments to entries. 

· accurate completion of entry and all other mark sheets and adherence to deadlines as set by the Exams Officer. 

· accurate completion of coursework/controlled assessment mark sheets and declaration sheets. 

· decisions on post-results procedures. 



Teachers are responsible for:



· supplying information on entries, coursework and controlled assessments as required.



The Tutor is responsible for:



· identification and testing of candidates’ requirements for access arrangements and notifying the Exams Officer in good time so that they are able to put in place exam day arrangements

· processing any necessary applications in order to gain approval (if required). 

· working with the Exams Officer to provide the access arrangements required by candidates in exams rooms. 



Invigilators are responsible for:



· assisting the Exams Officer in the efficient running of exams according to JCQ regulations.

· collection of exam papers and other material from the Exams Officer before the start of the exam. 

· collection of all exam papers in the correct order at the end of the exam and ensuring their return to the Exams Officer.



Candidates are responsible for:



· confirmation and signing of entries. 

· understanding coursework / controlled assessment regulations and signing a declaration that authenticates the coursework as their own.

· ensuring they conduct themselves in all exams according to the JCQ regulations. 

· 

[bookmark: _Toc317603530]Qualifications offered

· The qualifications offered at this centre are decided by the Head of Centre.

· The types of qualifications offered are GCSE’s/EL.

· Informing the Exams Officer of changes to a specification is the responsibility of the Subject Leads/Teachers.

· Decisions on whether a candidate should be entered for a particular subject will be taken by the Subject Leads/Teachers in consultation with the Head of Centre.

[bookmark: _Toc317603531]Exam series

· Internal exams (mock or trial exams) and assessments are scheduled after December.

· External exams and assessments are scheduled in May and June.

· Internal exams are not held under external exam conditions.

· The Subject Leads/Teachers and Head of Centre decide which exam series are used in the centre.

· The centre does not offer some assessments on an on-demand basis. 

[bookmark: _Toc317603532]Exam timetables

[bookmark: _Toc317603533]Once confirmed, the KS4 Lead will circulate the exam timetables for internal and/or external exams at a specified date before each series begins.

Entries, entry details and late entries

· Candidates or parents/carers can request a subject entry, change of level or withdrawal.

· The centre does not accept entries from private candidates.

· The centre does not act as an exams centre for other organisations unless agreed by the Head of Centre.

· Entry deadlines are circulated to Teachers via email.

· Teacher will provide estimated entry information to the Exams Officer at the host school to meet JCQ and awarding body deadlines. 

· GCSE re-sits/retakes are allowed.	

· Functional skills re-sits/retakes are allowed.

· Re-sit decisions will be made by the host school.

[bookmark: _Toc317603534]Exam fees

· The host school is responsible for exam fees

[bookmark: _Toc317603535]Equality Legislation 

· All exam centre staff must ensure that they meet the requirements of any equality legislation. 

· The centre will comply with the legislation, including making reasonable adjustments to the service that that they provide to candidates in accordance with requirements defined by the legislation, awarding bodies, and JCQ. This is the responsibility of the Head of Centre.

[bookmark: _Toc317603536]Access arrangements

· The Tutor will inform the Exams Officer at the host school of candidates with special educational needs and any special arrangements that individual candidates will need during the course and in any assessments/exams.

· A candidate's access arrangements requirement is determined by the SENCO at the host school.

· Ensuring there is appropriate evidence for a candidate’s access arrangement is the responsibility of the Teacher

· Submitting completed access arrangement applications to the awarding bodies is the responsibility of the Exams Officer at the host school

· Rooming for access arrangement candidates will be arranged by the Key Stage 4 lead in conjunction with the host school.

· [bookmark: _Toc317603537]Invigilation and support for access arrangement candidates, as defined in the JCQ access arrangements regulations, will be organised by the Key Stage 4 Lead

Contingency planning

· Contingency planning for exams administration is the responsibility of the Key Stage 4 Lead

· [bookmark: _Toc317603538]A MNHES Contingency Policy is available to all staff 

Estimated grades

· Teachers are responsible for submitting estimated grades to the Exams Officer when requested.

[bookmark: _Toc317603539]Managing invigilators

· External staff may be used to invigilate examinations.

· Recruitment of invigilators is the responsibility of the Exams Officer at the host school

· Securing the necessary Disclosure Barring Service (DBS) clearance for new invigilators is the responsibility of the Exams Officer.

· DBS fees for securing such clearance are paid by the host school.

[bookmark: _Toc317603540]Malpractice

· The Head of Centre in consultation with Exams Officer at the host school is responsible for investigating suspected malpractice.

· Please refer to MNHES Malpractice Policy and the Invigilator’s Handbook.

[bookmark: _Toc317603541]Exam days

· The Key Stage 4 Lead will ensure the exam rooms are available and make the question papers, other exam stationery and materials available for the invigilator.

· The Key Stage 4 Lead is responsible for setting up the allocated rooms, and will be advised of requirements in advance.

· The Invigilators will start and finish all exams in accordance with JCQ guidelines.

· Teachers may be present at the start of the exam to assist with identification of candidates. Any staff present must be in accordance with the rules defined by JCQ concerning who is allowed in the exam room and what they can do. 

· In practical exams, Teachers’ availability will be in accordance with JCQ guidelines. 

· Exam papers must not be read by Teachers or removed from the exam room before the end of a session. Papers will be distributed to Teachers in accordance with JCQ’s recommendations and no later than 30 minutes after candidates have completed them.  

· After an exam invigilators will return exam papers to the host school.

[bookmark: _Toc317603542]Candidates

· The centre's published rules on acceptable dress and behaviour apply at all times. Candidates' personal belongings remain their own responsibility and the centre accepts no liability for their loss or damage.

· In an exam room candidates must not have access to items other than those clearly allowed in the instructions on the question paper, the stationery list, or the specification for that subject. This is particularly true of mobile phones and other electronic communication or storage devices with text or digital facilities. Any precluded items must not be taken into an exam room. 

· Disruptive candidates are dealt with in accordance with JCQ guidelines. Candidates are expected to stay for the full exam time at the discretion of the Invigilator..

Note: candidates who leave an exam room must be accompanied by an appropriate member of staff at all times.

· The Exams Officer at the host school is responsible for handling late or absent candidates on exam day.

[bookmark: _Toc317603543]Clash candidates

· The Exams Officer at the host school will be responsible as necessary for supervising escorts, identifying a secure venue and arranging overnight stays.

[bookmark: _Toc317603544]Special consideration

· Should a candidate be unable to attend an exam because of illness, suffer bereavement or other trauma, be ill or otherwise disadvantaged or disturbed during an exam, then it is the candidate's responsibility to alert the Centre to that effect.

· The candidate must support any special consideration claim with appropriate evidence within the deadline set by the Awarding Body.

· The Exams Officer at the host school will make a special consideration application to the relevant awarding body within the deadline set by the Awarding Body.

[bookmark: _Toc317603546]Results



· Candidates will receive individual results slips on results days, 

· in person at the centre 

· posted (recorded delivery)

· collected and signed for 



· The results slip will not be in the form of a centre produced document. 

· Arrangements for the centre to be open on results days are made by the Head of Centre.

· The provision of the necessary staff on results days is the responsibility of the Head of Centre.

[bookmark: _Toc317603547]Enquiries about Results (EAR) Host School

· EARs may be requested by centre staff or the candidate following the release of results. A request for a re-mark or clerical check requires the written consent of the candidate, a request for a re-moderation of internally assessed work may be submitted without the consent of the group of candidates. 

· The cost of EARs will be paid by the centre.

· All decisions on whether to make an application for an EAR will be made by the Head of Centre.

· If a candidate’s request for an EAR is not supported, the candidate may appeal and the centre will respond by following the process in its Internal Appeals Procedure (IAP) document.

· All processing of EARs will be the responsibility of the Exams Officer, following the JCQ guidance.



[bookmark: _Toc317603548]Access to Scripts (ATS)

· After the release of results, candidates may ask the host school to request the return of written exam papers within 30 days of the receipt of results.

· Centre staff may also request scripts for investigation or for teaching purposes. For the latter, the consent of candidates must be obtained.

· An EAR cannot be applied for once an original script has been returned.

· The cost of EARs will be paid by the candidate unless agreed otherwise by the Head of Centre.

· Processing of requests for ATS will be the responsibility of  the Exams Officer

[bookmark: _Toc317603549]Certificates

· Candidates will receive their certificates 

· in person at the centre 

· collected and signed for 

· Certificates can be collected on behalf of a candidate by third parties, provided they have written authority from the candidate to do so, and bring suitable identification with them that confirms who they are.

· The centre retains certificates for 5 years.
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Emergency instructions



		1

		The action employees should take if they discover a fire



Immediately raise the alarm without delay.



If trained in the safe operation of the available firefighting equipment and only if it is safe to do so, attempt to extinguish the fire.





		2

		How will people be warned if there is a fire



The electrical fire alarm system will sound on operation of the manually operated alarm call-point.





		3.

		How the evacuation of the building will be carried out



Everyone in the building should leave the building by the nearest exit and report to the assembly points. Front of the building  - grass verge





		4.

		Identification of escape routes



All exit doors can be used as escape routes. 



The staircase and routes leading to the front door are ONLY to be used in the event your nearest exit point is not accessible.





		5.

		Fire fighting equipment provided



Fire extinguishers are located throughout the building.





		6.

		Duties and identity of employees with specific responsibilities in the event of fire.



 On hearing the alarm:



All staff will usher students and visitors out of the building and go to the assembly point.



Fire wardens will ensure:



· Their areas are cleared of people



· Registers from the Inventry system should be printed off and collected on the way out.







Should any member of staff/fire warden be absent, their duties in evacuating the students in their care from the building will be undertaken by the teacher or adult in charge of the class. Supply staff will also be required to sweep any areas they pass through for personnel as they exit the building.







		7.

		Arrangements for the safe evacuation of people identified as being especially at risk, such as contractors, those with disabilities, members of the public and visitors.



· Visitors: Staff must take responsibility for any visitor they may have and ensure they leave the building by the nearest exit.

· Contractors: must be given information about fire procedures and leave the building at the nearest exit.

· People with disabilities/students with a medical need that prevents them from exiting the building quickly : Staff that are trained to use the evac chair must assist and transport the person/student safely down the stairs in the evac chair. This can be one trained member of staff with the help of another untrained member of staff.



		8.

		How will the Fire Brigade and any necessary emergency services be called and who will be responsible for doing this.



· The fire alarm is monitored by Bradford MDC control room.  On activation of the alarm, they will try to contact the designated people in the building or ring the school landline,  if they receive no response or a member of staff does not phone the control room on 01274 304153 the Fire Brigade will be sent automatically.





		9.

		Procedures for liasing with the Fire Brigade on arrival and notifying them of any specific risks, e.g. the location of highly flammable materials.



· The responsible person or other Fire Wardens will liaise with the Fire Brigade on their arrival.





		10.

		The following arrangements and training is given to staff at the centre:



· All staff: Fire Drills every term..

· All staff: Fire briefing once a year (may be in conjunction with fire drill.

· Fire Warden training: for designated fire wardens

· Record of training to be kept within Fire Manual.

· Training to be reviewed on a yearly basis and planned into budget.











This document is to be reviewed annually.
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1. Aims

The aims of our first aid policy are to:

· Ensure the health and safety of all staff, pupils and visitors


· Ensure that staff are aware of their responsibilities with regards to health and safety


· Provide a framework for responding to an incident and recording and reporting the outcomes


2. Legislation and guidance

This policy is based on advice from the Department for Education on first aid in schools, health and safety in schools and actions for schools during the coronavirus outbreak, and the following legislation:

· The Health and Safety (First Aid) Regulations 1981, which state that employers must provide adequate and appropriate equipment and facilities to enable first aid to be administered to employees, and qualified first aid personnel


· The Management of Health and Safety at Work Regulations 1992, which require employers to make an assessment of the risks to the health and safety of their employees


· The Management of Health and Safety at Work Regulations 1999, which require employers to carry out risk assessments, make arrangements to implement necessary measures, and arrange for appropriate information and training

· The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations (RIDDOR) 2013, which state that some accidents must be reported to the Health and Safety Executive (HSE), and set out the timeframe for this and how long records of such accidents must be kept

· Social Security (Claims and Payments) Regulations 1979, which set out rules on the retention of accident records

3. Roles and responsibilities

In all settings – and dependent upon an assessment of first aid needs – employers must usually have a sufficient number of suitably trained first aiders to care for employees in case they are injured at work. However, the minimum legal requirement is to have an ‘appointed person’ to take charge of first aid arrangements, provided your assessment of need has taken into account the nature of employees' work, the number of staff, and the location of the school. The appointed person does not need to be a trained first aider.


Section 3.1 below sets out the expectations of appointed persons and first aiders as set out in the 1981 first aid regulations and the DfE guidance listed in section 2.

3.1 Appointed person(s) and first aiders

The school’s appointed first aiders are responsible for:


· Taking charge when someone is injured or becomes ill


· Ensuring there is an adequate supply of medical materials in first aid kits, and replenishing the contents of these kits


· Ensuring that an ambulance or other professional medical help is summoned when appropriate

First aiders are trained and qualified to carry out the role (see section 7) and are responsible for:

· Acting as first responders to any incidents; they will assess the situation where there is an injured or ill person, and provide immediate and appropriate treatment


· Sending pupils home to recover, where necessary


· Filling in an accident report on the same day, or as soon as is reasonably practicable, after an incident (see the template in appendix 2)


· Keeping their contact details up to date


Our service’s first aiders are listed in appendix 1. Their names will also be displayed prominently around the building.

3.4 Service Manager

The Service Manager is responsible for the implementation of this policy, including:


· Ensuring that an appropriate number of trained first aid personnel are present in the building at all times 


· Ensuring that first aiders have an appropriate qualification, keep training up to date and remain competent to perform their role


· Ensuring all staff are aware of first aid procedures


· Ensuring appropriate risk assessments are completed and appropriate measures are put in place

· Undertaking, or ensuring that managers undertake, risk assessments, as appropriate, and that appropriate measures are put in place


· Ensuring that adequate space is available for catering to the medical needs of pupils


· Reporting specified incidents to the HSE when necessary (see section 6) 


3.5 Staff

Our staff are responsible for:

· Ensuring they follow first aid procedures


· Ensuring they know who the first aiders in the building are


· Completing accident reports (see appendix 2) for all incidents they attend to where a first aider is not called 


· Informing the Service Manager or their line manager of any specific health conditions or first aid needs

4. First aid procedures

4.1 In-school procedures


In the event of an accident resulting in injury:


· The closest member of staff present will assess the seriousness of the injury and seek the assistance of a qualified first aider, if appropriate, who will provide the required first aid treatment


· The first aider, if called, will assess the injury and decide if further assistance is needed from a colleague or the emergency services. They will remain on scene until help arrives


· The first aider will also decide whether the injured person should be moved or placed in a recovery position


· If the first aider judges that a pupil is too unwell to remain in school, parents will be contacted and asked to collect their child. Upon their arrival, the first aider will recommend next steps to the parents


· If emergency services are called, the first aider will contact parents immediately


· The first aider will complete an accident report form on the same day or as soon as is reasonably practical after an incident resulting in an injury

4.2 Off-site procedures

When taking pupils off-site, staff will ensure they always have the following:

· A school mobile phone


· A portable first aid kit 


· Information about the specific medical needs of pupils


· Parents’ contact details

Risk assessments will be completed by the line manager prior to any educational visit that necessitates taking pupils off school premises.


There will always be at least 1 first aider on school trips and visits.

During coronavirus: we will take account of any government advice in relation to educational visits during the coronavirus pandemic. 

5. First aid equipment

A typical first aid kit in our school will include the following:

· A leaflet with general first aid advice


· Regular and large bandages


· Eye pad bandages 


· Triangular bandages


· Adhesive tape


· Safety pins


· Disposable gloves


· Antiseptic wipes


· Plasters of assorted sizes


· Scissors


· Cold compresses


· Burns dressings

No medication is kept in first aid kits.


First aid kits are stored in:


· The first aid room – situated in the Therapy Hub  

6. Record-keeping and reporting

6.1 First aid and accident record book

· An accident form will be completed by the first aider on the same day or as soon as possible after an incident resulting in an injury

· As much detail as possible should be supplied when reporting an accident, including all of the information included in the accident form at appendix 2

· A copy of the accident report form will also be added to the pupil’s educational record by the first aider. 

· Records held in the first aid and accident book will be retained by the school for a minimum of 3 years, in accordance with regulation 25 of the Social Security (Claims and Payments) Regulations 1979, and then securely disposed of. 

6.2 Reporting to the HSE

The Business Support Manager will keep a record of any accident which results in any accidents/incidents in the workplace, or arising from work activities, whether involving injury or not, to employees, agency workers, trainees, apprentices, members of the public, clients/residents, contractors or volunteers, must be recorded on the Sphera online incident Reporting system, within 5 days of the incident.

Reportable injuries, diseases or dangerous occurrences include: 


· Death


· Specified injuries, which are:


· Fractures, other than to fingers, thumbs and toes


· Amputations


· Any injury likely to lead to permanent loss of sight or reduction in sight


· Any crush injury to the head or torso causing damage to the brain or internal organs


· Serious burns (including scalding) 


· Any scalding requiring hospital treatment


· Any loss of consciousness caused by head injury or asphyxia


· Any other injury arising from working in an enclosed space which leads to hypothermia or heat-induced illness, or requires resuscitation or admittance to hospital for more than 24 hours


· Injuries where an employee is away from work or unable to perform their normal work duties for more than 7 consecutive days (not including the day of the incident)

· Where an accident leads to someone being taken to hospital

· Near-miss events that do not result in an injury, but could have done. Examples of near-miss events relevant to schools include, but are not limited to: 


· The collapse or failure of load-bearing parts of lifts and lifting equipment


· The accidental release of a biological agent likely to cause severe human illness


· The accidental release or escape of any substance that may cause a serious injury or damage to health


· An electrical short circuit or overload causing a fire or explosion


7. Training

All school staff are able to undertake first aid training if they would like to. 


All first aiders must have completed a training course, and must hold a valid certificate of competence to show this. The school will keep a register of all trained first aiders, what training they have received and when this is valid until (see appendix 3).

Staff are encouraged to renew their first aid training when it is no longer valid. 

8. Monitoring arrangements


This policy will be reviewed by the Service Manager and Business Support Manager every year.


At every review, the policy will be approved by the Service Manager.

9. Links with other policies


This first aid policy is linked to the 


· Health and safety policy


· Risk assessment policy

· Bradford Medical Needs Policy 

· Child Protection Policy

Appendix 1: list of first aiders

		Staff member’s name

		Role

		Expiry Date



		Charlotte Gill

		Education Engagement Worker 

		30/04/2029



		Happy Rashid  

		Education Engagement Worker 

		30/04/2029



		Humiyrah Hussain  

		Education Engagement Worker 

		06/07/2026



		Raminder Chawla 

		Learning Mentor 

		30/04/2029



		Sophia Kadir  

		Learning Mentor 

		30/04/2029



		Waqass Khalid 

		Welfare Officer 

		27/06/2026





Appendix 2: accident report form


		Name of injured person

		

		Role/Class

		



		Date and time of incident

		

		Location of incident

		



		incident details



		Describe in detail what happened, how it happened and what injuries the person incurred





		Action taken



		Describe the steps taken in response to the incident, including any first aid treatment, and what happened to the injured person immediately afterwards.





		Follow-up Action required



		Outline what steps the school will take to check on the injured person, and what it will do to reduce the risk of the incident happening again





		Name of person attending the incident

		



		Signature

		

		Date
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Statement

Health and safety

at work

policy document

Roles & responsibilities

Supporting teams

The Health and Safety at Work Policy staff, young persons and for persons

provides a framework to ensure Bradford not in their employment, (visitors,
Council proactively creates and maintains contractors, member of the public) is IS
a safe and healthy working environment provided.” g'
for all employees and those who may be e “No person (i.e. all employees, those g
affected by the Council’s activities. we work for and with and the general Z
All Employees must co-operate fully with public) shall intentionally or recklessly g
the measures the Council takes to fulfil the interfere with or misuse anything which
requirements of this policy. is provided in the interests of health,

safety or welfare in pursuance of any of
The Health and Safety at Work etc Act the relevant statutory provisions.”
1974 states that:

Breaches of the health and safety policy,

Employees & visitors

e ‘“ltis the duty of every employer to procedures and arrangements will be dealt
conduct his or her business in such with under Bradford Councils disciplinary
a way as to ensure, so far as is procedures. It must be understood that

reasonably practicable, that a safe and such breaches may also expose the
healthy environment for all members of authority to criminal prosecution.

The wording in this publication can be made available in other
formats such as large print and Braille. Please call 01274 431007.

Arrangements

Revised Sep 2022
W41549

Issued by Human Resources, Occupational Safety






Health and Safety at Work Policy Statement

Statement

Bradford Council is committed to providing and maintaining a safe and healthy working environment as
is reasonably practicable, through the provision of plant, equipment, safe systems of work, information,
training and supervision as is necessary to safeguard the health and safety of all employees and those
who may be affected by our work activities.

As Chief Executive, | embrace the duties and obligations imposed upon me by safety legislation and
realise the importance of placing health and safety as an over-riding priority within Council services.

Whilst accepting the minimum legal standards set by national legislation, the Council is committed to
promoting a health and safety culture which considers all departments and services as one and aims to
produce high standards of health and safety. Sufficient resources and provisions will be made available
to achieve this commitment including:-
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e Developing and embedding a safety e Bradnet (Bradford Council Intranet) pages %
culture throughout the Council that ‘Working Day’ — Safety at Work and 2
recognises the importance and value of Wellbeing Support. 2
effective safety management. =

e Ensuring that all employees are provided §

e Complying with legislative health and with appropriate information, instruction, n
safety requirements and where possible training and supervision relating to health
aiming for best practice. and safety.

e Clearly defining roles and responsibilities e Establishing systems for monitoring, 5
for all employees. measuring, inspecting and auditing the E‘

health and safety performance and =

e Effectively managing all significant risks standards within the Council. o
to health and safety arising from Council :3
activities, reducing them to the lowest ® The Head of Human Resources will act 5
reasonably practicable. as the Safety Champion and will deputise

for the Chief Executive as required on
Health and Safety matters.

| fully accept the final level of responsibility for implementing the Council’s Health and Safety Policy
rests with me; however every employee must take an active role in effectively implementing this policy,
act in a safe manner at all times and encouraging others to do likewise.

Employees & visitors

Kersten England
Chief Executive
July 2022

Arrangements
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Organisation — roles and responsibilities

Statement

The Strategic Directors
(including Director West Yorkshire Pensions)

[0}
Have duties under this Council’s Health and communication; including consulting with 2
Safety at Work Policy and are responsible for the Occupational Safety and Employee Health 5
effective implementation of this policy. They are and Wellbeing Advisers, Service Managers, g
required to take all necessary action to ensure Trade Union representation and other o
that the requirements of relevant health and officers. g
safety_leglslatlon, ap proveq co des 0 f practice and Support staff and others to achieve the 3
guidelines are met in full within their departments. highest possible standards; encourage n_?

employees to suggest new ways and means

They will:- to reduce risk. Educate those who fail to
e Provide leadership on occupational health consider their own health, safety and well »
and safety to their Director/Assistant being or that of others. %
IE)ﬂl;i(:ors/F)eputy [:'r ector and P:ln_mphal ith e Monitor (benchmark), inspect and audit the év
gers; support improvements in hea health and safety performance throughout =
and safety standards. their department. To keep themselves §-_
e Provide adequate resources and provisions informed of or discuss health and safety a
for the effective management of health, safety issues, accidents, incidents, work-related ill
and welfare of all employees and others who health, sick absence or significant changes
maybe affected by Council activities. to work practices occurring within their
departments or from other areas of the

e Ensure defects to premises, plant, equipment
or processes affecting health and safety are
made safe without delay. e Inthe absence of a Strategic Director, a

named Assistant Director will deputise on all

matters involving health and safety at work.

Council.

® Create and maintain effective channels of

Safety Champion

Directors / City Solicitor / Assistant Directors / Deputy Director / Governors

o
L
2]
Each Director/City Solicitor/Assistant Director/ that health and safety risks or issues are ;
Deputy Directors/Governors are responsible taken into account in all service development @
for the effective implementation of this Health plans and at the design stage of new projects 2
and Safety at Work Policy within their area of or initiatives. 2
responsibility. e Establish systems within their area of control UEJ
With the support from the Occupational Safety for effective management of risk. To identify,
and Employee Health and Wellbeing Advisers assess the associated risks and seek to
and other appropriate officers will carry out the eliminate them. Where this is not possible
following duties. reduce the level of risk through suitable
. control measures to their lowest level
They will: practicable.

e Provide leadership on occupational health
and safety to their managers and employees
supporting improvements in health and
safety standards across the Council. Ensure

@ Ensure risk assessments are suitable and
sufficient, formally recorded, brought to the
attention of those affected and are reviewed

Arrangements
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within agreed timescales to ensure they
remain valid.

e Ensure all employees receive suitable
training, information (e.g. safe systems of
work), guidance, supervision and equipment
(including appropriate PPE) to carry out their
duties safely and with the minimum of risk.

e Ensure systems exist for the reporting of
hazards and defects to premises, plant,
equipment or processes which may affect
health and safety, making sure these defects
are made safe without delay.

e Ensure effective communication, consult
and discuss with employees, trade unions
and employee representatives on health and
safety matters; particularly where there are
organisational and procedural changes.

Officers with managerial / supervisory responsibilities '

This group includes: Head teachers, Deputies,
Heads of Departments or Services Managers,
Business or Facilities Managers, Team
Managers, Team leaders, etc.

Employees who manage, supervise or have
responsibility for employees, trainees or
members of the public are accountable for health
and safety and day to day responsibility for the
implementation and operation of this policy within
their management control.

They will:-

@ Provide leadership on occupational health
and safety to their employees and actively
promote improvements in health and safety
standards in their department and across the
Council. Ensure that occupational health and
safety issues/risks are addressed in good
time.

@ Be responsible for ensuring the health, safety
and welfare of all employees, trainees and
other persons who may be affected by their
work activities (e.g. visitors, volunteers,
members of the public, contractors).

e Effectively manage the risks to health and
safety in their area of responsibility.
Are responsible for carrying out suitable and

Keep themselves informed of significant
accidents, incidents, cases of work-related

ill health, health and safety issues/risks

and sick absence occurring in their area

of responsibility. Ensure they have been
correctly reported, appropriately investigated
and remedial action taken in good time.

Establish systems for monitoring
(benchmark, inspect, audit) safety
performance. Satisfy themselves that

safety standards are being maintained and
shortcomings arising from these activities are
rectified in good time.

In the absence of a Director/Assistant
Director or a Deputy Director a nominated
officer will be appointed to deputise in all
matters of health and safety.

sufficient risk assessments and where risks
cannot immediately be eliminated, ensure
reasonable action is taken (e.g. control
measures) to reduce risk to the lowest level
practicable. Risk Assessments should be
formally recorded and brought to the attention
of those affected.

Ensure that all employees and trainees in
their area of responsibility receive health and
safety training; have sufficient knowledge,
skills, information and appropriate supervision
to carry out their work safely.

All employees, apprentices and trainees have
appropriate protective equipment and clothing
where this is required, and are given suitable
information, training and instruction on its
correct use.

New employees/apprentices are given a
workplace safety induction during their first
week at work or as soon as is reasonably
practicable.

Ensure effective systems exist for the
reporting of hazards and defects to premises,
plant, equipment or processes which may
affect health and safety, making sure these
defects can be made safe without delay.

Ensure that accident, incidents and cases
of work-related ill health, within their area of

Health and safety at work policy document
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Safety Champion

Employees & visitors
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responsibility are promptly reported within
the Council Accident Reporting Procedure.
Incidents are robustly investigated and
reasonable action is taken to prevent a
recurrence.

Statement

e Ensure effective communication for health
and safety matters, particularly where there
are organisational and procedural changes.

@ Monitor (benchmark, inspect, audit) safety
performance including accident incident
trends and satisfy themselves that safety
standards are being maintained and that
shortcomings are rectified in good time.

o Keep themselves and their employees up
to date with all relevant health and safety
information. Consult with or seek advice,
guidance and support from Occupational
Safety and Employee Health and Wellbeing
teams.
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Occupational Safety and
Employee Health & Wellbeing Teams
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The Occupational Safety and Employee Health and Wellbeing Teams are located within the Human
Resources Service.

e Advise on employee health and wellbeing
training for staff at all levels.

e Where appropriate refer staff to external
medical advisers.

e Liaise with Occupational Safety team and
Human Resources services regarding
health and wellbeing matters.

e® Assist in the placing and maintaining of
employees in occupational environments
suitable to their physiological needs, e.g.
the adaptation of work to the worker.

e Promote and maintain the highest degree
of physical, mental, and social wellbeing
for workers in all occupations.

e Encourage a culture where managers
take an active interest in the health and
wellbeing of their staff.

e Advise and inform managers, employees
and trainees on all aspects of employee
health and wellbeing to protect staff from
factors adverse to their health.

[0}
It shall be their responsibility to assist the Chief Executive in the management of health, safety and é’
wellbeing; advise the Strategic Directors, Assistant Directors, Managers, Employees and others, to %
meet our statutory duties and ensure the requirements of this policy are fulfilled. =
@
9
3
Occupational Safety Team wil-- e Maintain the corporate accident incident 4
reporting, recording and investigation &
e Promote a positive health and safety process.
culture that aims to produce high e Manage the Council’s occupational safety
standards of health and safety, offering audit programme and report to senior 0
advice, support to departments and management on safety performance and S
informing Directors, Assistant Directors, standards. =
Managers, Employees and Trainees on e Liaise with Employee Health and £
all aspects of occupational safety: Wellbeing team and Human Resources g
e Provide advice on new legislation services regarding health and wellbeing g
impacting on the work of the Council. matters. _ =
e Advise on safety training for staff at all e Liaise with the Safety Champion on
levels. matters arising or impending that may be
e Attend meetings on occupational safety required to be brought to the attention of >
issues in an advisory capacity. Senior Management. _ 2
e Have the authority to issue ‘an internal ® Keep themselves up to date with changes £
improvement notice or prohibition notice,’ to legislation, standards or new practices, g
where Council’s work activities involve which may affect the activities of Bradford >
or will involve a risk of serious personal Council. Seek opportunities to maintain £
injury to Counci| emp|0yee3, persons in and or improve their knOWIedge and Sk|"S o
our care or members of the pubhc in order to meet the needs of the Council.
@
2
@
>
Employee Health e Attend meetings on employee health and o3
- . . . . . m
and WeIIbelng Team will- wellbeing issues in an advisory capacity. g);
3
S
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Safety Champion
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They will: e Support, when required, the Occupational n
e Champion health and safety issues at Safety. Te.am/EmpIo.yee Health and Wellbeing
senior management level and promote Team in implementing necessary health and
relevant health and safety issues within the safety changes.
Management Board. Foster an awareness and understanding 3
developments arising from the above. the Council amongst Board Members or 2
Councillors. =
Inform the Management Board of any o ) . 4
serious health and safety issues that may Liaise with the Occupational Safety Team/ =
leading to media censure or possible civil or regular basis. o
criminal prosecution. Where appropriate, facilitate cross
Act as the named senior responsible person departmental working on health and safety
for health and safety corporate issues if matters. @
required to by the Health & Safety Executive. &
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Employees, trainees, volunteers and visitors

Employees

. . . take reasonable care of
their own health and safety and
that of any other persons who
may be affected by their acts or
omissions at work.

In particular, all employees will:-

e Comply with health and safety legislation,
safe systems of work and procedures at all
times whilst at work and conduct themselves
in such a manner so they or others are
not put at risk by their activities, actions or
omissions.

o Co-operate with supervisors and managers
including where appropriate Occupational
Safety Team and Employee Health and
Wellbeing Teams on all matters affecting
health, safety and wellbeing at work.

® Only use machinery and equipment, which
they have been authorised, have been
fully instructed as to its safe use and have
received suitable training.

Employees must ensure that all plant and
machinery is suitably guarded during use.

e Wear the necessary protective clothing or
use safety equipment (inc PPE) provided by
management. This may require training and
instruction in its correct use. Employees will
face disciplinary action for not adhering to
safe working procedures, misusing or failing
to use safety equipment (PPE) correctly.

o Report hazards, defects or potential risks
affecting the health safety or welfare of
themselves or others to their supervisor or
manager immediately.

Report all accidents and incidents (ie. near-
miss, violence, racial and hate related)
occurring in their area of work including
cases of work related ill health to their
manager/supervisor immediately, following
the correct reporting process. Employees
may be involved in the investigation and any
remedial actions required arising from this
process.

Keep up to date with health and safety
policies, procedures, guidance and other
safety documents as required by their
managet.

Be encouraged to take an active interest
in promoting health and safety and feel
empowered to make suggestions to their
Manager, Assistant Director or Director or
equivalent which may reduce risk, improve
the health and safety standards or the
wellbeing of employees or anyone affected
by the work of the Council.
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Trainees, apprentices and volunteers '
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The Council recognises its responsibilities Trainees including Apprentices and Volunteers ©

both as sponsor and managing agent to all its will assume the health and safety duties and @
Trainees and to others who may be affected. All responsibilities of that of an “Employee.”

3

Young persons and work experience students ' =

.-%

&

All Young Persons and Work Experience Health and Safety at Work Policy. These 2

Students have the same health and safety vulnerable persons should be supervised at o

responsibilities as an employee and are required all times and may also be subject to additional °f,

to adhere to the requirements of the Council’s controls arising from a risk assessment process. %

o

Visitors and the public ' 2

(4}

2

All reasonable action must be taken to ensure should not be allowed to access areas which g

that visitors are made aware of risks applicable may place them or others at risk. g

. o . S

to that site. Al visitors must be accompanied The Council will conduct its undertakings in such &

within areas of Bradford Council which are

a way as to ensure that members of the public
identified as non public areas. These persons Y P

are not endangered by work or activities of its
employees.

Devolved management '

Certain areas of the Council have devolved all or
part of their management structures from central
control to local control, while the staff concerned,
remain Council employees.

Safety Champion

These employees are still bound by the Council’s
Health and Safety at Work Policy and any other
health and safety policies and procedures
operating within their Department or Service.

Others involved with devolved services, i.e.
Committees and Governing Bodies, are bound
by both Council health and safety policies and by
health and safety law.

Employees & visitors

The Council will conduct its undertakings in such
a way as to ensure that members of the public
are not endangered by work or activities of its
employees.
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Arrangements for Health and Safety

In order to promote a health and safety culture
that aims to produce high standards and
continual improvement, the following health
and safety arrangements are in place. This

is not an exhaustive list and other health and
safety arrangements can be found on the

Occupational Safety section of BradNet and
Bradford Schools Online intranets. Other
specialised services within the Council are
available to offer support in health and safety
matters, Fire Safety, Asbestos, Emergency
Planning and Critical Incidents as examples.

Risk management

The Council will ensure the effective
management of risk, which provides adequate
control of the health and safety risks arising from
our work and activities.

The principles (process) for carrying out suitable
and sufficient risk assessments are as follows:

e Identify the hazards associated with the task
or activities.

e Decide who or what might be harmed and
how.

e Evaluate the risks and decide on precautions
or actions to take (e.g. eliminate or reduce
via control measures).

@ Record the findings of the assessment,
share the information with those who may be
affected and implement the controls.

@ Review risk assessments on an annual basis
or sooner in the event of a significant change
and update where necessary.

Managers are responsible for ensuring the
actions required arising from risk assessments
have been implemented and their impact
monitored.

Safe plant and equipment -
inspection and testing

The Council will ensure all plant and equipment
provided is fit for purpose and maintained in
good working order. Where plant and equipment
requires statutory maintenance, inspection and
testing, this will be carried out within the required
timescales. All defective equipment must be
reported to the appropriate person, taken out of
service until repairs have been made or it has
been replaced.

All plant and equipment used must be suitably
guarded during use and correctly isolated prior to
maintenance, repairs or cleaning. The bypassing
of safety guards, safety devices, interlocks; “lock
off” procedures will be seen as gross misconduct
and will be dealt with through disciplinary
procedures.

Processes should exist for ensuring that any new
or second hand plant or “hired in” equipment
meets minimum safety standards before
purchase or hire.

Managers who have employees using their
own equipment while at work or for business
purposes must ensure it is fit fir purpose and
suitably maintained as it will be deemed as
workplace equipment.

Safe handling and use of substances -
COSHH (Control of Substances
Hazardous to Health)

Arrangements must exist for the safe storage,
handling, use and disposal of substances

which may be hazardous to health and the
environment. The principle is the same as Risk
Management as noted above. All substances
must be assessed to check if it can be used
safely prior to purchase or use. Control
measures including safe working procedures and
safe disposal arrangements must be adhered to
at all times.

Safety training

Safety training forms an integral part of training
within the Council. All employees regardless

of their status in the Council should have the
sufficient knowledge, skills and training to enable
them to carry out their work safely with the
minimum of risk.
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It is particularly important that managers ensure
new employees are given an induction ideally
within the first week of their employment or as
soon as is reasonably practicable. This induction
should be on health and safety related matters,
including their responsibilities as identified in
this policy; other basic information such as first
aid, fire safety and reporting of hazards and
incidents. Job specific training should follow
which introduces local policies, processes and
procedures. Further specialist training should
take place where additional skills are required;
this will include refresher training where these
skills are not frequently used or where risks
change.

The health and safety training needs of
employees, managers and directors should be
the subject of periodic reviews ensuring where
necessary training is carried out. Consideration
will be given to using accessible venues and
training materials should be available in suitable
formats to ensure nobody is disadvantaged.
Arrangements should be made for retaining
suitable record keeping.

Consultation with employees safety
representatives and safety committees

High quality communication is an integral
part of effective health safety and wellbeing
management.

The Council will consult with recognised trade
union and employee safety representatives on
matters affecting health and safety and via safety
committees and other meetings as appropriate.
Such consultation and negotiation is to take
place where practicable, in good time and

using existing procedures to ensure effective
consultation on matters that affect the health
and safety of the employees they represent.
Examples; where significant changes in working
procedures occurs or at the design stage of
plans or new initiatives.

The Council will consult with employees and
others directly on health safety related matters
should the need arise.

Accident incident reporting and recording

All accidents incidents (including near-miss,
violence, racial and hate related) which occur
on Council premises or arising from our
activities must be reported, using the correct

reporting process and forms. This also includes
adhering to the reporting requirements under the
Reportable Injuries Diseases and Dangerous
Occurrence Regs 2013 (RIDDOR). The
Occupational Safety Team has the responsibility
for reporting all RIDDOR reportable incidents to
the HSE not the managers. Managers or their
nominated representative, have a responsibility
to carry out a robust investigation following an
incident and where appropriate take reasonable
action to prevent reoccurrence. The depth of the
investigation will depend on the severity of the
incident.

Suitable accident incident report records must be
retained for future reference.

First aid service

The Council provides first aid services and
facilities to at least the minimum standards
required by legislation. Employees will be
advised of the first aid arrangements and who
the first aiders are. The contents of first aid
boxes or first aid rooms will be checked regularly
and any deficiencies made good without delay.
Managers must ensure first aiders attend the
appropriate approved first aid training courses.

Contractors

Where the Council employs contractors to carry
out planned works, we are committed to:-

e Ensuring the competency of such contractors
including their ability to carry out the work or
service in a safe manner and to the required
standard.

e Liaising effectively with the contractor to
ensure the proposed works are planned,
assessed and suitable controls are in place
prior to the commencement of work.

e Monitoring the work or service being carried
out to ensure the health and safety of those
who may be affected the operation.

It must be clearly understood that any contractor
failing to adhere to agreed working procedures or
deemed to be working unsafely will be instructed
to cease work until the cause for concern is
rectified.

Health and safety at work policy document
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Fire prevention and control

Centre Managers, Governors and Head teachers
of schools are required to ensure fire risk
assessments are carried out and implement
suitable emergency arrangements which will
include fire /smoke detection; raising the alarm,
evacuation, fire fighting appliances, instruction
and information to employees.

Issues arising from the fire risk assessment must
be acted upon as appropriate, including effective
communication with relevant staff, building
tenants and users. It must also be available for
inspection by the various agencies.

All Employees are required to complete their Fire
Awareness training, via Smartlog or equivalent.
Other training sessions will be arranged for
Council employees on fire prevention and control
where appropriate.

Existing fire risk assessments should be
reviewed periodically. This review should
coincide with any organisation or structural
changes in the building and no less than
annually.

Additional support and guidance can be sought
from the Council’s Fire Safety Team.

The West Yorkshire Fire and Rescue Service

will audit fire risk assessments and emergency
arrangements as required and have enforcement
powers should they feel it necessary to use
them.

Monitoring and audit programme

Each Council department will establish systems
to monitor (benchmark, inspect, audit) the
standards of health and safety, for effectiveness,
compliance, identifying opportunities for
improvement within their area of responsibility.
The Occupational Safety Team will manage the
Council’s occupational safety audit programme
reporting back to senior management on the
safety performance and standards.

Findings arising from the investigation of
accidents, incidents, cases of ill health and
workplace inspections and visits will also be seen
as health and safety performance indicators.

Sources of information, guidance and
supervision

Employees of the Council can obtain help
support and advice on all aspects of occupational
health safety and wellbeing from Occupational
Safety and Employee Health and Wellbeing
Advisers.

Each Council building, or accommodation where
a Council service operates from, must display
the Health and Safety law poster and or offer a
leaflet version of the poster to employees.

All young workers, work experience students
and trainees must be supervised by managers
or nominated employees who are deemed
competent to do so.

Other health and safety policies, codes of
practice, safety guidance, forms and templates
are to be found on:

e BradNet (Bradford Council Intranet) pages
Occupational Safety, Employee Health and
Wellbeing

@ School safety related information follow this
link http://www.bradford.gov.uk/hands/

e For building related guidance, templates see
Facilities Management Health and Safety

page.

e Bradford Schools online. Another schools
website for health, safety and wellbeing
information

e Local service specific policies and
procedures — speak to your supervisor or line
manager

e Health Safety Executive - HSE for
Legislation, ACOPS and Guidance

Policy review

The effectiveness of the Health and Safety at
Work Policy will be subject to a management
review by the Occupational Safety Team.

This policy will be reviewed at least annually and
updated, modified or amended as necessary

to ensure the health and safety and welfare of
Council employees and visitors.
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1. Introduction

This guide is Bradford Council’'s overarching Lone Working framework document, and it
should be read in conjunction with:

e Bradford Council’'s Health and Safety at Work Policy,

e Other departmental or service specific polices and processes relating to lone
working or safe working practices.

Bradford Council acknowledges that in many of its services, ‘lone working'’ is a key feature
of work activities. Service Managers and/or Leads have a legal responsibility to ensure all
staff that face risks whilst working alone are effectively assessed and adequately
controlled. This responsibility extends to contractors, self-employed and agency workers
who are carrying out work on behalf of the Council.

Staff have the responsibility of taking reasonable care of themselves and others who may
be affected by their work.

It is not against the law to work alone and in many cases, it is safe to do so. However,
health and safety legislation such as the Health and Safety at Work etc. Act 1974 and the
Management of Health and Safety at Work Regulations 1999, require employers to carefully
consider and deal with any health and safety risks posed by working alone.

This guidance applies to all managers and staff who may be working alone, at any time, in
any of the situations described below in section 3, Definition.

2. Purpose
This guidance document is designed to:
¢ Inform Heads of Services, Managers and staff of the risks presented by lone working.

¢ |dentify the various elements to safely manage lone working and describe controls to
minimise risks.

e Provide managers and staff with a framework for adequately managing a potentially
high-risk situation.
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3. Definition

Within this guidance, lone working refers to situations where staff in the course of their
normal duties work by themselves away from colleagues / supervision / managers or are
physically isolated from colleagues without close or direct management supervision or
without access to immediate assistance.

There may be situations where several staff are working in a building, but due to its design
and layout, some may be in isolated areas working alone, namely that they are not visible
to or have contact with others.

Considering the variety of work activities carried out in Bradford Council, the following
examples are likely to feature lone working (Note this is not an exhaustive list):

e Caretaking

e Care work

e Cleaning

e Community based working

e Construction / Demolition

e Delivery drivers

e Engineers

e Home workers

e Home or Commercial premises (visiting)

e |CT support teams

e Maintenance work (various)

e Parks and landscape working

e Peripatetic work

e Professional Advisory/Inspection services
e Security

e Social working and support staff

e Staff working outside office hours and/or alone due to flexible working patterns
e Volunteer work (e.g. Elections)

e Wardens / Neighbourhoods services
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4. Planning

All activities involving lone working must be organised to ensure the proposed work can be
carried out in safe manner. This process includes assessing the risks applicable to the task,
implementing suitable controls and ensuring all the relevant people are fully aware of the
controls and procedures. Ad-hoc or unauthorised lone working should be avoided.

Line managers are responsible for agreeing and facilitating lone working arrangements and
importantly ensuring that suitable and sufficient controls are implemented to ensure the
safety of lone working staff. It is essential that all those involved in the lone working
activities are trained and aware of their roles and responsibilities.

Those involved in lone working must be aware of the:
e Task/activity
e Related risks,
e Agreed control measures and process,
e Limitations to that work.

Lines of communication must be clearly established in writing, i.e. checking in/out, fall back
and the emergency arrangements such as;

e Planned start and finish times
e Locations and schedules
e (Call in to confirm start and finish

e Procedure to follow if staff member has not checked in / out, e.g. personal contact
no, family contact no, agreed time to call again, when to call a senior manager,
when to call police, etc.

5. Lone Working App

Bradford Council has a ‘lone working’ app called BOLD Locator. Managers can register
themselves and their staff for the use of the app, including training. Once registered, lone
workers will be able to activate the app on their smart phone by inputting details such as
location, length of meeting/working/visit, etc. The monitoring centre, open 24/7, will contact
the lone worker if they have not de-activated within the specified meeting time.

This system also has an SOS alarm that can be activated at any time by the lone worker.
The app, when activated, alerts the Council’'s central CCTV control centre, which is
manned 24/7/365, with your exact position. They will contact the lone worker and if
necessary, contact the emergency services.

Please contact Phil Holmes, CCTV Manager for further information.
E: phil.holmes@bradford.gov.uk
T: 01274 — 437755




mailto:phil.holmes@bradford.gov.uk
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6. Reporting Incidents
Any incidents of concern, including acts of violence and aggression, should be reported:
e To your manager/supervisor,

e on the Council’s online incident reporting Sphera system, click the link to report an
incident - Incident Reporting On Line link

This enables the Council to undertake proper monitoring and decide if any further action
needs to be taken to prevent a similar incident re-occurring.

7. Risk Assessment

Managers are legally required to identify the hazards arising from work-related tasks and
activities; assess the foreseeable risks involved, and implement measures to avoid,
eliminate or control those risks.

A risk assessment is simply a careful and systematic examination of what at work, activity,
premise, workplace, groups or individuals could cause harm. It is a process that helps
managers make decisions that are informed, rational and structured that will manage risks,
and implement action that is proportionate to the risks identified.

For a risk assessment process to be successful, managers need to consult with staff to
find out what they consider to be the risks of working alone. It is important to talk to staff as
they are a valuable source of information. Their input will help to ensure that all relevant
hazards are identified, and appropriate controls chosen.

The existing Bradford Council risk assessment template and guidance are available on
Bradnet.

The risk assessment should consider the following as a minimum.
e The context — nature of the task, any special circumstances
e The environment — location, security, access, weather conditions, day/night, etc
e Equipment to be used
e The individual(s) concerned — indicators of potential or actual risk

e Person carrying out the task including any medical or health conditions, young,
new or pregnant staff

e History — any previous incidents in similar situations
e Level of training and experience

e Emergencies (ill health, accident, incident, violence & aggression, equipment
failure, etc.)

¢ Any other special circumstances such as meeting or providing a service to people
with special needs, mental health, depression, personality characteristics,
tendency to act violently or aggressively, etc.

e Supervision and Monitoring

e Review.



https://cityofbradford.spheracloud.net/tools/portal/accidents/LogAnonymous.aspx?65E92150294A4E3EAD58
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The findings of the risk assessment should be shared with all the relevant staff, so they
are fully aware of the risks and the precautions they need to take to do the job safely. The
information should be used to develop a suitable and sufficient safe working
procedure/arrangements or safe system of work.

Where there is any reasonable doubt about the safety of a lone worker, managers should
consider:

e stopping or withdrawing from the task/activity until further controls are implemented.
e Provide a second worker to accompany the staff member or,
e Making alternative arrangements to complete the task.

Risk assessments and safe working procedures should be reviewed:
on a regular basis

where there is significant change

following an incident

if it is believed to be no longer valid.

This is to ensure the risk assessment is applicable to the task, it is valid, and the safe
system of work reflects how the task or activity is carried out.

8. Safe Working Arrangements

Once the risk assessment is complete, the identified control measures can be used to
develop formal safe working instructions or safe system of work. This provides written
guidance / instructions to those involved in lone working to fully understand what is
expected and importantly any limitations, including the roles and responsibilities,
equipment needed, training, supervision, emergencies and review.

These written procedures help, support, safeguard managers and staff and create an
auditable trail. Different names are used to describe these procedures such as:

o Safe Systems of Work (SSoW) - is defined as a procedure or a set of procedures
for removing or reducing the risks involved in an operation. In the field of health and
safety, SSoW standardizes practices in the workplace to help ensure that
employees don’t get injured, either by the equipment that they use or through other
means.

o Safe Working Procedure (SWP) - is defined as a written method outlining how to
perform a task with minimum risk to people, equipment, materials, environment, and
processes.

9. Training

Training is essential for lone workers where there is limited supervision to control, guide
and help in situations of uncertainty. It will enable staff to understand what to do in different
situations especially important where staff are required to deal with unusual or difficult
circumstances.

Training will enable staff to make the right decisions to protect themselves against harm. It
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provides them with important information on what to do in unusual situations, where they
may feel in danger, threatened or at risk of violence and aggression. Anyone working alone
needs to be:

e adequately trained,

e sufficiently experienced,

e understand the risks and

e fully understand the controls that have been put in place.

Managing risk requires managers to set the limits of what can and cannot be done while
working alone, eliminating any ad-hoc decision making by the lone worker. They need to
make sure that staff are competent to deal with the requirements of the task or activities
and can recognise when to seek advice or help from elsewhere, e.g. from a supervisor, line
manager or Monitoring Centre.

Some roles / activities may require staff to be provided with formal de-escalation training.

10. Supervision

Although lone workers cannot be subject to constant supervision, managers still have a
duty to ensure their health and safety at work. Managers can help staff to understand the
risks associated with their work and the necessary safety precautions that must be
followed. Managers can provide guidance in situations of uncertainty and act as a point of
contact.

The extent of supervision required is a managerial decision based on the findings of the
risk assessment process. The higher the risk, the greater the level of supervision required.
This decision is based on the risks involved and the ability of the lone worker to identify
and handle health and safety issues; those new to a job, undergoing training, doing a job
that presents special risks, or dealing with new situations may need to be accompanied in
the initial stages.

11. Monitoring and Review

Managers need to ensure that procedures exist to monitor their lone workers as one
effective method of communication. Systems should be tested and reviewed to ensure that
they are working effectively.

Other methods of communication with staff would include:
¢ the use of periodical visits/observations,
e pre-arranged meetings,

e use of phones, SOS Emergency calls, radios, mobile apps such as BOLD Locator
(see section 4 — Planning),

e auto warning devices,

e bodycams,
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e e-mails,

e start and finish calls to base or agreed contact.

Where staff may have concerns or issues regarding any aspect of Lone Working, they must
inform their manager in the first instance.

12. Appendices

a) Hazards

This list is not exhaustive, and it should be used to provoke thoughts and discussion
regarding what hazards may be present in lone working activities.

When working alone:
a. Access to and exit from the work area or site or premise
Use of machinery and equipment — can it be safely used/operated by one person
Possible failure of equipment or machinery.
Manual handling of persons or objects
Can all plant, substances and goods be safely handled
Working at height or depth
Working a confined or enclosed space

S@ ™~ 0 aoo

Lack of training or authorisation

Staff not following training and agreed instruction
Not sharing appropriate data regarding persons groups areas etc

—

k. Holding, carrying and using sensitive data

Is there a chance of violent behaviour (persons/animals)

m. Are female employees especially at risk

n. Potential safeguarding issues

o. New or young workers at risk because of their lack of experience

p. Physical fitness of staff to carry out the tasks alone

g. Cash handling

r. Do any of the foreseeable emergencies, e.g. fire, illness, mental health issues,
accident, cause significant risk if the person is on their own

s. Working out of hours or extended hours
Working during hours of darkness

u. Weather conditions

v. Driving for work and road risks

w. Actions or activities of members of public (MOP) or other third parties

X. Unknown line management and reporting line
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b. Stay safe in the dark

Plan your route, always be alert and aware of your surroundings. Avoid distractions such
as use of mobiles or headphones.

Key tips for staying safe in the dark:

Plan ahead: before setting out, know your route and how long it will take. Consider
potential delays and plan for them.

Choose well-lit areas: Avoid secluded shortcuts and poorly lit areas as they can
increase your vulnerability. Stick to well-lit streets and public areas. If you must walk
in the dark, carry a flashlight or use a mobile phone light to illuminate your path and
avoid tripping hazards.

Walk with confidence: Maintain a steady pace and walk confidently. This can deter
potential threats, as attackers often target those who appear vulnerable.

Trust your instincts: if something feels ‘not right’, change your route or seek help.
Always prioritise your safety over your belongings.

Avoid walking alone: If possible, walk with a friend or in group, this can significantly
reduce your risk of becoming a target.

Be cautious in vulnerable areas: areas like car parks, alleys, isolated streets,
parks, etc. are more susceptible to crime. Be extra vigilant in these types of places.

By following these tips, you can improve your safety and confidence. Always remember
that your safety is the top priority.

c) Car safety and parking

Car owners / drivers should take the following precautions:

Consider whether an area will be dark and isolated when you return to your car,
wherever possible, park under street lighting and on a main road.

Have your car keys ready before approaching the car.

Lock car doors as soon as you get into the car.

Take boxes/bags to the car when other people are around.

Do not leave any bags/valuables on display in the car when parked. All such items
should be stored out of sight in the boot/hatch.

Park the vehicle facing the direction that you would leave, this avoids unnecessary
manoeuvres and losing precious time, if you need to make a quick escape.

13. Refer to other H&S documents

a. Health and Safety at Work Policy and Risk Assessment Guidance and Form are

available on Bradnet

b. Health and Safety Executive website Lone working - HSE




https://www.hse.gov.uk/lone-working/
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MEDICAL NEEDS AND HOSPITAL EDUCATION SERVICE



MARKING & FEEDBACK POLICY
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Rationale



The purpose of marking and feedback is to:

· Improve student progress and attainment

· Identify misconceptions and errors

· Promote independent learning and resilience

· Provide students with clear steps for improvement

· Prepare students for GCSE examination requirements



Feedback should be meaningful, manageable, motivating and timely.



Principles of effective feedback


Feedback should:

· Be regular and purposeful

· Focus on learning rather than presentation alone

· Address misconceptions quickly

· Encourage students to act upojn advice given

· Be specific and linked to success criteria

· Support students in improving examination technique



Forms of Feedback

Both written and oral feedback are essential to a pupils’ progress in each subject



Written feedback can be given by teachers and by peers. Pupils will also have opportunities to self-mark. 



The main advantage of self and peer-marking is that they both help pupils to understand marking criteria and to understand how they can improve their own work. 



The main intention of teacher feedback is that the teacher identifies areas of strength and areas for improvement, which will then inform future teaching and learning.



Digital feedback such as annotated work online will also be used where it is considered to be the best method.



Type of feedback

· Live marking during lessons

· Questioning

· Verbal feedback

· Mini whiteboard checks

· Hinge questions

· Whole class/group feedback

· Self-assessment/marking

· Peer assessment/marking

· Teacher feedback (written)

· Formal assessment feedback



Teachers may use:

· Verbal praise

· Correction of errors

· Checking methods

· Identifying misconceptions

· Extension challenges



Impact of Feedback 

Feedback is not effective unless it has had a positive impact on pupils’ progress. 



Teachers should ensure pupils have been given opportunities to act on feedback and monitor whether they have used these opportunities effectively. 



These opportunities may take different forms according to the subject area and topic being studied



· Redrafting sections of work in light of the feedback 

· Correcting misconceptions or errors 

· Answering challenge questions 

· Responding to comments made 

· Acting on the targets in subsequent pieces of work 



Appropriate amounts of learning time can be devoted to allow pupils to act on feedback.



Learning Objectives

Whilst it is not necessary to display the learning objectives of the lesson, it should be obvious to the teacher, pupils and any observers what the objective of the lesson is and whether it has been achieved, and if not achieved what the pupils need to do to move forward with their learning.



Termly Reviews

Grades/Levels should be given for pupils and annotated in their termly reviews. These grades/levels will be triangulated with the Pupil work.



Pupil Work 

All pupils will have key pieces of work demonstrating grades/levels to the on-roll school.  This should be marked in line with this policy and focus on progress. Levelled work should directly relate to the termly review levels as evidence.



Quality Assurance and Monitoring

It is important that monitoring of books takes place across the curriculum. SLT will:

· Conduct book looks at least once a half term

· Monitor assessment data

· Review student response to feedback

· Share best practice within the provision



Monitoring will focus on:

· Impact of feedback

· Student progress

· Consistency of marking



Whole Service Focus

There may be occasions where a focus is needed. For example, if there is a common theme across marking and feedback scrutiny or lesson observations. In this instance, there may be a requirement to look at marking and feedback across a year group, key stage or curriculum area. This will inform necessary CPD.









































































Appendix 1 - Primary Marking codes



Teachers mark in green pens

Students make corrections using purple pens



		Example

		



		

Capital letter missing

		  

t he dog ran away.

        hhgjghj

t







		

Mis-spelling



		

frend



		

Doesn’t make sense / grammatical error



		

[image: ]





		

Correct calculation (Maths)



		

· 



		

Incorrect calculation (Maths)



		

· 



		

Verbal feedback given



		

      VF



		

Completed independently

		[image: ]



		

Completed with support from an adult



		[image: ]



		

What went well (if appropriate)

		    
   WWW





		

Even better if (if appropriate)

		    

    EBI

























Appendix 2 – KS3/4Codes



Teachers mark in green pens

Students make corrections using purple pens



		Example

		



		

Capital letter missing

		  

t he dog ran away.

        hhgjghj

t







		

Mis-spelling



		

frend



		

Doesn’t make sense / grammatical error



		

[image: ]





		

Correct calculation (Maths)



		

· 



		

Incorrect calculation (Maths)



		

        X



		

Verbal feedback given



		

      VF



		

Completed independently

		[image: ]



		

Completed with support from an adult



		[image: ]



		

What went well

		   

 WWW





		

Even better if

		

  EBI









OFFICIAL



OFFICIAL



OFFICIAL



image1.png

Jess got apples shops.






image2.png







image3.png







image4.jpeg

City of

5% BRADFORD

m METROPOLITAN DISTRICT COUNCIL







image23.emf
MNHES QAP Policy  2627.docx


MNHES QAP Policy 2627.docx
PUBLIC



PUBLIC



[image: CBMDC-colour-RGB - smaller]PUBLIC



MEDICAL NEEDS AND HOSPITAL EDUCATION SERVICE



QUALITY ASSURANCE PROCESS (QAP) POLICY
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MNHES will assure quality teaching and learning through the following:

· Lesson observations

· Learning walks

· Book looks (including Pupil Progress data and marking and feedback)

· Stakeholder voice

· Curriculum team meetings

· External reviews



Intent

The overriding intent of the Quality Assurance Process is to celebrate success, share good practice and support teachers to ensure that all pupils within the service receive outstanding teaching.



Lesson observations



Each member of the teaching staff at MNHES will be observed once a year. Some teachers may be seen twice in one academic year, if actions are needed.



Staff will be informed of any formal observations or learning walks in team meetings, 1:1s or by email.



Staff will be encouraged to take part in peer observations to support their own CPD and will work jointly with staff across MNHES and STASS.



Lesson observations can be conducted in the classroom at Owlet Road, within the AGH and BRI school rooms/bedsides, online or at the pupil’s home.



Lesson observations aim to be as unobtrusive as possible and will last between 10 and 30 minutes.



Teachers do not have to provide a lesson plan.



The observer will take notes during the lesson observation.



All lesson observation outcomes will be sent to the Assistant Headteacher to gain an overall picture of MNHES teaching and learning and feedback will be shared with individual teachers. This will be shared with the Service Manager.



Learning walks



At MNHES there will be less of a focus on formal observations. Learning walks will take place regularly at MNHES and will become part of normal practice. 



Learning walks will focus on three areas:

· Ethos and behaviour support (daily routine, behaviour, learning in the moment, environment)

· Teaching and learning (teaching strategies, implementation of curriculum plans, pedagogy and dynamics in classrooms which will feed into CPD planning and follow-up)

· Accountability/compliance focused (check that things are being done with direct feedback)



Staff may be informed of learning walks taking place but they may also be unannounced.



MNHES will use learning walks for the following purposes:

· Information gathering

The information gathered can be used for wider decision making. Feedback will not always be given



· Team feedback

The teamleader will relay some feedback and offer some questions that probe the problems that remain to be solved.



· Individual feedback

Where specific problems arise, individual support may be required. This will be addressed with the teacher.



Book Looks



Leaders will conduct book looks to ensure the curriculum is being covered effectively and that students are learning. They aim to improve feedback, develop pedagogy, and encourage students to take action. The process helps leaders understand learning rather than just judging teachers. It is a tool for professional development that can help teachers reflect, share best practices, and improve their marking.



Books may be looked at for the following:

· Observations

· Learning walks

· Curriculum team meetings

· SLT meetings



The marking and feedback policy should be followed by teachers.



Stakeholder Voice



As part of the QAP of the Service, questionnaires will be collected as an overall picture of satisfaction of the pupil’s experience. SLT will evaluate the responses and areas to address will form part of the development plan.



Curriculum team meetings



Teachers and learning mentors are assigned a curriculum team to support the wider development of teaching and learning. These meetings will focus on key areas, requiring collaboration across the phases.



External reviews



External reviews may be conducted to support the development of the service.
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Introduction



[bookmark: _heading=h.gjdgxs]This policy will set out the process for informing of staff absence and the procedure for covering lessons/sessions



1. Staff Absence



1.1 Planned Absence

If a member of staff is aware that they will be absent at least one day prior to the date of absence, a Leave of Absence request must be completed and passed to the Line Manager for provisional authorisation. This will then be passed to the Service Manager for authorisation. Any medical letters or other evidence should be submitted with the LOA request form.



1.2 Unplanned Absence

If a member of staff is unable to predict an absence within one day of being absent, they must personally contact the MNHES office on 01274 582995 and give as much information as possible. It is an expectation that this will be done prior to 8.00am. This information should include the nature of the absence and the probable length of absence. Unless there is a sick note issued and sent to MNHES, it is the expectation that the member of staff will contact the MNHES office on a daily basis. If there is no answer, the member of staff should leave a message. The member of staff should, where possible, also contact their line manager.



1.3 Short Term/Long term Absence

· Short Term Absence is defined as one working week or less

· Long Term Absence is defined as longer that one working week and a sick note should be obtained and sent to the MNHES office. This can be posted, handed in or scanned and emailed to mnhesoffice@bradford.gov.uk



1.4 Recording Staff Absence

All staff absence will be recorded by the Business Support Manager. Where there are concerns, these will be highlighted in the Return to Work discussion and HR will be contacted.











1.5 Return to Work Discussion

After all absences, the Line Manager will arrange and conduct a RTW discussion with the member of staff. These discussions will be recorded and kept in staff Personnel Folders. The Business Support Manager will instigate the RTW discussion by informing the Line Manager.



2. Setting and Marking Cover Work



Where the absence is planned, it is the responsibility of the absent member of staff to set and mark cover work.



Where the absence is unplanned and short term, the member of staff can choose whether they set and mark the cover work. If this is not appropriate, the Line Manager will liaise with the Service Manager to ensure work is set and marked. This will not be the responsibility of the member of staff providing cover in this instance unless they choose to do so.



In long term absences, the Line Manager will liaise with the Service Manager to ensure work is set and marked. This may include an additional member of staff to cover these lessons.



3. Staff Cover



The School Teachers Pay and Conditions Document (STPCD) states: “Teachers should be required to provide cover only rarely, and only in circumstances that are not foreseeable (this does not apply to teachers who are employed wholly or mainly for the purpose of providing such cover).”



3.1 Short Term/Unplanned Cover

It is the responsibility of the Business Support Manager to inform the Service Manager and Line Manager of any unplanned absences via email on the morning of the absence. The following process will take place to arrange cover

1. The Line Manager will endeavour to arrange cover internally through the team of the absent member of staff. For 1:1 sessions, the line manager will contact the parents to offer another member of staff and record this on Arbor. Any member of staff can be directed to cover lessons as long as it is not within PPA/Admin time

2. The Line Manager will liaise with other members of SLT to arrange cover internally

3. The Line Manager will liaise with the Service Manager to organise cover. 



The Line Manager will ensure that Cover is reported on Arbor for registration purposes



It is the responsibility of the Service Manager to ensure that staff have the appropriate skills, experience and expertise to carry out this work. PPA time will be protected. A record of cover will be kept by the Business Support Manager to ensure that no member of staff is unfairly required to fulfil this role above other members of staff.



3.2 Short Term/Planned Cover

Where possible, staff should arrange medical appointments out of working hours. Where this is not possible, or there are other reasons for short term, planned absence, the member of staff should ensure that their Line Manager is aware of the absence and any classes that this will affect. The Line Manager will arrange appropriate cover within the service (as above) or liaise with the Service Manager if there are no members of staff available.



3.3 Long Term/Planned Cover

It may be necessary for the Service Manager to investigate an alternative member of staff for the classes that are affected. The Service Manager will liaise with the Line Manager in these instances.



4. Contacting Parents



4.1 Options 

The following options will be offered to parents by the teacher/line manager for 1:1 sessions:

· Cancelled session

· Rearranged session

· Activities emailed

· Cover staff provided

This must be recorded on Arbor



5. Pupil Cancellations



Parents should be encouraged to contact the Attendance Support Officer on the Office phone number (01274 582995) to inform staff of a pupil cancellation. 



Should a parent inform an individual member of staff, they must inform the Attendance Support Officer immediately.



The Attendance Support Officer will record all cancellations on Arbor























































PARENTAL LEAVE



Eligibility



Eligible employees with parental responsibility can take up to 18 weeks parental leave.  An employee has parental responsibility for a child if they are:



· the mother of the child;

· the father of the child if he was married to the mother at the time of the birth or he is registered as the child’s father;

· the father (if not covered by the above) if he has acquired parental responsibility under the Children Act 1989.  This is done either by a court order or an agreement between the mother and father which complies with certain legal requirements;

· a guardian appointed under the Section 5 of the Children Act 1989.

· adoptive parents (foster parents are not entitled).



Employees may use parental leave to take time off work to look after a child or make arrangements for the child’s welfare (e.g. to stay with a child in hospital or make arrangements for school/childcare and help them settle in) providing certain conditions are met.  



Parental leave is unpaid.

To confirm eligibility to parental leave employees will need to provide one of the following:

· the child's birth certificate 

· a MAT B1 Certificate showing when the baby is due 

· a matching certificate showing the placement date for an adopted child

Amount of leave



· Employees can take up to 18 weeks in total for each child (including each twin) up to their 18th birthday. 

· Unless the child is disabled leave must be taken in blocks of one week.   Periods of leave of less than a week will be counted as a full week. 





· Parents of disabled children can take leave as odd days (for the purposes of parental leave, a disabled child is one for whom disability living allowance has been awarded).

· A maximum of 4 weeks’ parental leave in a year can be taken in respect of any individual child.  A year begins with the first date upon which an employee becomes entitled to the leave.  This will be the date of the child’s birth/adoption.

· Parental leave applies to each child not to an individual’s job, so a change in employer does not entitle an individual to a new 18 week period of leave.  Records of parental leave will be kept and when an employee changes job, employers will make enquiries of a previous employer or seek a declaration from the employee about how much parental leave has been taken.



Rights during parental leave



A week is based on an employee’s working pattern. The Regulations define a week as follows:



· where an employee’s working pattern does not vary, a week is the period which they normally work;

· where the working pattern varies from week to week or over a longer period, or if the employee is required to work in some weeks, and not others, a week is the total of all periods in which they work, divided by 52.



A period of parental leave counts as continuous service.



At the end of parental leave, an employee is guaranteed the right to return to the same job as before if the leave was for a period of 4 weeks or less.



When parental leave follows maternity leave, the general rule is that a woman is entitled to return to the same job she had before the leave.  If at the end of additional maternity leave, this would not have been reasonably practicable, and it is still not reasonably practicable at the end of parental leave, she is entitled to return to a similar job which has the same or better status, terms and conditions as the old job.



Procedure for taking parental leave

Employees must submit their request to their manager using the Notification of parental leave form. 



If the employee wants to take parental leave immediately after the birth or adoption of their child they should give the appropriate notice:

· 21 days before the beginning of the expected week of childbirth (EWC) 

· 21 days before the expected week of placement, wherever possible. 

Otherwise employees should give their manager written notice at least 21 days before they want the leave to start specifying how much leave they want to take.

Procedure for postponing parental leave



Parental leave cannot be postponed if it’s to be taken immediately after the child is born or an adopted child is placed with the family.  Parental leave can be postponed if:

· the employee has not given 21 days' notice, or 

· the service would be seriously disrupted if the leave were taken at that time. 

Every effort will be made to allow employees to take parental leave at the time of their choice and there must be an objective business reason for postponing the leave.  For example, seasonal peaks, a significant proportion of the workforce applies for parental leave at the same time or the employee’s absence at a particular time would unduly harm the business.  If a decision is made to postpone a period of parental leave, this must be confirmed in writing within seven days of receiving the notification form, setting out the reasons for the decision and confirming the new dates. 
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Types of Absence



		Type of absence

		Teachers

		Officers

		Policy applied



		GP appointment including blood tests

		Unpaid (should be made outside of directed hours)

		Unpaid (should be made outside of directed hours)

		BMDC White Book (updated 2019) based on based on the “Conditions of Service for School Teachers in England and Wales” (the Burgundy Book)



Leave (other time off) – APTC (Officers) and C&M (craft and manual employees)

Disability Leave 



		Dental/Optician appointment

		Unpaid (should be made outside of directed hours)

		Unpaid (should be made outside of directed hours)

		



		Physiotherapy appointment (at clinic/GP surgery)

		Unpaid (should be made outside of directed hours)

		Unpaid (should be made outside of directed hours)

		



		Physiotherapy appointment (at hospital)

		Paid

		Paid

		



		Hospital appointment including operations with supporting evidence

		Paid

		Paid

		



		Hospital appointment without supporting evidence

		Unpaid

		Unpaid

		



		Breast and cervical screening appointments

		Paid

		Paid

		



		Blood donor sessions

		Paid

		Paid

		



		PIP assessment 

		Paid 

		Paid

		



		PIP tribunals

		Unpaid

		Unpaid

		



		Religious observance

		Paid (up to 3 days)

		Unpaid (up to 3 days)

		



		Moving house (within the district)

		Paid (1 day)

		Unpaid

		



		Dependent leave  

		Unpaid 

		Unpaid

		



		Illness of member of immediate family*

		Paid (up to 2 days)

		Unpaid

		



		Hospital attendance of immediate family* (with exception of grandparents and grandchildren)

		Paid (1 day)

		Unpaid

		



		Interviews

		Paid

		Unpaid

		



		Court Attendance

		Unpaid

		Unpaid

		



		University Graduation attendance of self or immediately family*

		Paid (1 day)

		Unpaid

		



		Bereavement leave for immediate family*

		Paid up to 1 normal working week

Can be broken down including funeral attendance

		Paid up to 1 normal working week

Can be broken down including funeral attendance

		



		Compassionate leave

		Up to 1 month in exceptional circumstances (AD approval required) 

		Up to 1 month in exceptional circumstances (AD approval required)

		



		Funeral attendance

		Unpaid

		Unpaid

		



		Wedding of member of immediate family*

Wedding of member of family (not immediate)*



		Paid (1 day)*

Unpaid (1 day)

		Unpaid

		



		Holiday of wife/husband or child

		10 days unpaid

		Unpaid

		



		Carer’s Leave (see policy)

		Unpaid (1 working week)

		Unpaid (1 working week)

		



		Paternity Leave (see policy)

		Paid (2 weeks) 

		Paid (2 weeks)

		



		Disability Leave (see policy)

		Paid (10 days, pro rata)

		Paid (10 days, pro rata)

		



		Parental Leave (see HR guidance)

		Unpaid (4 weeks)

		Unpaid (4 weeks)

		







All days are ‘per academic year’ 

Requests should be made via LOA request and signed by Line Manager 



[bookmark: _Toc398815329]Leave in other circumstances

Leave in any other circumstances will normally be unpaid and can only be taken with the permission of the Director/Assistant Director.



*Immediate family:

Wife                       Father                 Mother-in-law                          Partner

Husband                Brother               Father-in-law                           Stepfather

Son                        Sister                  Grandmother                          Stepmother

Daughter               Guardian            Grandfather                            Stepbrother

Mother                   Ward                  Grandchild                              Stepsister

                                                                                                         Stepchildren



See Separate policies for: Adoption Leave (52 weeks), Maternity Leave (52 weeks)
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1. Introduction

Students can derive a good deal of educational and social benefit from taking part in visits with MNHES. In particular, they have the opportunity to undergo experiences not available in the classroom or home. Visits help develop students’ confidence and independence and can improve students’ mental health and social skills.



This policy and procedure is designed to help ensure that the students and the staff stay safe and healthy on visits.



Service Manager – Hannah Whittaker



IF THE PROCEDURES ARE NOT FOLLOWED THEN THE VISIT WILL NOT BE AUTHORISED. Failure to follow procedures could lead to disciplinary procedures.



This policy is written to help you complete the process so that you can identify hazards and minimise risks. It is important that the appropriate planning and preparation is undertaken.



A visit is any activity outside of Owlet Road or the student’s normal learning environment. This includes students making use of the council ground behind Owlet Road.



2. Aims of the Visit

The aims of the visit should be clearly established:

· Why are we doing this?

· What will it achieve?

· Who will benefit from it?

· Is it worth it? (do the outcomes justify the risks?)



You should discuss the aims with your line manager prior to detailed planning.



Visit should be arranged that support and enhance the social or academic progress of the students involved.



3. Planning & Preparation

Formal planning and preparation is crucial to safety and effectiveness. It is essential that planning takes place before any visit. This involves considering the dangers and difficulties that may arise and making plans to reduce/eliminate them.



The Service Manager, whose signed agreement must be obtained, has overall responsibility for all visits. The detailed planning of the visits will often be delegated to the Visit Leader.



Visit Leaders must ensure that the following documentation is completed:

· Specific Visit Risk Assessment (SVRA) – signed by Service Manager (see item 4)

· Parental Consent Form (PCF) – signed by parents (see item 5)

· Individual Student Risk Assessment (IPRA) – checked against SVRA for potential risks (see item 6)



All signed documentation should be saved in the student’s file.



4. Specific Visit Risk Assessment (SVRA) Appendix 2

The language of risk assessment requires an understanding and use of three essential definitions:



Hazard – anything that can cause harm



Risk – the possibility that someone could be harmed by the hazard



Control – how to manage the hazard and/or risk



Students and staff must not be placed in situations which expose them to an unacceptable level of risk. If the risks cannot be managed then the visit must not take place.



SVRAs are carried out by the Visit Leader. These should be completed at least one week before the visit and signed off by the Service Manager with the line manager’s knowledge and agreement.



The SVRA should be based on the following considerations:

· What are the potential hazards?

· Who might be affected by them?

· What measures need to be put in place?

· What steps will be taken in an emergency?



The Visit Leader must share the SVRA will all staff participating in the visit and copied placed on the student’s file.



5. Individual Student Risk Assessment (IPRA) Appendix 3

IPRAs outline the individual needs of the student and any hazards or risks and how to reduce/eliminate them. All students have these on their student file.



The Visit Leader should check these against the SVRA to ensure that the students will be safe with the activity.

 

6. Parental Consent Form (PCF) Appendix 4

Parents should be informed and permission sought in writing of any visits including the following information:



· Date and times of the visit

· Visit objectives

· Transport arrangements

· Size of group and ratio of supervision

· Names of staff and accompanying adults

· Details of the activities planned

· Prohibited/Allowed items

· Clothing/equipment needed



These must be signed by parents and copied placed on the student’s file.



7. First Aid

First Aid should form part of the SVRA and the following will be required:

· One member of staff present with an up to date first aid qualification

· A suitably stocked first aid box



If the visit is within walking distance of Owlet Road or the student’s normal learning environment, there must be a first aider within Owlet Road or the normal learning environment. A visit can also take place within walking distance of the student’s home without a qualified first aider with the parent’s consent.



All staff must be made aware of students’ medical needs and any emergency medical procedures.



At MNHES, due to the medical needs of every student, it is vital that the Visit Leader discusses the visit with the student’s link staff to find out potential risks.



8. Ratios

It is important to have an appropriate ratio of adults to students for any visit. The factors to take into consideration include:

· Sex, age and ability of the group

· Students with special educational or medical needs

· Nature of activities

· Experience of staff and accompanying adults

· Duration and nature of journey

· Competence and behaviour of students

· First aid cover

Unless specific authorisation has been given, the staff to pupil ratio will be 1:6
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A1 Visits Procedure Flow Chart











Discuss visit with line manager





Complete SVRA (A2)





Check IPRA (A3) against SVRA





Obtain signed PCF (A4)





Complete Visits Checklist (A5)
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A2 Specific Visit Risk Assessment (SVRA)



		Destination:



		Visit Leader:

		Date of visit:







		Student Name:

		Year Group:

		Medical Need:

		Checked against IPRA:

		Signed Parental Consent:



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		



		

		

		

		

		







		Staff Name:

		Role in MNHES:

		Role in visit:



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		



		

		

		







		Purpose of visit:

		











		Transport arrangements:

		

		Time out:

		

		Time in:

		







		Lunch/refreshments arrangements:

		







		Cost of visit:

		



		 Parental contribution:

		



		Budget cost centre:

		







		Essential Items for students on visit

		Prohibited items for students on visit



		

		



		

		



		

		







		First aider:

		









		Significant Hazard and Identification of Risk

		Who will this affect?

		Action to Control measures

		Risk Rating (RAG)



		



		

		

		



		



		

		

		



		



		

		

		



		



		

		

		



		



		

		

		



		



		

		

		



		



		

		

		













Signed …………………………………………………. (Service Manager) 				Date………………………..





A3 Individual Student Risk Assessment (IPRA)



		Name: 

		DoB: 

		Year Group: 



		Nature of student’s vulnerabilities:
∙

		

		



		Identified Hazards associated with vulnerabilities 

		Control measures – restrictions – special instructions 

		RAG



		





		

		



		





		

		



		





		

		



		





		

		



		





		

		







		Further actions to consider when decisions about Educational Visits and Excursions are being made:

		







		Risk Assessment undertaken by:

Date: 















A4 Parental Consent Form (PCF)



Dear Parent/Carer,



As part of your child’s education, on xxx, your child will be xxx between xxx and xxx. The purpose of this activity is to xxx.



The transport arrangements will be xxx and there will be xxx staff and xxx students.



The details of the activity are:

Xxx

Xxx



Your child will need to bring xxx but will not be allowed to bring xxx



There will be a parental contribution of £xxx. If there are any issues with this, please let me know.



We would be grateful if you could sign the consent form and send back to us as soon as possible. If you have any questions, please do not hesitate to get in touch.



Yours sincerely,



[bookmark: _heading=h.gjdgxs]Xxxx



(Name of staff) Visit Leader



Email address/Phone number



✂…………………………………………………………………………………………………………………….



I give my consent for my child ……………………………………………. to attend the activity of xxxxxxxxxxxxxxxxxxx on xxxxxxxx



Signed……………………………………………………..			Date…………………….

A5 Visits Checklist



□ Has this been discussed with your line manager?					



□ Does this enhance the social and/or academic progress of the students?		



□ Have you completed the Specific Visit Risk Assessment (SVRA)?			



□ Has the Specific Visit Risk Assessment (SVRA) been signed off by the Service Manager?



□ Have you checked Individual Student Risk Assessments (IPRAs) against the Specific Visit Risk Assessment (SVRA)?



□ Do you have written and signed Parental Consent from all parents?



□ Are the following documents in the students’ files:

· SVRA

· PCF

· IPRA?



□ Do you have a qualified first aider or are within walking distance from the normal learning environment? Do you have the first aid kit if appropriate?



□ Do all staff have fully charged phones?



□ Do you have any needed medication?



□ Do you have the Emergency Procedures Crib-card?















A6 Emergency Procedures Crib-card



EMERGENCY CONTACTS



Owlet Road: 			(Melanie Lambert-Crookes): 01274 582995



Service Manager 			(Hannah Whittaker): 07974 623628



Business Support Manager 	(Claire Wright): 07971 832642



Welfare Officer 			(Waqass Khalid): 07484 917744



Primary Phase Leader 		(Melissa Sellers): 07484 989068



KS3 Team Leader 			(Emma-Jayne Best): 07811 503394



KS4 Team Leader 			(Robert Holladay): 07816 355161



Hospital Teachers in Charge	(Sarfraz Nawaz): 07971 832629	
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MNHES is committed to the safe and secure conduct of controlled assessments in the best interests of p and with clear guidelines for all relevant staff.



Policy



All controlled assessments will comply with JCQ guidelines contained in the document ‘Instructions for Conducting Controlled Assessments’



All controlled assessments will also adhere to awarding bodies’ subject-specific guidelines.



Every student will be given a copy of the relevant JCQ ‘Notice to Candidates’ before undertaking his/her first controlled assessment. This notice is also posted on the notice boards within provision and outside the classrooms where examinations will take place.



As far as is possible the Head of Centre will ensure that controlled assessments are spread throughout the duration of KS4 in the interests of students’ workload and resource management, especially with regard to the use of ICT facilities.



MNHES will ensure that access arrangements and special consideration guidelines are adhered to in relation to controlled assessments as they are with regard to formal written examinations.



Tutors will:



· decide on the specification to be followed, in consultation with other teachers in the department and the Service Manager.

· ensure that they and individual teachers for whom they have responsibility are aware of and comply with all relevant guidelines from JCQ and awarding bodies.

· ensure that at least 40% of overall assessment (controlled and/or external assessment) is taken in the exam series in which the qualification is certificated.

· standardise the marking of all teachers involved in assessing an internally assessed component.

· where appropriate develop new assessment tasks or contextualise sample assessment tasks to meet local conditions.

· supply to the Exams Officer at the host school in good time all requested details concerning unit codes, entries and marks.

· obtain confidential materials/tasks set by awarding bodies in sufficient time to prepare for the assessment(s) and ensure that such materials are stored securely at all times

· ensure that students and supervising teachers sign authentication forms on completion of the assessment

· monitor the completion and marking of controlled assessments by subject teachers within their area of responsibility

· post completion retain candidates’ work securely in the exams safe  (for hard copies) or on a secure area of the provision network which is subject to regular back-up for electronic copies until after the closing date or on an encrypted USB stick which is then kept securely in the exams safe, clearly marked.

· for enquiries about results. If such an enquiry is submitted, retain candidates’ work securely until the outcome of that enquiry and any subsequent appeal has been conveyed to the centre.









SENCO at the host school will:



· ensure access arrangements have been applied for where necessary.

· work with teaching staff to ensure requirements for support staff are met

· liaise with teaching staff and the Exams Officer to ensure appropriate accommodation and facilities are available for access arrangement students.



Exams Officer at the host school will:



· enter students for individual units as requested by teaching staff before the entry deadline.

· enter students’ ‘cash-in’ codes for the terminal examination series.

· be responsible for the receipt, safe storage and transmission to teaching staff of confidential materials received directly by the Exams Officer.

· download and distribute marksheets as required and collect and send completed marksheets to awarding bodies before deadlines.

· assist departments to find suitable accommodation for controlled assessments.



 Risk management process – editable template
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Please note: The risks and issues included in this template are illustrative only

Hannah Whittaker September 2026

		Risks and issues



		Possible remedial action

		Staff 



		

		Forward planning

		Action

		



		Accommodation



		Insufficient space in classrooms for candidates

		Once the size of the cohort is known at the start of the year, flag instances where regular classroom space may not be suitable to conduct controlled assessments

		Use more than one classroom or multiple sittings where necessary

		KS4 Lead



		Insufficient facilities for all candidates 

		Careful planning ahead and booking of rooms / centre facilities

		

		KS4 Lead



		Downloading awarding body set tasks



		IT system unavailable on day of assessment

		Download tasks well ahead of scheduled assessment date in all cases

		Book IT equipment well ahead and download tasks before scheduled date of assessment

		Teacher



		Teaching staff unable to access task details

		Test secure access rights ahead of controlled assessment schedule every year and every session

		Ensure teaching staff have access rights for the correct area of awarding body secure extranet sites well ahead of the controlled assessment schedule

		Teacher



		Loss of task details in transmission

		Download tasks well ahead of scheduled assessment date

		Contact awarding body and ask for replacement task; download again

		Teacher



		Absent candidates



		Candidates absent for all or part of assessment (various reasons)

		Plan alternative session(s) for candidates 

		 

		KS 4 Lead



		Candidates have a scheduling clash for exams or assessment (possibly offsite on consortium teaching) 

		Always consider candidate timetables well ahead and decide on priorities in advance to scheduling clashes 

		Check before booking the date; provide an alternative date, where necessary and consult awarding body procedures for dealing with timetabling clashes N.B. retakes of controlled assessment are limited 

		KS4 Lead



		Control levels for task taking



		The assessment is undertaken under incorrect level of control (time, resources, supervision and collaboration)

		Ensure teaching staff know what level is applicable and understand what is involved.  Provide training if required

		Seek guidance from the awarding body 

		Teacher



		



		Student study diary/plan not provided or completed* 

		Ensure teaching staff are aware of the need for study diary/plans to be completed early in course

		Ensure candidates start, continue and complete study diary/plans that are signed after every session

		Teacher



		Teaching staff do not understand that the supervision of controlled assessments is their responsibility

		Ensure teaching staff fully understand the nature of controlled assessments and their role in supervising assessments

		 

		Teacher



		A suitable supervisor has not been arranged for an assessment where teaching staff are not supervising  

		A suitable supervisor must be arranged for any controlled assessment session where a teacher is not supervising, in line with the awarding body’s specification

		 

		Teacher



		Task setting



		Teaching staff fail to correctly set tasks

		Ensure teaching staff fully understand the task setting arrangements as defined in the awarding body’s specification**

		Seek guidance from the awarding body

		KS4 Lead



		Assessments have not been moderated in line with the awarding body’s specification

		Check specification and plan required moderation appropriately

		Seek guidance from the awarding body

		KS4 Lead



		Security of materials



		Assessment tasks not kept secure before assessment

		Ensure teaching staff fully understand the importance of task security

		Contact the awarding body to request/obtain different assessment tasks

		KS4 Lead



		Candidates’ work not kept secure during or after assessment

		Define the appropriate level of security, in line with the awarding body’s requirements, for each department as necessary

		Seek guidance from the awarding body

		KS4 Lead



		Insufficient or insecure storage space

		Look at provision for suitable storage at the start of the GCSE course

		Find alternative storage within the centre

		KS4 Lead



		Deadlines



		Deadlines not met by candidates



		Ensure all candidates are briefed on deadlines and the penalties for not meeting them

		Mark what candidates have produced by the deadline

Seek guidance from awarding body on further action

		KS4 Lead



		Deadlines for marking and/or paperwork not met by teaching staff

		Ensure teaching staff are given clear deadlines (prior to the awarding body deadline) to complete marking/paperwork 
(Marks can then be processed and submitted ahead of awarding body deadlines)

		Seek guidance from awarding body

 

		KS4 Lead



		Authentication



		Candidate fails to sign authentication form

		Ensure all candidates have authentication forms to sign

Ensure that the authentication form is securely attached to their work when it is completed and handed in for marking

		Find candidate and ensure authentication form is signed

		KS4 Lead



		Teaching staff fail to complete authentication forms or leave before completing the authentication process

		Ensure teaching staff fully understand the importance of authentication forms and the requirement of a signature

		Return the authentication form to the teacher for signature 

Ensure authentication forms are signed as work is marked

		KS4 Lead



		Marking

		

		

		



		Teaching staff interpret marking descriptions incorrectly

		Ensure appropriate training and practicing of marking

Plan for sampling of marking during the practice phase

		Arrange for re-marking

Consult the awarding body’s specification for appropriate procedures

		KS4 Lead



		Centre does not run the standardisation activity as required by the awarding body

		Plan against the awarding body’s requirements for standardisation, i.e. when and how this activity must be conducted

		Check with the awarding body whether a later standardisation event can be arranged

		KS4 Lead
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1. Aims

The Medical Needs and Hospital Education Service (MNHES) recognises that digital technologies play a vital role in the education, wellbeing and safeguarding of children and young people. While technology provides significant opportunities for learning, communication and inclusion, it also presents safeguarding risks that require effective management.

The aim of this policy is to ensure that all children, young people, staff, volunteers, governors, contractors and visitors understand their responsibilities for promoting safe, responsible and appropriate use of technology.

This policy seeks to:

· safeguard children and young people from harm when using digital technologies, online platforms and internet-enabled devices;

· create a culture where online safety is recognised as an integral part of safeguarding and child protection;

· support children and young people to become safe, responsible and respectful digital citizens;

· ensure staff are equipped to recognise, respond to and report online safeguarding concerns;

· reduce the risk of online abuse, exploitation, cybercrime, harmful content and technology-facilitated abuse;

· ensure appropriate filtering and monitoring systems are implemented and regularly reviewed;

· promote partnership working with parents, carers, schools and external agencies to support children’s online safety;

· ensure all online safety concerns are managed in accordance with the MNHES Safeguarding and Child Protection Policy.

Online safety is not viewed as a standalone issue but forms part of the wider safeguarding responsibilities of every member of staff.

































2. Legislation and Guidance

This policy has been developed having regard to current statutory guidance and national best practice, including but not limited to:

· Keeping Children Safe in Education (KCSIE) 2026

· Working Together to Safeguard Children (2023)

· Education Act 2002

· Children Act 1989

· Children Act 2004

· Data Protection Act 2018

· UK General Data Protection Regulation (UK GDPR)

· Human Rights Act 1998

· Equality Act 2010

· Protection of Freedoms Act 2012

· The Prevent Duty Guidance

· The Department for Education’s Teaching Online Safety in Schools

· UK Council for Internet Safety (UKCIS) guidance

· National Cyber Security Centre (NCSC) guidance

MNHES also follows Bradford Council safeguarding procedures together with locally agreed safeguarding arrangements.

This policy should be read alongside the following MNHES policies:

· Safeguarding and Child Protection Policy

· Staff Code of Conduct

· Behaviour Policy

· Anti-Bullying Policy

· Data Protection Policy

· Acceptable Use Agreements

· Whistleblowing Policy



















3. Roles and Responsibilities

3.1 The Management Committee

The Management Committee has overall strategic responsibility for ensuring that appropriate online safety arrangements are in place.

The Committee will ensure that:

· online safety forms part of the organisation’s safeguarding culture;

· appropriate filtering and monitoring arrangements are in place and reviewed regularly;

· sufficient resources are available to implement this policy effectively;

· safeguarding updates relating to online safety are monitored;

· the Designated Safeguarding Lead receives appropriate support and training;

· online safety risks are considered when approving new digital platforms or technologies.



3.2 The Service Manager

The Service Manager has overall operational responsibility for ensuring this policy is implemented consistently across the service.

The Service Manager will:

· promote a strong safeguarding culture;

· ensure appropriate staff training is provided;

· allocate sufficient resources for online safeguarding;

· ensure concerns are acted upon appropriately;

· oversee compliance with Bradford Council policies and statutory guidance.



3.3 The Designated Safeguarding Lead (DSL)

The DSL has lead responsibility for online safeguarding within MNHES.

The DSL will:

· manage all online safeguarding concerns;

· assess risks and determine appropriate safeguarding responses;

· liaise with children’s social care, police, schools and partner agencies where required;

· maintain accurate safeguarding records;

· advise staff regarding emerging online risks;

· oversee online safety education across the service;

· ensure online safeguarding incidents inform future practice and staff training.

Emerging risks may include:

· online child sexual exploitation;

· child criminal exploitation;

· cyberbullying;

· grooming;

· sextortion;

· sharing of indecent images;

· deepfake and AI-generated images or videos;

· radicalisation;

· extremist content;

· disinformation and misinformation;

· online scams and fraud;

· harmful online communities;

· technology-facilitated abuse.



3.4 All Staff

Every member of staff has a responsibility to safeguard children online.

Staff will:

· maintain professional boundaries when using technology;

· model safe and responsible online behaviour;

· follow the Acceptable Use Policy;

· immediately report concerns to the DSL;

· undertake mandatory safeguarding and online safety training;

· remain alert to emerging online risks;

· use artificial intelligence responsibly and never input confidential or personal information into publicly available AI systems without appropriate authorisation and data protection safeguards.

Online safeguarding is everyone’s responsibility and should be considered during all interactions with children and young people.
























4. Educating Children and Young People About Online Safety

MNHES is committed to ensuring that children and young people develop the knowledge, skills and confidence required to navigate the online world safely, responsibly and respectfully.

Recognising that many of the children and young people accessing the service may be particularly vulnerable due to medical, emotional or mental health needs, online safety education is delivered in a manner that is age-appropriate, inclusive and responsive to individual needs.

Online safety education is embedded throughout the curriculum and pastoral support rather than being delivered solely as standalone lessons. Opportunities to reinforce safe online behaviours are incorporated into teaching, welfare interventions and individual discussions wherever appropriate.

Children and young people will be supported to:

· understand how to stay safe when using the internet, social media, gaming platforms and messaging applications;

· recognise healthy and unhealthy online relationships;

· identify online grooming and exploitation;

· recognise child criminal exploitation and child sexual exploitation that may occur through online platforms;

· understand the risks associated with sharing personal information online;

· recognise cyberbullying and understand how to seek help;

· identify misinformation, disinformation and manipulated online content;

· understand how artificial intelligence (AI), deepfakes and digitally altered media can be used to deceive, manipulate or exploit individuals;

· recognise scams, phishing attempts, financial fraud and identity theft;

· understand the importance of privacy settings, secure passwords and multi-factor authentication;

· know how and where to report online concerns both within MNHES and externally.

Where online incidents occur, staff will use these as appropriate learning opportunities whilst maintaining confidentiality and safeguarding the welfare of all involved.

Online safety education will reflect emerging national safeguarding trends and guidance issued by the Department for Education, UK Council for Internet Safety (UKCIS), National Cyber Security Centre (NCSC) and Bradford Safeguarding Children Partnership.



5. Engaging Parents and Carers

MNHES recognises that parents and carers play a vital role in helping children and young people remain safe online.

The service is committed to working collaboratively with families by providing clear advice, guidance and support to promote safe and responsible use of technology at home.

Parents and carers will be encouraged to:

· take an active interest in their child’s online activity;

· maintain open and supportive conversations regarding internet use;

· understand the risks associated with social media, online gaming and messaging applications;

· use parental controls and privacy settings where appropriate;

· report online safeguarding concerns promptly;

· seek advice from the service where concerns arise.

Where significant online safeguarding concerns are identified, parents and carers will normally be informed unless doing so would place a child at increased risk of harm or where advice from Children’s Social Care or the Police indicates otherwise.

Staff may signpost parents and carers to appropriate organisations including:

· CEOP Safety Centre

· Childnet

· Internet Matters

· NSPCC

· National Cyber Security Centre (NCSC)

· UK Safer Internet Centre

Where appropriate, online safety advice will also be reinforced through review meetings, welfare visits, safeguarding discussions and regular communication with families.



6. Cyberbullying

Cyberbullying is recognised as a safeguarding issue and will be addressed with the same seriousness as any other form of bullying.

Cyberbullying includes the repeated or intentional use of digital technology to threaten, intimidate, humiliate, harass or cause emotional harm to another person.

Examples include, but are not limited to:

· abusive or threatening messages;

· spreading rumours online;

· sharing images or videos without consent;

· creating fake or anonymous social media accounts;

· deliberately excluding individuals from online groups;

· impersonating another person online;

· sharing manipulated, AI-generated or deepfake images;

· encouraging others to participate in online abuse;

· online harassment through gaming platforms or livestreaming services.

All reports of cyberbullying will be taken seriously and investigated promptly.

Where cyberbullying meets safeguarding thresholds, staff will follow the MNHES Safeguarding and Child Protection Policy and involve the Designated Safeguarding Lead without delay.

Responses will be proportionate and may include:

· providing support to the child affected;

· restorative approaches where appropriate;

· liaison with parents and carers;

· liaison with the child’s school;

· referral to Children’s Social Care;

· referral to the Police where criminal offences may have occurred;

· requesting removal of harmful online content where appropriate.

The service recognises that cyberbullying may occur outside normal education hours. Where incidents impact upon a child’s safety, wellbeing or education, appropriate action will be taken regardless of when the behaviour occurred.

Staff should remain alert to online behaviours that may indicate wider safeguarding concerns including exploitation, coercion, peer-on-peer abuse, sextortion, hate crime or radicalisation.

7. Acceptable Use of Technology

MNHES expects all users of digital technology to behave responsibly, respectfully and safely at all times. The use of technology must support education, communication and safeguarding while protecting the rights, dignity and privacy of others.

Children, young people, staff, volunteers, governors, contractors and visitors are expected to comply with the relevant Acceptable Use Agreements and all Bradford Council ICT policies.

Users must:

· use technology in a lawful, safe and responsible manner;

· demonstrate respect for others when communicating online;

· protect passwords and account credentials and never share them with others;

· report any safeguarding, security or online safety concerns immediately;

· respect copyright, intellectual property and licensing requirements;

· protect confidential and personal information in accordance with the Data Protection Act 2018 and UK GDPR;

· access only approved systems, software and websites required for educational or professional purposes.

Users must not:

· access, create, store or distribute illegal, harmful, extremist or inappropriate material;

· engage in cyberbullying, harassment, discrimination or abusive behaviour;

· deliberately attempt to bypass filtering or monitoring systems;

· install unauthorised software or applications on council devices;

· use council equipment for unlawful or inappropriate purposes;

· record, photograph or share images of children, young people or colleagues without appropriate authority;

· impersonate another individual online or create anonymous accounts to communicate with children or colleagues.

Any misuse of technology may result in safeguarding action, disciplinary procedures, withdrawal of ICT access and, where appropriate, referral to external agencies including the Police.





8. Professional Conduct and Staff Use of Technology

All staff are expected to maintain the highest standards of professional conduct when using digital technology.

Technology should enhance learning and communication while maintaining appropriate professional boundaries and safeguarding standards.

Staff must:

· use only approved Bradford Council systems and platforms when communicating with children, young people and families;

· ensure electronic communication is professional, transparent and capable of audit;

· maintain appropriate professional boundaries at all times;

· securely store council equipment and confidential information;

· report lost or stolen devices immediately;

· complete mandatory online safety, safeguarding and cyber security training;

· challenge unsafe online practices where appropriate.

Staff must not:

· communicate with children or young people using personal social media accounts;

· share personal telephone numbers or private email addresses;

· accept or initiate social media friendships with current pupils;

· store confidential information on personal devices unless authorised and encrypted;

· use personal devices to photograph or record children except where explicitly authorised in line with council procedures.

Artificial Intelligence (AI)

MNHES recognises that artificial intelligence is becoming increasingly integrated into education and everyday life.

Where AI tools are used, staff must ensure they:

· support professional practice rather than replace professional judgement;

· do not generate safeguarding decisions without human oversight;

· comply fully with UK GDPR and Bradford Council information governance requirements;

· do not upload confidential, personal or identifiable information into publicly available AI platforms unless expressly authorised;

· critically evaluate AI-generated content for accuracy, bias and reliability before use.

Children and young people may also encounter AI technologies outside education. Staff should educate learners about:

· AI-generated misinformation;

· deepfake images and videos;

· AI voice cloning;

· manipulated online content;

· scams using artificial intelligence;

· ethical and responsible use of AI technologies.



9. Filtering and Monitoring

Appropriate filtering and monitoring systems are essential safeguarding measures and form part of MNHES’s wider safeguarding arrangements.

Filtering systems should reduce children’s exposure to harmful or inappropriate content while allowing legitimate educational access.

Monitoring arrangements should assist the service in identifying safeguarding concerns, inappropriate online behaviour and potential cyber security risks.

Filtering and monitoring arrangements should:

· be proportionate to the needs of the service;

· be reviewed at least annually, or sooner following significant technological or safeguarding developments;

· reflect current DfE filtering and monitoring standards;

· balance safeguarding with legitimate educational access;

· be understood by staff through regular training and guidance.

The Designated Safeguarding Lead, Service Manager and ICT support provider should work collaboratively to ensure filtering and monitoring arrangements remain effective.

Monitoring information may identify concerns relating to:

· child sexual exploitation;

· child criminal exploitation;

· self-harm or suicide-related content;

· extremist material;

· online radicalisation;

· cyberbullying;

· technology-facilitated abuse;

· inappropriate sexual content;

· attempts to bypass security controls;

· suspicious online behaviour.

Where monitoring identifies a safeguarding concern, staff must immediately inform the Designated Safeguarding Lead who will determine the appropriate safeguarding response in accordance with the Safeguarding and Child Protection Policy.

Filtering and monitoring arrangements are safeguarding tools and should not be relied upon in isolation. Professional curiosity, effective supervision and safeguarding awareness remain essential in identifying and responding to online risks.








10. Responding to Online Safety Incidents

All online safety concerns will be treated seriously and responded to promptly, proportionately and in accordance with the MNHES Safeguarding and Child Protection Policy.

Where a member of staff becomes aware of an online safety concern, they must take immediate action to safeguard the child or young person and report the concern to the Designated Safeguarding Lead (DSL) without delay.

Online safety incidents may include, but are not limited to:

· cyberbullying;

· online grooming;

· child sexual exploitation;

· child criminal exploitation;

· sharing or possession of indecent images;

· sextortion;

· coercion or blackmail through online platforms;

· exposure to extremist or terrorist content;

· self-harm or suicide-related online material;

· online hate crime;

· misuse of artificial intelligence or deepfake technology;

· online fraud or financial exploitation;

· malicious communications;

· unauthorised sharing of personal information.

The Designated Safeguarding Lead will assess the level of risk and determine the appropriate safeguarding response.

Responses may include:

· immediate safeguarding action;

· discussion with parents or carers where appropriate;

· liaison with the child’s school;

· referral to Children’s Social Care;

· referral to West Yorkshire Police;

· referral to CEOP or other specialist agencies;

· requesting removal of harmful online content;

· providing pastoral support to those affected.

Evidence relating to online incidents should be preserved wherever possible. Staff should avoid deleting messages, screenshots or electronic evidence that may assist investigations unless advised by the Police or safeguarding agencies.





11. Online Safety During Remote and Online Learning

As MNHES regularly delivers education through online and remote learning, maintaining high standards of online safeguarding is essential.

Staff delivering online education must:

· use only approved Bradford Council platforms;

· ensure online sessions remain professional at all times;

· maintain appropriate professional boundaries;

· ensure communication remains transparent and auditable;

· report safeguarding concerns arising during remote education immediately.

Children and young people should be reminded of expected standards of behaviour before online sessions begin.

Where safeguarding concerns arise during virtual learning, staff should follow normal safeguarding procedures and report concerns immediately to the Designated Safeguarding Lead.

Remote learning does not reduce safeguarding responsibilities. Staff remain responsible for recognising indicators of abuse, neglect or exploitation during online interactions.



12. Monitoring, Review and Quality Assurance

This policy will be reviewed annually by the Service Manager and Designated Safeguarding Lead, or sooner if:

· legislation changes;

· Department for Education guidance is updated;

· new safeguarding risks emerge;

· Bradford Council procedures change;

· significant online safety incidents identify the need for revision.

The effectiveness of this policy will be monitored through:

· safeguarding audits;

· incident reviews;

· filtering and monitoring reports;

· staff supervision;

· safeguarding training records;

· feedback from children, families and partner agencies;

· updates from national safeguarding organisations.

Lessons learned from safeguarding incidents will inform future policy development, staff training and risk management.



13. Links With Other Policies

This policy should be read alongside the following Bradford Council and MNHES policies:

· Safeguarding and Child Protection Policy

· Child-on-Child Abuse Policy (where applicable)

· Behaviour Policy

· Anti-Bullying Policy

· Staff Code of Conduct

· Data Protection Policy

· Acceptable Use Agreements

· Information Security Policy

· Whistleblowing Policy

· Mobile Phone and Smart Device Guidance

· Attendance Policy

· Health and Safety Policy

Collectively, these documents support MNHES in maintaining a culture where safeguarding is everyone’s responsibility and where online safety forms an integral part of everyday practice.














































Appendix A

Parent/Carer and Child Online Safety & Acceptable Use Agreement

Medical Needs and Hospital Education Service (MNHES)

Purpose

The Medical Needs and Hospital Education Service (MNHES) uses digital technology to support teaching, learning, communication and wellbeing. We are committed to ensuring that all children and young people can access online learning safely and responsibly.

This agreement explains the expectations placed upon children, young people and parents/carers when using technology in connection with MNHES.



Child / Young Person Agreement

I will:

✓ Use technology safely, responsibly and respectfully.

✓ Be kind and respectful to others when communicating online.

✓ Tell a trusted adult or member of MNHES staff if something online worries, upsets or frightens me.

✓ Keep my passwords private and use secure passwords where possible.

✓ Never share personal information such as my home address, passwords, bank details or telephone number without permission.

✓ Only use online learning platforms provided or approved by MNHES.

✓ Respect other people’s privacy and never share photographs, videos or personal information without permission.

✓ Think carefully before posting, sharing or commenting online.

✓ Never deliberately hurt, threaten or bully another person online.

✓ Report cyberbullying or inappropriate behaviour if I see it.

✓ Understand that not everything online is true and ask for help if I am unsure.

✓ Be aware that artificial intelligence (AI), deepfake images and videos can sometimes be misleading or fake.

✓ Never create, share or encourage inappropriate or harmful online content.

✓ Follow instructions given by staff during online learning sessions.



Parent / Carer Agreement

As a parent or carer, I agree to:

✓ Support my child in using technology safely and responsibly.

✓ Encourage open conversations about online safety and digital wellbeing.

✓ Report any safeguarding or online safety concerns to MNHES as soon as possible.

✓ Ensure my child attends online learning sessions appropriately where applicable.

✓ Help my child use appropriate privacy settings and parental controls where suitable.

✓ Reinforce respectful online behaviour.

✓ Understand that online safety forms part of safeguarding and will work with MNHES where concerns arise.

✓ Inform the service if my child experiences online bullying, exploitation, inappropriate contact or other safeguarding concerns.

✓ Encourage my child to speak to a trusted adult if they experience anything online that worries them.



Artificial Intelligence (AI)

Parents and children should understand that AI tools such as chatbots, image generators and homework assistants should be used responsibly.

AI should never be used to:

· generate harmful or abusive content;

· impersonate another person;

· create fake images or videos of others;

· complete assessed work dishonestly;

· share confidential or personal information.

If AI is used for learning, it should support learning rather than replace independent thinking.



Privacy and Safeguarding

MNHES may monitor the use of its digital systems where appropriate to help safeguard children and young people, maintain network security and comply with legal responsibilities.

Any safeguarding concerns identified online will be managed in accordance with the MNHES Safeguarding and Child Protection Policy.



Agreement

We have read and understood this agreement and agree to follow these expectations.

Child / Young Person

Name: ______________________________________

Signature: _________________________________

Date: ______________________________________



Parent / Carer

Name: ______________________________________

Signature: _________________________________

Relationship to Child: ________________________

Date: ______________________________________
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INTRODUCTION



Purpose



1. This policy outlines MNHES’s commitment to effective premises maintenance and up keep of the grounds, buildings and supporting infrastructure services.



2. By implementing such a policy MNHES intends to:



· ensure the Provision has an environment which is healthy and safe 

· develop performance standards for the organisation of health and safety management and the control of risks

· establish a framework for carrying out assessments through competent persons

· establish a programme for carrying out inspections of Owlet Road for the control of risks



3. This policy should be read in conjunction with the:

 

· The Health and Safety Policy

· First Aid Policy

· Accessibility Plan



Scope

   

4. The Service Manager aims to ensure that MNHES premises are fit to teach in, by provision of adequate management for the funding, maintenance, and review for the upkeep of the fabric of the premises.



5. This statement relates to:



· All buildings, structures and infrastructures (both temporary and fixed)

· All services including water, electrical, gas, pressure systems and heating and ventilation, drainage and sewage

· All plant, fixed equipment and temporary equipment



IMPLEMENTATION



6. Organisation for the implementation of this policy is outlined below

   

· The Business Support Manager has the responsibility for ensuring that deficiencies are repaired and that improvements, alterations and extensions to premises are carried out to defined standards, within budget.

· The Business Support Manager is responsible for monitoring and advising on Health and Safety matters.

· The Service Manager may undertake an annual tour of the Owlet Road as required.



7. Arrangements for the implementation of this policy is outlined below

   

· The premises are audited annually, for condition of decoration and state of repair, suitability for purpose of use, Health and Safety, or other requested facility.

· Priorities are established, by means of scoring the requirements where required, and balanced with the budget for the year. A timetable of works is agreed with the Service Manager.

· Specifications and quotations are drawn up for larger works. These are discussed and a programme of work is agreed. Contracts are awarded on the basis of MNHES budgets.

· Contractors are advised by the Business Support Manager of the Health and Safety Regulations operating at Owlet Road, and are required to go about their work, with due consideration and safety for the smooth operation of MNHES activities.

· Work required will always exceed the funding available and therefore prioritisation is essential.



PRIORITY



8. The basis of priority is:



· Work required on an urgent Health and Safety basis, including electrical safety, heating, dangerous walls, leaking pipes etc.

· Serious deterioration of building or fabric where delay will lead to increased cost

· All other work, including decoration



9. Routine maintenance is carried out by the Caretaker under the direction of the Business Support Manager. The Caretaker must be competent to carry out these functions, and some of these activities will require specific training. Maintenance contracts are placed for specific items where MNHES does not have the manpower or expertise. The contracts are reviewed periodically for cost effectiveness. The Service Manager aims to ensure that the premises are fit to teach in, by provision of adequate management for the funding, maintenance, and review of upkeep of the fabric of Owlet Road.



PREMISES INSPECTION AND MANAGEMENT STANDARDS



10. The Provision will comply with the relevant regulations and standards that apply to educational organisations which currently include, but are not limited by



· Health and Safety at Work Act 1974

· Management of Health and Safety at Work Regulations 1999

· Workplace (Health, Safety and Welfare) Regulations 1992

· The Education (Provision Premises) Regulations 1999

· Control of Substances Hazardous to Health Regulations 2002 (amended 2004)

· The Control of Legionella Bacteria in Water Systems – Approved Code of Practice and Guidance (L8)

· Construction (Design and management) Regulations 2007

· Regulatory Reform (Fire Safety) Order 2005

· Control of Asbestos Regulations 2012

· Equality Act 2010

· Work at Height regulations 2005

· Load Operating and Lifting Equipment Regulations 1998



FREQUENCY OF INSPECTION



11. The frequency of inspection is to take place no less than once a year for most items. The Business Support Manager is responsible for ensuring that the checks are made and that the Service Manager is made aware of any issues. For some apparatus and equipment the law requires specific checks by qualified personnel at set intervals in time. These intervals of time must be adhered to. Generally, frequency of inspections should be such that it provides useful outcomes and is not seen as simply a bureaucratic exercise.



12. MNHES has responsibilities for the repair and maintenance of premises which include:



· Asbestos register

· Compulsory Display of Notices

· Contractor Qualification check

· Control of Substances Hazardous to Health (COSHH) Risk Assessment

· CCTV

· Drainage

· Electrical – PAT

· Electrical – Fixed Electrical Installations

· Emergency Lighting

· Fire Risk Assessment

· Fire Detection and Alarm Systems

· Fire Doors

· Fire Fighting Equipment

· First Aid Equipment

· Gas Safety/Gas Appliance/ Gas Pipe Work

· Heating Systems

· IT Infrastructure

· Lettings Equipment

· PE Equipment

· Toilet Facilities

· Water Hygiene and Safety

· Weather Protection



13. The Business Support Manager keeps a report of all statutory Health and Safety contracts including the date of the last inspection, and the due date of the next.



SECURITY ARRANGEMENTS



14. The Service Manager and Business Support Manager ensure Owlet Road has adequate security arrangements for the grounds and buildings by ensuring that each building is securely locked and alarmed each night, each building has a secure entrance with security arrangements as appropriate. The Business Support Manager keeps a list of key holders.



15. MNHES security arrangements are based on a risk assessment for the premises and are regularly reviewed by Senior Management, explicitly taking into account:

· the location of the provision

· the physical layout of the provision

· the movements needed around the site

· arrangements for receiving visitors

· staff/student training in security

ACCESSIBILTY

16. The Service Manager and Business Support Manager ensure there is sufficient access so that emergency evacuations can be accomplished safely for all students, including those with special needs, by ensuring that all exits are kept clear and unencumbered, and by carrying out regular checks. The Business Support Manager ensures that access to Owlet Road allows all students, including those with special needs, to enter and leave the provision in safety and comfort by ensuring that entrances are well maintained and unencumbered.

Shared Premises

MNHES operates from shared buildings for Education on Hospitals and therefore:

As quoted in the ‘ Compliance Monitoring in Council Buildings’, A FSP Report, Revised Dec 2014 document, page 44:

     31:	Shared premises

	Where a building is occupied by more than one user then it is important that the results of any risk assessments should be shared with other occupiers of the premises where relevant e.g. fire safety, the control of vehicle movements. Asbestos etc.

Under Regulation 11 of the Management of Health and Safety at Work Regulations 1999 there is a duty of cooperation and coordination on those sharing a workplace.

Even if there is no direct control over common areas of the premises the employer needs to ensure that access and egress through these areas is safe for employees, visitors and contractors. Common areas of premises are those that are used by tenants (or occupiers) but are not controlled by them e.g. car parks, access routes, internal staircases, corridors and lifts. 

Where there is shared services such as electrical installations, gas supply, fire safety systems the tenant needs to ensure that they are and remain to be safe and without risks to the health of employees and visitors. This applies even though the tenant may not have any control over these services.



Estate management at BRI and AGH, where MNHES in Hospitals is based will make annual request for:

· Premises risk assessments

· Fire safety systems and policies

· Vehicle control

· Asbestos policy

· Health and Safety policy

· Electrical system and water system checked and ensured to still be safe.



Compliance measures relating the Education in Hospitals provision premises are identified in TRACKS by:

Duties on managers and directors		Service Manager

The Management of Health and Safety		Service Manager

Risk Assessment				Estates Management at BRI and AGH

Duty Holder					Estates Management at BRI and AGH

Landlord responsibilities on Termination 

of a lease					Estate Management at BRI and AGH



Fees for Intervention	In 2012 the HSE introduced ‘Fees of Intervention’ (FFI). This means that if you are found to have a material breach of the law the HSE may recover their costs from you by charging a fee for the time and effort that is spent on assisting you to put the matter right, investigating and taking enforcement action. 

Air Conditioning Systems	Estate Management at BRI and AGH

Asbestos Register	Estate management at BRI and AGH

Car parking and vehicle/Pedestrian 

Segregation	Estate Management at BRI and AGH



Compulsory Display Notices	Estate Management at BRI and AGH

Construction (Design and Management 

Regs. 2007	N/A



Contractor Qualification checks	Service Manager

Control of Substances Hazardous to Health 

(COSHH) Risk Assessment	Estate Management at BRI and AGH



Equalities Act 2010	Estate Management at BRI and AGH	

Duct Hygiene (Air Conditioning, 

Plenum Heating)	Estate Management at BRI and AGH



Electrical – PAT	Estate Management at BRI and AGH

Electrical – Fixed Electrical Installations	Estate Management at BRI and AGH

Emergency Lighting	Estate Management at BRI and AGH

Extraction Systems – including 

fume cupboards	Estate Management at BRI and AGH

Fire Safety (Risk Assessment) 

and management plan	Estate Management at BRI and AGH



Fire detection and alarm systems	Estate Management at BRI and AGH

Fire doors	Estate Management at BRI and AGH

Firefighting equipment	Estate Management at BRI and AGH	

First Aid Equipment	Estate Management at BRI and AGH

Fuel oil Storage	Estate Management at BRI and AGH

Gas Safety/ Gas Appliances/ Gas Pipe Work	Estate Management at BRI and AGH

Glazing	Estate Management at BRI and AGH

Lightning Conductors	Estate Management at BRI and AGH

Radon	Estate Management at BRI and AGH

Shared Premises	Service Manager

Slips and Trips	Estate Management at BRI and AGH 

Tree Safety	Estate Management at BRI and AGH

Water Hygiene and Safety (Legionnaires 

Disease – Water systems/Cold water 

systems/low Pressure water and surface 

water	Estate Management at BRI and AGH



Work Station Assessment	Service Manager

Further to the above compliance to the ‘Compliance monitoring in Council Buildings’, a FSP Report, Revised Dec 2014 document, due care also be taken to the following in liaison with Estate Management at BRI and AGH  as appropriate:



· Load bearing structures;

· Weather protection;

· Health, safety and welfare;

· Acoustics

· Cleanliness and waste materials;

· Maintenance;

· Heating

· Temperatures

· Hot surfaces

· Doors and gates

· Record and log books

· Condensation and noxious fumes.



Security Arrangements:



During provision holidays and out of working hours the premises at both BRI and AGH are locked and part of a secure building which has access 24:7.
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[bookmark: _Hlk197427942]1.1	Purpose



Bradford Council values its employees and recognises that they are our greatest asset, wanting all employees to perform well, feel valued and develop personally and professionally. 



The Council is committed to supporting all employees in adapting to their new roles at the Council and as such its approach to probation is supportive and constructive, providing feedback on performance; learning and development; teamwork; and two-way communication. 



This policy has been designed to allow any issues that might prevent successful completion of the probation period to be identified and addressed in a timely and supportive way.  It supports the Council’s priorities, values and behaviours in delivering a robust and consistent approach to performance with clear expectations, so a supportive and inclusive performance culture can develop and be embedded.



This policy is designed to ensure that the key responsibilities and tasks, included in role profiles, are achieved. As a public sector organisation, the Council must demonstrate effective and efficient use of resources and, therefore, requires all employees to successful in their roles and successfully deliver what is expected of them.   



Positive management by the line manager of a new employee during the probationary period, sets the tone for future performance management and positive on-going relationships and assists in improving the overall standards and morale of the workforce.  It also embeds the principles of feedback on performance, learning and development, teamwork and two-way communication as part of the employee’s working life at Bradford Council. 



Whilst adhering to this overall approach, the Council is committed to the highest standards of performance and will terminate a contract where the employee does not demonstrate satisfactory performance, including adherence to the Employee Code of Conduct, during their probationary period.



1.2	Scope



The probationary period applies in a variety of circumstances. 



This procedure applies to all employees of the Council, except: -

· Teachers and those school-based staff whose issues at work are dealt with by the governing body under the School Standards and Framework Act 1998 as amended from time to time.

 

The procedure applies to all new full-time, part-time and permanent and temporary employees of the Council, but does not apply to employees who have come into the Council as a result of a TUPE transfer.



Secondly, where an existing employee moves to another job within the Council, either permanently or via secondment agreement, reviews will be scheduled to evaluate their performance and conduct in line with the principles of the probationary process. In these circumstances where performance or conduct is identified as being unsatisfactory during, or at the end of, the probationary period then this will be dealt with under either the Council’s Managing Performance or Disciplinary Procedures.



This policy is intended to work in conjunction with the Council’s appraisal and performance management policies, and any statutory and mandatory training that employees should complete on commencement of employment. 



1.3	Responsibilities and Expectations



Employees are responsible for:



· Engaging with the induction and probationary period processes and achieving the required level of performance and attendance.

· Familiarising themselves with the Council’s rules, policies and procedures, particularly those relating to security, health & safety, equality, diversity and inclusion, conduct, discipline and resolving issues at work.

· Ensuring that they understand the probationary policy and procedure.  

· Ensuring that they are familiar with the standards and requirements of their own role, i.e. those specified within the job profile as well as understanding how their role fits into the standards and requirements of both their wider team and the Council as a whole.

· Ensuring that they raise any concerns and/or request additional support from their line manager in a timely manner

· Ensuring that they take an active part in the probationary review meetings. 

· Undertaking any learning and development activities agreed with their line manager; this includes all mandatory/statutory training modules and familiarity with specific policies such as health and safety, safeguarding and employee code of conduct. 

· It should be noted that employees subject to a probationary period are not eligible for any purchases via salary sacrifice through our employee benefits scheme until they have successfully completed their probationary period. 



Managers are responsible for:



· Ensuring the employee is aware of the probationary policy and procedure.

· Setting objectives for each review period.

· Explaining to the new employee the expected standard of performance, attendance and conduct and how performance will be monitored. Carrying out probationary reviews, as appropriate, with the new employee and setting SMART objectives for each review period.

· Ensuring all probationary documentation is completed in a timely manner.

· Diarising and notifying the employee of any probationary review meetings in advance so that both parties have time to prepare.

· Identifying any potential for the employee to fail to meet the standards required and taking appropriate action quickly with the employee whilst maintaining liaison with HR, if appropriate.

· Ensuring that systems are in place to support and monitor the employee’s work throughout the probationary period to ensure that they receive the required support, as is reasonable, to fulfil the duties and responsibilities of the post. 

· Ensuring that employees are aware of the requirements to complete any statutory and mandatory learning within 3 months of commencement in post and have access to the systems to enable this completion in a timely manner. 

· It should be noted that employees subject to a probationary period are not eligible for any purchases via salary sacrifice through our employee benefits scheme until they have successfully completed their probationary period. Managers must not approve any such purchases. 



2.	Procedure



2.1	Induction



The importance of a successful induction for a new employee allowing them to complete their probationary period satisfactorily cannot be underestimated.  Apart from the challenge of tackling a new role, there is often also a requirement to become accustomed to a new organisation, a new environment and new colleagues. The purpose of an induction is to support employees during this period and to help them quickly become fully integrated into the Council. 



Managers are responsible for devising an induction programme for the employee, which explains the range of work, standards and expectations required by the Council. It is important that the manager checks that the employee fully understands the requirements of the job and the Council’s expectation of performance and expected behaviours.



Managers should diarise all probationary period meetings ahead of the employees start date to ensure that these meetings take place and are prioritised accordingly. 



New employees should attend the “Corporate Welcome” as part of their induction process and where the new employee is a manager, then they may be required to undertake additional training specifically designed to support them in undertaking a manager role within the Council. 



2.2	Length of probationary period



All employees new to the Council will normally undertake a 4-month probationary programme (unless TUPE applies).  This period may be extended in exceptional circumstances, where there are strong indications that the employee will achieve the standard required, given further time. Where this may be the case then guidance must be sought from HR before the end of the original probationary period. The line manager in conjunction with HR can extend the probationary period up to a maximum of a further 2 months. 



Note - For temporary contracts of less than six months the probationary period should be reduced to 1 month 



Managers will schedule structured monthly review meetings but should have more frequent meetings/check ins with new employees as detailed in the Induction Checklist for New Starters , completing the Council’s Probationary review form (available on  Evolve for PC users or at Appendix A for non-PC users). 



At the 4-month final review, the line manager will confirm, employment unless the contract is to be terminated or in exceptional circumstances, the probationary period is to be extended.  



Where an employee has been absent from work due to sickness during their probationary period, line managers must contact HR for advice on how probationary periods can be extended and this will be dealt with on a case-by-case basis.



2.3	Disabilities



Employees with diagnosed disabilities should be monitored using the same procedure as for all other staff. However, in line with the Equality Act 2010, and the potential need for reasonable adjustments, employees with disabilities must be consulted with this during the probationary period. In circumstances where a disability only becomes fully apparent once an employee has started in post, it may be necessary to defer the probationary assessment until after all reasonable adjustments have been considered and implemented where appropriate. Guidance from HR must be sought and/or, where appropriate, Occupational Health, at the earliest opportunity. 



Completion of a disability passport, which can be found as part of the Supporting Attendance Policy, is required to aid meaningful conversations about any support required. 



Reasonable adjustments which are required to enable an employee to perform their role within the Council must be implemented promptly. In all cases where reasonable adjustments are or may be required, the manager must seek advice from HR. The manager should invite the employee to discuss their request for reasonable adjustments to a meeting, at which they may be accompanied by a work colleague or trade union representative, as soon as practicably possible.  7 calendar days’ notice in writing must be given to attend the meeting. 



2.4	Misrepresentation of Skills/Qualifications 



Where it becomes apparent during the probationary period that a new employee has misrepresented their skills, abilities and/or qualifications during the application and/or selection process, for example because they are unable to carry out the duties or requirements associated with the job, the manager will decide, in conjunction with HR, whether or not to terminate employment and in these circumstances the process set out at Section 2.5 will apply.



It should be noted however that misrepresenting skills and qualifications can be a criminal offence, and the manager should also contact the Corporate Investigations Unit in accordance with the Council’s Fraud Response Plan for advice on the next steps.



2.5	Employee is not meeting the required standards before the completion of the probationary period



If work performance, attendance and/or conduct falls short of acceptable standards and the manager considers that it is not appropriate to continue employment, it is possible to terminate employment early as employment can be terminated at any point during the probationary period. 



The manager should contact HR for advice on the next steps of the process. The manager must keep accurate records of conversations as these will be needed in order to terminate the contract or extend the probationary period.  



The employee must be invited to attend a probationary review meeting so that the line manager can advise on why their conduct/performance/attendance is unsatisfactory. The employee must have the opportunity to respond, ask questions and give an explanation at this meeting.  



As this meeting could result in the employees' contract of employment being terminated, the manager must inform the employee of their right to be accompanied by a trade union representative or work colleague. The invitation to the meeting must be in writing i.e. letter or email and must give at least 7 calendar days’ notice to the employee. The meeting can be rearranged once, within 7 calendar days’ if the date is inconvenient for the employee and/or their representative. 



Where, it becomes clear that the probationary period will not be completed successfully, the manager shall inform the employee of their intention to recommend to the appropriate Nominated Senior Officer (Head of Service or above) that the employee’s contract be terminated. Confirmation of termination of employment will be provided in writing to the employee. The employee shall have a right of appeal in accordance with the appeal hearing referred to in Section 5.



3.	The Review Process



3.1	Achievement of performance targets and working within the Council’s 	Performance Framework 



In line with the Council’s performance review process, managers must commence monthly one-to-one meetings with employees as soon as they start employment.  Managers do not need to conduct separate one to one meetings (part of regular individual performance management) and probationary meetings; the monthly meeting will act as both. These are an opportunity to update each other on day-to-day work, outcome expectations, timelines for delivery, training needs, potential barriers to delivery and solutions to issues and concerns that either party may have. 



The purpose of regular one-to-ones is to support the employee during their probationary period, so that they understand their role, the conduct and behaviours expected of them, and the standards and measures of performance which they are required to deliver against. This is to give them every reasonable chance of completing the probationary period successfully. Meetings should be set up in advance of the employee starting and their purpose covered as part of induction. Managers may wish to hold meetings more regularly with new starters and should follow the minimum guidance set out in the. Induction Checklist for New Starters 



The aim of the review process is to assess the employee’s ability to carry out their job. Notes should be made of all meetings and shared with the employee. For consistency, a template is provided to aid managers during these discussions and is available on Evolve (Probationary review form) or appendix A). 



The meetings should discuss what is going well, progress against objectives, any areas of concern and identification of next steps to support the employee during the probationary period.  Factors which the manager must consider include:

· Quality of work and performance

· Attitudes behaviours and motivation

· Conduct, timekeeping and attendance

· Any training needs



If any issues arise from the discussions that suggest the employee may not be able to complete their probationary period successfully, these should be raised with HR immediately, and advice taken on any actions that need to be taken.



Factors which are potentially discriminatory under the terms of any of the equalities and discrimination legislation must not form part of the assessment review process.   Where employees have a disability or a disability becomes apparent, the line manager must consider any reasonable adjustments in line with the Equality Act 2010.



3.2	Unsatisfactory performance



At each stage the review discussion must cover the strengths, weaknesses and areas for improvement of the employee's performance. These must be discussed and noted, together with ways in which performance could be improved, as part of an improvement action plan. An assessment must be made as to whether the overall performance is satisfactory or unsatisfactory. Where performance is unsatisfactory, managers must:



· draw this to the attention of the employee

· discuss areas for development with the aim of establishing the reasons for poor performance and identifying strategies/training and support for improving performance

· clarify the standards required and the potential outcomes of failure to meet those standards

· outline the timeframe for required improvements



An action plan (appendix B) may be used to detail what needs to take place to improve performance which is available on Evolve (Probationary action plan)  Managers may also wish to seek the guidance from HR where there is unsatisfactory performance.



3.3	Unsatisfactory conduct



The matter may be handled in line with the Council's disciplinary procedure in exceptional situations, such as safeguarding concerns, if there is proof of serious or gross misconduct during the probationary period.





3.4	The final review – 4 months



Prior to the final review, the employee’s line manager must consider whether the:

· employee’s appointment should be confirmed;

· employee’s probationary period should be extended (exceptionally); or

· employee’s contract should be terminated.



If the manager considers that the employee’s performance is unsatisfactory, they must write to the employee at least 7 calendar days prior to the final review meeting to inform them in advance of the reasons why this is the case.



Where dismissal or an extension of the probationary period is contemplated, the manager must inform the employee that they have a right to be accompanied at the final review meeting by a trade union representative or work colleague, should they so wish. It is the responsibility of the employee to notify their representative of the date and time of the meeting. As per Section 10(4) of the Employment Relations Act 1999, in the event that the representative is unavailable the meeting may be postponed by up to 7 calendar days.



The final review must take place within the last 2 weeks of the 4-month probationary period unless there are extenuating circumstances. 



The purpose of the final review is to assess the employee’s progress over the whole of the probationary period and to reach a decision as to whether the employee’s employment should be confirmed whether exceptionally the probationary period should be extended or whether the employee should be dismissed.



4.	Outcomes at the final review



4.1	Confirmation of appointment



Where the appointment is to be confirmed, the manager should confirm this to the employee during the final review and note this on the form.  A copy of the form must be kept on record and be shared with the employee. 









4.2	Extension of probationary period



There may be circumstances where it is appropriate to extend the probationary period for the following reasons:



· Through the employee’s sickness or other authorised absence, it has not been possible to assess performance

· An extension has been agreed in accordance with paragraph 2.5.

· The employee has not performed satisfactorily, but the manager has evidence to suggest that performance is likely to improve with a further period of probation.



If the employee’s line manager concludes that the probationary period should be extended, this matter must be discussed with HR.  Where the manager and HR conclude that the probationary period should be extended, the following must be discussed with the employee and confirmed in writing:



· the reason for the extension.

· details of any training/support that will be provided during the extension period.

· the performance standards expected and the way in which it will be monitored.

· that if performance still fails to meet expectations during or at the end of the extended probationary period, the employment will be terminated.



The probationary period should not be extended by more than two months.



Where, following the extended probationary period the employee’s performance has improved substantially, the appointment should be confirmed, the employee formally notified and from then on be subject to the Council’s appraisal, staff development and other HR policies and procedures.



4.3	Termination of employment



Where it becomes clear that the probationary period will not be successfully completed, the manager shall inform the employee in writing of their intention to recommend to the appropriate Senior Nominated Officer, that the employee’s contract be terminated. 



A manager does not have to wait until the employee is nearing the completion of the four-month probationary period or extended probationary period to recommend terminate of employment. 



Confirmation of termination of employment will be provided in writing to the employee along with details of their right of appeal against termination of employment by virtue of failure to successfully complete a probationary period. Only one meeting will need to be held and dismissal will be with notice pay and may be actioned as a payment in lieu of notice (PILON). 



5.	Appeals



5.1	Lodging an appeal



Where an employee’s contract is terminated, the employee will be advised of their right to appeal the decision.



The appeal must be made in writing, to the Assistant Director, within 14 calendar days of receipt of written confirmation of the decision.  



Where possible, the appeal will be heard before the dismissal takes effect.  The appeal will be heard within the notice period and within 14 calendar days of receipt of written confirmation of the appeal. 



Appeals against dismissals will be heard by the Assistant Director (or nominee) and HR representative. The employee has the right to be represented at an appeal by a trade union representative or work colleague.



5.2	Appeal conditions



The grounds of appeal should relate to one or more of the following:



The procedure:  An appeal can be lodged on the grounds that the probationary procedure was applied unfairly or inaccurately. See appendix C 



The facts:  An appeal can be lodged where the employee believes that the facts during the probationary meetings did not support the decision made; that the facts considered were not relevant; that the facts were nor substantiated; or where there are new facts/evidence which needs to be considered that has come to light subsequent to the dismissal.



Detailed examples of the reasons for appeal must be included.  If they are not included, the employee will be asked for further detail before the appeal can be taken forward.



5.3	The appeal process



The employee will be given at least 7 calendar days’ notice of the appeal hearing. The employee must provide any supporting documents at the same time as submitting their appeal. 



The Assistant Director, or their nominated representative, will review whether the original decision was reasonable having reviewed the grounds for appeal. The Assistant Director or the nominated representative shall have discretion to go into as much detail as they consider necessary in order ensure a fair hearing. The decision at appeal shall be either to uphold the original decision to dismiss, or to confirm the employee is reinstated, with or without an extension to the probationary period. This decision shall be final and will be confirmed in writing within 7 calendar days of the appeal taking place



During an appeal hearing, notes must be taken, and the employee must receive a copy of the notes within 7 calendar days of the hearing. 























































































Appendix A - Probationary Review 							

		Name of Employee:



		



		Payroll number:



		



		Post Title:



		



		Department: 



		



		Name of Manager:



		



		Probation Review No.



		Month (circle as appropriate, *5 and 6 where extended) 

1          2          3          4          *5          *6



		Date:



		







Reviews should take place every 4 weeks/1 month during the course of the probationary period. 

		What has gone well?

		













		What areas are to be concentrated on next?

		











		What areas of improvement need to be made? 





		









		Any areas of concern







		







Signature (employee):

Signature (manager):

OFFICIAL



OFFICIAL





Date:

OFFICIAL



OFFICIAL
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Appendix B - Probationary Period:  Action Plan 												

		Employee Name

		

		Post Title

		



		Line Manager

		

		Department

		



		Probation Review No

		Month (circle as appropriate) 

1          2          3          4          5          6

		Meeting Date

		







		

		Issue (be clear if this is something that the employee is doing or not doing and what is and isn’t acceptable)

		Action/Training to take place 

		Milestones

		People involved

		Review date



		1

		



		

		

		

		



		2

		



		

		

		

		



		3

		



		

		

		

		



		4

		



		

		

		

		







		Actions agreed (Manager signature)

		

		Date

		



		Actions agreed (Employee signature)

		

		Date
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 OFFICIAL
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Appendix C - Probationary Period:  Appeal Procedure



1 	If the employee is dissatisfied with the outcome, they may appeal by writing to their Assistant Director (AD) (using Appendix D) within 14 calendar days of the date of the decision letter. The employee must detail their reasons for appeal:

· The procedure followed was incorrect

· New evidence has emerged which is relevant

Detailed examples of the reasons for appeal must be included.  If they are not included, the employee(s) will be asked for further detail before the appeal can be taken forward.

The employee’s appeal must be sent to their AD, not Line Manager. In circumstances where an appeal is submitted on the grounds that the employee is unsatisfied with the outcome, the appeal will not be accepted. 

2 	The AD (or nominee) must arrange an appeal hearing without unreasonable delay and within 14 calendar days of receipt of the written grounds of appeal. The employee will be given 7 calendar days’ notice of the appeal hearing, unless there is a mutual agreement to hold this sooner. The employee must take all reasonable steps to attend the appeal hearing. If an employee fails to attend the pre-arranged appeal hearing twice without reasonable explanation and agreement, then the appeal will be treated as having been withdrawn. 

3 	Should the employee or Line Manager wish to present documentation or call any witnesses during an appeal hearing they should provide the documentation and notify of their intent to call witnesses to the AD (or nominee) at the time of their written request to appeal, providing contact details of any witnesses they wish to call and the purpose. The manager hearing the appeal is responsible for sending out the meeting invitations. 

4 	The running order must be followed.  The employee must state their reasons for appeal during the appeal hearing, to which the Line Manager and AD (nominee) have the opportunity to ask questions. The appeal hearing is not a re-hearing; it is an opportunity for the employee to state why they are appealing against the decision made by the manager 

5      	Where circumstances require it, and in particular to avoid delay, the hearing may be held remotely via MS Teams with the agreement of all parties but may not be electronically/digitally recorded.

6	Considerations should be made to ensure any special arrangements are accommodated on the grounds of reasonable adjustments. 

7	The AD (or nominee) may give their decision verbally at the conclusion of the	 appeal hearing or it may be given in writing within 7 calendar days from the 	date of the appeal hearing. If a decision on the appeal is given in person, it 	must be confirmed in writing within 7 calendar days. 

8 	The decision of the AD (or nominee) is the final decision of the Council.

Appendix D 	

Probationary Period Appeal Form 				

		Employee Name:

		



		Job Title:

		



		Payroll Number:

		



		Service area and department:

		



		Line manager:

		



		Contact details

		



		Please outline your reason for appeal:



		1.  The probationary period was applied unfairly or inaccurately



		









		2.  New evidence has emerged which is relevant



		









		Please quantify the reason for appeal (what has happened to date, why the decision at stage is not acceptable, the resolution)



		

















		Please state if additional information has been supplied

		









		Employee signature

		



		Date

		







Please send completed form to your relevant Assistant Director
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[bookmark: _Toc531176458][bookmark: _Toc200532920]1. Aims of PSHE, SMSC, British Values & SRE Education

The aims of personal, social, health and economic (PSHE) education in our provision are to help pupils:

Gain the knowledge and skills necessary to make safe and informed decisions

Understand how to stay healthy and active

Positively contribute to provision life and life in the wider community

Develop an understanding of democracy and how to voice their views

Promoting SMSC through our curriculum and developing the ‘whole’ child

Teaching will be age appropriate and will respect the diversity of families and faith in our community.

RSE is not about the promotion of sexual activity and parental consent will be requested



[bookmark: _Toc531176459][bookmark: _Toc200532921]2. Statutory requirements

PSHE is a non-statutory subject. The child’s on roll school will have their own PSHE policy and, due to the transient nature of our pupils, MNHES may not always be able to provide PSHE learning. However, there are aspects of the curriculum that we endeavour to teach. This is not exhaustive and there may be individual provision for personalised learning.



[bookmark: _Toc200532922]3. Content and delivery

3.1 What we teach

The child’s on roll school is required to cover the content for relationships and sex education, and health education, as set out in the statutory guidance and in line with the school’s PSHE policies.

We refer to outside agencies to offer Step 2 relationships and sex education to KS4 students. This can also be arranged for younger students and/or on 1:1 small group basis when needed and appropriate. 

For other aspects of PSHE, including health education, this will be delivered through core curriculum where appropriate and during Check In and 1:1 sessions where time allows

3.2 How we teach it

PSHE & SMSC is taught through:

· Check In Sessions (morning and afternoon)

· Core lessons such as Science

· Step 2 (KS4)

· Requested small group/1:1 sessions

· Educational Visits

· Educational Visitors

· Modelling values through staff and volunteers

· All pupils will be included in these sessions where appropriate and where their health need allows regardless of ability or special educational needs

· It is ensured that staff don’t let their personal beliefs and attitudes influence teaching  

· Staff are able to raise concerns if they do not feel they can teach certain aspects of the PSHE curriculum and SMSC

· Students will not be assessed on PSHE or SMSC topics but any concerns will be raised to parents and on roll schools

3.3 British Values

British Values are defined as:

· Democracy

· We ensure that all pupils are given a ‘voice’ through whichever communication they feel comfortable with

· We empower pupils by given them opportunities to make choices

· Rule of Law

· Students are helped to manage their behaviour and take responsibility for their actions

· Staff provide a consistent environment wherever possible

· Students are taught to connect actions with consequences

· Students feel safe and secure

· Individual Liberty

· Students are encouraged to become good citizens by becoming independent and valued members of the community

· Mutual Respect & Tolerance

· Everyone is respected and valued equally without regard to ability, gender, faith, sexuality or race

· Staff model respect and tolerance of others

· Fairness is taught through activities in the curriculum



3.4 Cultural Capital

· Students are encouraged to take part in additional activities outside of the core curriculum to ensure that they receive as broad and balanced curriculum as possible



[bookmark: _Toc200532923]4. Roles and responsibilities

4.1 SLT

The Service Manager and Assistant Headteacher are responsible for ensuring that PSHE is taught consistently across the provision. Team Leaders will be responsible for planning their own phase’s PSHE curriculum

4.2 Staff

Staff are responsible for:

Delivering PSHE in a sensitive way

Modelling positive attitudes to PSHE

Responding to the needs of individual pupils

4.3 Pupils

Pupils are expected to engage fully in PSHE and, when discussing issues related to PSHE, treat others with respect and sensitivity.



[bookmark: _Toc11230576][bookmark: _Toc200532924]5. Monitoring arrangements

The delivery of PSHE is monitored by the Assistant Headteacher through:

· Meetings with Team Leaders

· Monitoring of Check In Curriculum Map

· Learning Walks

[bookmark: _Toc25251515][bookmark: _Toc200532925]6. Links with other policies

This policy links to the following policies and procedures:

· Relationships & Respect Policy
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Introduction

This policy sets out the procedures that pupils and staff should follow when implementing reasonable adjustments and special considerations.



Reasonable Adjustments

A reasonable adjustment helps to reduce the effect of a disability or difficulty that places the pupil at a substantial disadvantage in the assessment situation. Reasonable adjustments must not affect the validity or reliability of assessment outcomes, but may involve:

· Changing usual assessment arrangements, for example allowing a pupil extra time to complete the assessment activity

· Adapting assessment materials, such as providing materials in Braille

· Providing assistance during assessment, such as sign language interpreter or reader

· Re-organising the assessment physical environment, such as removing visual stimuli for an autistic pupil

· Changing or adapting the assessment method, for example a written assessment to a spoken assessment

· Using assistive technology, such as screen reading or voice activated software

· Providing the mechanism to have different colour backgrounds to screens for onscreen assessments or asking for permission for copying to different coloured paper for paper-based assessments

· Providing and allowing different coloured transparencies with which to view assessment papers



Reasonable adjustments must be approved by the JCQ and set in place at least six weeks before the date of the series in which the assessment is to be taken. Form VQ/EA must be used. It is an arrangement to give a pupil access to a qualification and all applications will be considered individually.



Principles of Making Reasonable Adjustments

These principles should be followed when making decision about a pupil’s need for adjustments to assessment:

· Should not invalidate the assessment requirements of the qualification

· Should not give the pupils an unfair advantage

· Should reflect the pupil’s normal way of working

· Should be based on the individual need of the pupil



The Exams Officer at the host school or an authorised person will submit all applications for reasonable adjustments to JCQ as soon as possible at the start of the course or as soon after as is reasonably practical and no less than six weeks prior to the start of the series in which the assessment is to be taken.
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1.1

1.2

1.3

2.2

2.3

3.2

Introduction

The Council is committed to a having a workplace where employees are treated
fairly with dignity and respect.

This document is compliant with ACAS Code of Practice on Discipline and
Grievance.

This document does not form part of any contract of employment and may be
amended at any time following consultation with the appropriate recognised
trade unions.

Application

This document replaces the Grievance Resolution Procedure dated 1 June
2010 and all other previous such policies.

This procedure applies to all employees of the Council, except: -

e Teachers and those school-based staff whose issues at work are dealt with
by the governing body under the School Standards and Framework Act
1998 as amended from time to time.

Chief Officers as defined in the Council’s Constitution will follow the principles
as set out in this policy and procedure, and will also align with principles set out
in Appendix 7 of the JNC Chief Executive Conditions of Service Handbook
where an independent investigator will be appointed.

Purpose and Scope

The Council expects all colleagues to be responsible for their own behaviour
and to raise any concerns about other colleagues’ behaviour/conduct quickly
and respectfully. The Council’s preference is that workplace concerns should
be resolved informally and as quickly as possible. Only when an informal
approach has been unsuccessful or is clearly requiring a formal process
(including an investigation) should a formal approach be initiated.

This policy should be used to encourage all employees to discuss their
individual concerns or complaints with their manager (or managers manager,
as confirmed in Section 6.1) at the earliest opportunity. The Council aims to
address all issues at work quickly, fairly, and consistently and seeks to resolve
these at the earliest stage possible. All cases dealt with under this procedure,
whether formal or informal, will be conducted in strictest confidence, unless
otherwise agreed by all parties.

Issues raised by more than one person (collective issues) will be dealt with
under the same procedure. The Investigating Officer (I0) will decide how the
investigation will be conducted when a collective issue is raised and must
confirm whether the group wish to designate a spokesperson/people or wish to
be collectively involved.

Some issues likely to be dealt with through this policy include:

e Relationships at work/interpersonal conflicts (with a colleague/manager)
e Unfair treatment including equalities e.g. discrimination



https://www.local.gov.uk/our-support/workforce-and-hr-support/local-government-services/green-book-payscales-and-other-jncs



3.3

3.4

3.5

4.2

4.3

4.4

4.5

e Unfair treatment e.g. bullying and harassment
e Working conditions, including health and safety
e Policy compliance (unless you are in an existing procedure)

It should be noted that this list is not exhaustive.
The policy should be used for resolution of all issues at work except:

e |ssues about grading which are handled in accordance with the Grading
Appeal Procedure.

e |Issues relating to GDPR which should be dealt with under Data
Protection.

e Decisions made in accordance with a Council procedure/policy where
the issues are more appropriately dealt with by way of an appeal under
that procedure (e.g. Discipline, Sickness Absence/Capability,
Assimilation, Managing Workforce Change outcomes, Flexible Working
Request and Redeployment and Redundancy etc.) exceptions to this are
at the discretion of the Director of HR.

The Council operates a separate Whistleblowing Policy to enable employees
to report illegal activities, wrongdoing or malpractice. The Whistleblowing
Policy is available on Bradnet or from line managers.

If an employee has difficulty at any stage of this policy because of a disability
or because English is not their first language, the employee should discuss the
situation with their line manager or with their managers manager (as confirmed
in Section 6.1).

Principles

All staff (managers and employees) should adhere to the principles outlined
within the Code of Conduct and our organisational values and behaviours.

Wherever possible issues raised should be dealt with quickly, informally and at
the lowest managerial level possible at which the matter can be resolved.

An employee who wishes to pursue an issue at work must do so within a
reasonable timescale (within one calendar month) of the incident taking
place or within one calendar month of any informal resolution being declared
unsuccessful by any party. If the issue at work is raised after one month, the
employee will have no automatic right to proceed through the procedure,
however if it occurred within three months, the Director of Human Resources
(HR) may decide, at their discretion, that there are exceptional circumstances
to permit the issue at work to proceed in accordance with this policy.

There may be circumstances in all stages of the procedure where stated
timescales cannot be met. In such circumstances an explanation should be
given with an indication of when a response may be expected.

Employees should only raise an issue at work in good faith and where they do
so, they should not be subjected to any detrimental treatment as a result of
raising the issue. However, if during the course of the investigation it is
established that the employee raising the issue has themselves breached the
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4.6

4.7

4.8

4.9

4.10

4.1
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Employee Code of Conduct, this may be investigated further under the
Disciplinary Policy.

There is no intention to deter any genuine issues being raised, but the
procedure must not be used inappropriately. When an issue is apparently
vexatious, malicious or misconceived or when issues at work repeat or
duplicate complaints which have already been raised and/or resolved or where
an employee has refused to co-operate with the requirements of this procedure,
then the Director of HR, in consultation with the Director of Legal and
Governance reserves the right to exclude such cases from the procedure. Any
decision to exclude an issue, or part of an issue, will be notified to the employee
in writing stating the reasons. This decision is final. Where an employee makes
allegations other than in good faith or which are reasonably believed to be false,
or amount to harassment of another employee, the Council may invoke the
Disciplinary Policy.

All related issues at work and counter issues raised by any involved party may
be dealt with as part of one investigation or resolution process, at the discretion
of the 10.

The raising of an issue at work under this procedure should not delay the any
other policy/procedure being taken forward (please refer to Section 3.3).

The 10 must be impartial. At each stage of the procedure, the 10 must not have
been actively involved in any of the earlier stages.

Employees have the right to be accompanied by a Trade Union Representative,
or a work colleague, at all formal stages of the procedure. However, it is not
reasonable for employees to insist on being accompanied by a companion
whose presence might prejudice or disrupt meetings or who might have a
conflict of interest. A companion should be allowed to address any meeting on
behalf of the employee, to respond to any comments or views expressed at the
meeting and to confer with the employee, but the companion’s role is not to
answer questions on the employee’s behalf.

If the employee’s chosen Trade Union representative or work colleague is not
available to attend a meeting on the date and time arranged by the manager/IO,
then the meeting will be postponed so long as the employee also confirms
availability for an alternative date and time which falls within a further 7 calendar
days following the initial date arranged. Exceptions maybe made where agreed
in advance, such as prebooked annual leave.

All records relating to proceedings and outcomes will be stored confidentially in
line with retention policies and procedures.

Procedure

There are three stages of the Resolving Issues at Work (RIAW) procedure
which are as follows:

Stage 1 — Informal Stage
Stage 2 — Formal Investigation Stage
Stage 3 — Appeal





6.2

6.3

6.4

6.5

7.2

7.3

Stage 1 — Informal Stage

In the first instance, wherever possible, all issues should be raised with the
immediate line manager who will try to resolve the issue informally. If the issue
is about the employee’s immediate line manager, then Stage 1 should be
invoked through the manager’s manager to consider an informal resolution.

The Council may decide at this stage that the issue is of such seriousness and
concern that it is inappropriate to be dealt with informally and the issue will
bypass Stage 1 and move straight to Stage 2. This is a manager’s decision
(following advice from HR) and not the decision of the employee(s).

If the line manager or manager’'s manager deems an action plan to be
appropriate at this stage, then this can be completed as part of the informal
process.

If the issue at work is about a fellow employee or working relations between
individuals then the employees and the manager should seek to resolve the
issue through discussion and reconciliation between the parties, wherever this
is appropriate and possible with the agreement of all parties.

Mediation: An independent third party or mediator can sometimes help to
resolve an issue at work. Mediation is a voluntary process where the mediator
helps two or more people in dispute to reach an agreement. Any agreement
comes from those in dispute, not from the mediator who oversees the process
of seeking resolution but does not dictate the outcome.

Stage 2 — Formal Investigation Stage

If the issue at work is not resolved informally at Stage 1, or in accordance with
Section 6.2 starts at Stage 2, the employee may raise the matter formally. This
must be submitted in writing using the RIAW form (Appendix A), detailing the
nature of their issues and what they believe to be the resolution. The RIAW will
not be accepted until a fully completed form is received. The form should be
sent to their immediate manager. If the issue is about their line manager, then
it should be sent to their manager’s manager.

The RIAW form must be completed in full. If details are limited or vague, this
will be returned to the employee and not progressed until they have added and
returned the required information. This will allow appropriate steps to be taken
based on the information provided.

A suitable 10 will be assigned to the case, who is impartial and has no previous
involvement of the issues raised. A meeting to discuss the issue at work must
be arranged by the 10 to take place without unreasonable delay and usually
within 14 calendar days of receipt of the RIAW form. The employee must take
all reasonable steps to attend the meeting. If an employee fails to attend a pre-
arranged meeting twice without reasonable prior explanation and agreement,
then the RIAW will be treated as if it has been withdrawn. Where circumstances
require it, and in particular to avoid delay, the meeting may be held remotely
via MS Teams with the agreement of all parties but may not be electronically/
digitally recorded.
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The employee has the right to be accompanied by a Trade Union
Representative or a work colleague. Communication methods should be
considered and agreed at the initial meeting. Also refer to 4.11.

It is also important that, where the concerns raised relate to a specific
employee(s) then those employee(s), who is/are the subject of the concerns
raised, should be made aware of the nature of the issue(s) in writing in the letter
inviting them to an Investigation Meeting (at least 7 calendar days before the
Investigation meeting).

If a management investigation is undertaken, all relevant employees will be kept
up to date with the progress (ideally every 1-2 weeks) and told when the
investigation is expected to be completed.

The 10 should keep in regular contact with the employee throughout the course
of the investigation to update them on the progress of the investigation (i.e. how
many people they need to interview and how long this is likely to take). The
level of communication will vary case by case but should be reasonable and
practicable. Agreed communication methods need to be discussed at the initial
meeting.

Notes of all meetings will be taken and provided to the relevant
employee(s)/witness(es) to verify and sign to ensure that an accurate record of
the meeting has been taken. Where the content of the notes are disputed, the
employee(s)/witness(es) must make tracked changes to the notes and return
them signed to the 10.

The results of the investigation will be communicated and a copy of the
investigation summary report shared with the employee(s) who raised the
RIAW (not all affected employees). Where an agreed outcome cannot be
achieved, a management decision will be taken and the issue at work will either
be upheld or not upheld in full or in part and communicated to the employee.

The agreed outcome or management decision, and the reasons for it will be
confirmed to the employee in writing within 7 calendar days of the conclusion
of the investigation. The written decision will, if appropriate, give details of any
action which will be taken by the Council to resolve an issue at work which has
been upheld (in full or in part) and/or to prevent recurrence of the circumstances
which gave rise to the issue. The employee must be advised of the right of
appeal.

Where an issue at work has been raised against a colleague, appropriate
support should be provided, where necessary, and that colleague should be
informed if/when that the initial outcome decision has been appealed and the
anticipated timeframe for the appeal to be heard.

All other parties (not the employee) should be informed when the case has been
closed however, they will not be made aware of the details of the outcome or
have sight of the outcome investigation report, etc.

An action plan (Appendix B) may be produced as a result of the outcome of the
issue at work, with a series of recommendations, if this is appropriate.





8.2

8.3

8.4

8.5

8.6

Stage 3 — Appeal

If the employee is dissatisfied with the outcome of Stage 2, they may appeal by
writing to their Assistant Director (AD) (using Appendix C) within 14 calendar
days of the date of the decision letter. If the issue at work was in relation to their
AD, or their AD was involved in a previous stage of the RIAW procedure,
confirmation of who the appeal should be sent to will be included in the Stage
2 decision letter (for the purposes of this policy, they will be referred to the ADs
‘nominee’). The employee must detail their reasons for appeal which must be
one or more of the following three reasons:

e The investigation has not followed a thorough, full and fair process.

e The procedure followed was incorrect

e New evidence has emerged which is relevant (this must be directly
relating to the issues raised in the initial RIAW submission)

Detailed examples of the reasons for appeal must be included. If they are not
included, the employee(s) will be asked for further detail before the appeal can
be taken forward.

The employee’s appeal must be sent to their AD, not 10. In circumstances
where an appeal is submitted on the grounds that the employee is unsatisfied
with the outcome, the appeal will not be accepted.

The AD (or nominee) must arrange an appeal hearing without unreasonable
delay and within 14 calendar days of receipt of the written grounds of appeal.
The employee will be given 7 calendar days’ notice of the appeal hearing,
unless there is a mutual agreement to hold this sooner. The employee must
take all reasonable steps to attend the appeal hearing. If an employee fails to
attend the pre-arranged appeal hearing twice without reasonable explanation
and agreement, then the appeal will be treated as having been withdrawn.

Should the employee or 10 wish to present documentation or call any witnesses
during an appeal hearing they should provide the documentation and notify of
their intent to call witnesses to the AD (or nominee) at the time of their written
request to appeal, providing contact details of any witnesses they wish to call
and the purpose. The manager hearing the appeal is responsible for sending
out the meeting invitations.

The running order in Appendix D must be followed. The employee must state
their reasons for appeal during the appeal hearing, to which the 10 and AD
(nominee) have the opportunity to ask questions. The appeal hearing is not a
re-hearing; it is an opportunity for the employee to state why they are appealing
against the decision made by the 10 under one or more of the three reasons
stated in 8.1 above.

Where circumstances require it, and in particular to avoid delay, the hearing
may be held remotely via MS Teams with the agreement of all parties but may
not be electronically/digitally recorded.

Considerations should be made to ensure any special arrangements are
accommodated on the grounds of reasonable adjustments.





8.7

9.1

9.2

The AD (or nominee) may give their decision verbally at the conclusion of the
appeal hearing or it may be given in writing within 7 calendar days from the date
of the appeal hearing. If a decision on the appeal is given in person, it must be
confirmed in writing within 7 calendar days. This decision will be one of the
following:

e Decision upheld
e Decision partially upheld
e Decision not upheld

The decision of the AD (or nominee) is the final decision of the Council.

Addressing issues at work once employment has ended or is
near ending

There is no legal requirement for an employer to deal with issues at work which
are first raised after the employment has ended. However, depending on the
nature of the issue(s) raised it may be felt appropriate to investigate them and
make a response. It is therefore important to seek advice from HR, when an
issue or complaint is received in writing after the employment has ended. In
most cases, issues raised after employees have left the council will be handled
in writing by both parties.

Complaints that are raised near to employment ending i.e. in resignation
letters/emails or through Exit Interviews should be followed up as soon as
possible, as these have been raised prior to the employment ending. As with
other complaints, the process would normally begin at the informal stage.





APPENDIX A
PRIVATE AND CONFIDENTIAL

EMPLOYEE RESOLVING ISSUES at WORK FORM

Name:

Job title:

Payroll Number:

Service area and
department:

Line manager:

Contact details

Please provide a full summary of your issue at work including any dates etc. Explain
the issue you want to resolve. [Use additional sheets as necessary]

Please provide names of who is involved in your issue at work.

Please provide a summary of any action already taken in relation to the issue at work.
What have you done so far to resolve the matter, and who has been involved. For
example, has mediation been considered? [Use additional sheets as necessary]

Please indicate what remedy you are seeking to your issue at work. (How would you
like things to be in the future.)

Relevant details of your issue at work will be disclosed to colleagues affected.
If there is insufficient information in your submission, you may be required to
add further details before it will be progressed.

| do wish to be accompanied by a trade union representative or fellow employee.

Their name is: Telephone/Email:

10





Your
signature:

Date sent:
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Resolving Issues at Work: Action Plan

APPENDIX B

Employee Name

Line Manager Name

Informal or Formal (delete as appropriate) Date
Issue raised Action to take place Dates of People Outcomes

meetings/ involved
milestones

1

2

3

4

5

6

7

Date for Review

If applicable - informal process only

12





APPENDIX C

Resolving Issues at Work Appeal Form

Employee Name:

Job Title:

Payroll Number:

Service area and
department:

Line manager:

Contact details

Please outline your reason for appeal:

1. The investigation has not followed a
thorough, full and fair process.

2. The procedure followed was incorrect.

3. New evidence has emerged which is
relevant (this must be directly relating to the
issues raised in the initial RIAW submission)

Please quantify the reason for appeal (what has happened to date, why the
decision is not acceptable, the resolution)

Please state if additional information has been
supplied

Employee signature

Date

Please send completed form to your relevant Assistant Director

13





APPENDIX D

Running order for Resolving Issues at Work appeals

The following running order is designed to provide a systematic and orderly way of
conducting an appeal meeting to enable full information to be presented by both sides
and for the Assistant Director (or nominee) to seek sufficient information to make a fair
and reasonable decision. However, it is recognised that on occasions the running
order may be varied by the Assistant Director (or nominee) after agreement with both
parties.

(i)

(v)

(vi)

(vii)

(viii)

(ix)

At the beginning of the meeting, the Assistant Director (or nominee) will make
introductions and explain the procedure to the parties.

The employee or the employee's representative will put forward the employee's
reasons for appeal and may call witnesses.

The 10 will have the opportunity to ask questions of the employee and any
witnesses of the employee.

If, as a result of this questioning, new evidence is brought out, the employee and
the employee's representative, along with the 10 may re-examine the witness(es)
regarding this evidence.

The Assistant Director (or nominee) may ask questions of any party and call for
further information to clarify matters. If, as a result of questioning, new evidence
is brought out, both parties will be given the opportunity to comment and, if
necessary, an adjournment may be granted.

The employee or employee's representative will have the opportunity to sum up
the employee's case.

The 10 will have the opportunity to sum up their case.

Provided that the Assistant Director (or nominee) is satisfied that there is no
further clarification needed of the evidence already presented at the meeting, the
parties to the case will be asked to withdraw from the meeting and the Assistant
Director (or nominee) will consider the evidence and make a decision.

The decision may be announced verbally at the meeting, and the decision

irrespective of it confirmed verbally or not, together with the reasons, will be
confirmed to the employee in writing within 7 calendar days of the meeting.
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Medical Needs & Hospital Education Service (MNHES) 	

MNHES & S19 Offer for Bradford Children, Young People & Schools

For children and young people who cannot access school due to medical needs



MNHES is part of the Specialist Teaching & Support Service (STaSS), also made up of the Social, Communication, Interaction & Learning (SCIL) Team, the Children’s Sensory & Physical Needs Service and Local Authority Led Resourced Provision (LARPs)

“Our vision is to provide high quality support for all Bradford children and young people using a collaborative approach through transformational learning experiences so that they can flourish and make excellent holistic progress and successfully transition to responsible citizens”



Who?

We are a team of qualified teachers and experienced support staff who specialise in working with children and young people with physical and/or mental health needs



Why?

To offer short term education, safeguarding and welfare for children and young people who cannot attend their on roll school because of a physical and/or mental health need who have been seen and diagnosed by a qualified medical practitioner.



What?

· Small group personalised education online or at our centre at Owlet Road in Shipley with experienced, qualified teachers

· Welfare through our experienced Welfare Team, including Education Engagement Workers, Specialist Therapeutic & Wellbeing Practitioner and Occupational Therapist

· Up to 25 hours education, dependent on medical need, including core and non-core curriculum areas



Face to Face Education Pathway



Online/Hybrid Education Pathway



Welfare Pathway

Children & young people can move between these pathways depending on their medical need.



How?

· On roll school to complete an MNHES Referral Form (found at the below link) with information from a qualified medical practitioner who has seen the child and send to mnhesreferrals@bradford.gov.uk 

· MNHES Panel held every 2 weeks to consider referral

· MNHES allocate a Team Leader who contacts all stakeholders to arrange an Initial Planning Meeting (IPM) within 1 week of referral being agreed

· Initial Planning Meeting (IPM) to be held as soon as all stakeholders are available

· Pathway and Provision agreed at Initial Planning Meeting (IPM)

· Provision to start within 1 week of Initial Planning Meeting (IPM)

Our team work with children & young people to ensure that there is a continuity of education throughout their absence from their on roll school (where they remain on roll) and provide welfare and safeguarding for those children & young people where this is not possible. We work closely with families, schools and other teams at Bradford Local Authority to transition the children & young people back to their school as soon as they are medically capable.

up to 25 hours education





online in small groups





half termly reviews





weekly home visits/online sessions





weekly sessions @ Owlet Road Centre





half termly reviews





up to 25 hours education





small groups @ Owlet Road Centre





half termly reviews





More information can be found on Bradford Schools Online Medical Needs and Hospital Education Service & S19 Provision | Bradford Schools Online

MNHES Team	Hannah Whittaker Service Manager	September 2024
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1. [bookmark: _Toc189130725]Aims and objectives

Our special educational needs and disabilities (SEND) policy aims to: 

· [bookmark: _Hlk116658533]Make sure MNHES fully implements national legislation and guidance regarding pupils with SEND 

· [bookmark: _Hlk116658579]Set out how MNHES will work alongside the home school to: 

· Support and make provision for pupils with special educational needs and disabilities 

· [bookmark: _Hlk116909354]Provide pupils with SEND access to lessons provided

· Help pupils with SEND fulfil their aspirations and achieve their best

· Help pupils with SEND become confident individuals living fulfilling lives

· Help secondary age pupils with SEND make a successful transition into adulthood

· [bookmark: _Hlk116909588]Communicate with pupils with SEND and their parents or carers and involve them in discussions and decisions about support and provision for the pupil

· [bookmark: _Hlk116909524]Communicate with home school and professionals, and involve pupils with SEND and their parents or carers in discussions and decisions about support and provision for the pupil

· Make sure the SEND policy is understood and implemented consistently by all staff

[bookmark: _Toc189130726]2. Vision and values

MNHES is part of Bradford Local Authority’s Section 19 offer for those children and young people who reside in Bradford Local Authority and cannot access their on roll school due to health needs. Short term education and welfare is provided through personalised learning and welfare packages. Continuation of health intervention is expected to enable the child to reintegrate to their on roll school when their health allows.

Whilst many factors contribute to the range of special educational needs experienced by our students, we believe that much can be done to overcome them by parents, teachers, other professionals and students working together. 

[bookmark: _Hlk116658645]At our school we will provide all pupils with access to Maths, English and Science to ensure they have access to core learning.

The MNHES offer is up to 3 days (15 hours)

· ½ day each of English, Maths & Science

· ½ day Horizons

· ½ Forest School/Vocational

· ½ Art Group



We are committed to making sure all our pupils have the chance to thrive and supporting them to meet their full potential. 

We are focused on creating an inclusive environment, where provision is tailored to the needs and abilities of pupils, no matter how varied.

[bookmark: _Toc55899049][bookmark: _Toc189130727]3. Legislation and guidance 

[bookmark: _Hlk189039350][bookmark: _Hlk189039368][bookmark: _Hlk167190674]This is based on the statutory guidance Special Educational Needs and Disability (SEND) Code of Practice, Keeping Children Safe in Education and working together to improve school attendance.

This policy is also based on the following legislation:

· Part 3 of the Children and Families Act 2014, which sets out schools’ responsibilities for pupils with SEND

[bookmark: _Hlk116636377]The Special Educational Needs and Disability Regulations 2014, which set out local authorities’ and schools’ responsibilities for education, health and care (EHC) plans, SEN co-ordinators (SENCOs) and the special educational needs (SEN) information report 

· The Equality Act 2010 (section 20), which sets out the school’s duties to make reasonable adjustments for pupils with disabilities 

· The Public Sector Equality Duty (section 149 of the Equality Act 2010), which set out the school’s responsibilities to eliminate discrimination, harassment and victimisation; and advance equality of opportunity and foster good relations between people who share a protected characteristic (which includes having a disability) and those who don’t share it

[bookmark: _Toc189130728][bookmark: _Toc55899050]4. Inclusion and equal opportunities

At MNHES we strive to create an inclusive teaching environment that offers all pupils. We are committed to offering all pupils the chance to thrive and fulfil their aspirations. 

We will achieve this by making reasonable adjustments to teaching, the curriculum and the school environment to make sure that pupils with SEND are included.

[bookmark: _Toc189130729]5. Definitions 

5.1 Special educational needs 

A pupil has SEN if they have a learning difficulty or disability that requires special educational provision to be made for them. 

They have a learning difficulty or disability if they have: 

· A significantly greater difficulty in learning than most others of the same age, or 

· A disability which prevents or hinders them from making use of facilities of a kind generally provided for others of the same age in mainstream schools 

Special educational provision is educational or training provision that is additional to, or different from, that made generally for other children or young people of the same age by mainstream schools.

5.2 Disability

Pupils are considered to have a disability if they have a physical or mental impairment that has a substantial and long-term adverse effect on their ability to do normal daily activities.

[bookmark: _Hlk116659660]The school will make reasonable adjustments for pupils with disabilities, so that they are not at a substantial disadvantage compared with their peers.

5.3 The 4 areas of need

[bookmark: _Hlk116910722]The needs of pupils with SEND are grouped into 4 broad areas. Pupils can have needs that cut across more than 1 area, and their needs may change over time. 

Interventions will be selected that are appropriate for the pupil’s particular area(s) of need, at the relevant time.

		AREA OF NEED



		



		Communication and interaction

		Pupils with needs in this area have difficulty communicating with others. They may have difficulty understanding what is being said to them, have trouble expressing themselves, or not understand or use the social rules of communication.

Pupils who are on the autism spectrum often have needs that fall in this category.



		Cognition and learning 

		Pupils with learning difficulties usually learn at a slower pace than their peers. 
A wide range of needs are grouped in this area, including:

· Specific learning difficulties, which impact 1 or more specific aspects of learning, such as: dyslexia, dyscalculia and dyspraxia

· Moderate learning difficulties

· Severe learning difficulties

· Profound and multiple learning difficulties, which is where pupils are likely to have severe and complex learning difficulties as well as a physical disability or sensory impairment



		Social, emotional and mental health 

		These needs may reflect a wide range of underlying difficulties or disorders. Pupils may have:

· Mental health difficulties such as anxiety, depression or an eating disorder

· Attention deficit disorder, attention deficit hyperactive disorder or attachment disorder

· Suffered adverse childhood experiences

These needs can manifest in many ways, for example as challenging, disruptive or disturbing behaviour, or by the pupil becoming withdrawn or isolated.



		Sensory and/or physical 

		Pupils with these needs have a disability that hinders them from accessing the educational facilities generally provided.

Pupils may have:

· A sensory impairment such as vision impairment, hearing impairment or multi-sensory impairment

· A physical impairment

These pupils may need ongoing additional support and equipment to access all the opportunities available to their peers.





[bookmark: _Toc531168964][bookmark: _Toc531176464][bookmark: _Toc55899051][bookmark: _Toc189130730]6. MNHES: brief role descriptions

6.1 The SENCO 

[bookmark: _Hlk116660163]It is the home school’s responsibility to ensure a SENCO is in place. MNHES will liaise with the SENCO. 

6.2 The assistant head and service manager 

The assistant head and service manager will: 

· Determine the strategic development of the SEND policy and provision within MNHES

· [bookmark: _Hlk116888626]Make sure the school meets its responsibilities under the Equality Act 2010 with regard to reasonable adjustments and access arrangements

· Have overall responsibility for, and awareness of, the provision for pupils with SEND, and their progress

· Have responsibility for monitoring the SEND budget and any additional funding allocated by the LA to support individual pupils 

· Have an overview of the needs of the current cohort of pupils on the SEND register

· [bookmark: _Hlk116906030]Identify any staff who have specific training needs regarding SEN, and incorporate this into the school’s plan for continuous professional development

· [bookmark: _Hlk116909963]Review and evaluate the breadth and impact of the SEND support offered, and collaborate with the wider SEN team in reviewing the provision that is available and in developing the local offer

6.3 Team leaders

· Meet with new pupils, families, school and wider professionals to support induction onto the best pathway

· Support pupils and parents when starting at MNHES

· Work closely with class teachers/key tutors and school to support the pupils

· Work closely with home schools to ensure provision is in place

· Affect positive change and promote good outcomes for children and young people

6.4 Class teachers / Key Tutors

 Each class teacher is responsible for: 

· Planning and providing high-quality teaching that is differentiated to meet pupil needs through a graduated approach

· The progress and development of every pupil in their class 

· Working closely with home schools, teaching assistants or specialist staff to plan and assess the impact of support and interventions, and consider how they can be linked to classroom teaching 

· Working with team leaders to review each pupil’s progress and development, and decide on any changes to provision 

· Ensuring they follow this SEND policy and the SEN information report

· [bookmark: _Hlk116889841]Communicating with parents/carers and schools regularly to provide updates which may include:

· Setting clear outcomes and reviewing progress towards them

· Discussing the activities and support that will help achieve the set outcomes

· Identifying the responsibilities of the parent, the pupil, MNHES and the home school

6.5 Parents or carers

[bookmark: _Hlk116890275]Parents or carers should inform MNHES and the home school if they have any concerns about their child’s progress or development. Reviews are an opportunity for parents to discuss their child and the home school will be present at these meetings. 

6.6 The pupil

[bookmark: _Hlk116908780][bookmark: _Hlk116908940]Pupils will be given the opportunity to provide information and express their views about their SEND and the support provided. This could be through MNHES or their home school.

[bookmark: _Toc189130732]7. Our approach to SEND support 

7.1 Identifying pupils with SEND and assessing their needs 

[bookmark: _Hlk116895061]We will assess each pupil’s current skills and levels of attainment when they start at MNHES through an assessment group. MNHES will also use home school information to ensure that special educational needs are met. MNHES will consider any evidence that the pupil may have a disability and if so, what reasonable adjustments may need to be made. 

Key tutors/Class teachers will regularly assess the progress of all pupils and identify any whose progress:

· Is significantly slower than that of their peers starting from the same baseline

· Fails to match or better their previous rate of progress

· Fails to close the attainment gap between them and their peers

· Widens the attainment gap 

[bookmark: _Hlk116895391]This may include progress in areas other than attainment; for example, wider development or social needs. 

[bookmark: _Hlk116910986]When teachers identify an area where a pupil is making slow progress, they will target the pupil’s area of weakness with differentiated, high-quality teaching. If progress does not improve, the teacher will raise the issue with their phase leader to have an initial discussion about whether this lack of progress may be due to a special educational need. The home school will also be involved in discussions, along with parents/carers. 

Slow progress and low attainment will not automatically mean a pupil is recorded as having SEN.  

Potential short-term causes of impact on behaviour or performance will be considered, such as bullying or bereavement. Staff will also take particular care in identifying and assessing SEN for pupils whose first language is not English. 

7.2 The graduated approach to SEN support

All of the pupils that attend MNHES are on roll with a school who follow the graduated approach to SEN support.

1. [bookmark: _Hlk116895987]Assess

The pupil’s key tutor will carry out a clear analysis of the pupil’s needs. The views of the pupil and their parents/carers will be taken into account. MNHES may also seek advice from external support services.

The assessment will be reviewed regularly to help make sure that the support in place is matched to the pupil’s need. For many pupils, the most reliable way to identify needs is to observe the way they respond to an intervention. Spending time at MNHES is an intervention for the pupil. 

2. Plan

In consultation with the parents/carers and the pupil, the team leader, key tutor and the home school will decide which adjustments, interventions and support will be put into place, the expected outcomes, and a clear date for review.

All staff who work with the pupil will be made aware of the pupil’s needs, the outcomes sought, the support provided and any teaching strategies or approaches that are needed. This information will be recorded on our management information system, Arbor, and will be made accessible to staff in a pupil passport.

Parents/carers will be fully aware of the planned support and interventions, and may be asked to reinforce or contribute to progress at home.

3. Do 

The teacher will work closely with any teaching assistants or specialist staff involved, to plan and assess the impact of support and interventions and how they can be linked to classroom teaching.

SLT will support the teacher in further assessing the pupil’s particular strengths and weaknesses, in problem solving and advising on how to implement support effectively. The home school will remain involved through reviews and regular contact.

4. Review

The effectiveness of the support and interventions and their impact on the pupil’s progress will be reviewed in line with the agreed date.

We will evaluate the impact and quality of the support and interventions. This evaluation will be based on:

· The views of the parents/carers and pupils

· The level of progress the pupil has made towards their outcomes

· The views of teaching staff who work with the pupil

Outcomes and support will be revised in consultation with the pupil and their parents/carers.

7.3 Evaluating the effectiveness of SEN provision 

Effectiveness of provision will be evaluated and reviewed with home schools. We evaluate the effectiveness of provision for pupils with SEN by:

· [bookmark: _Hlk116896360]Tracking pupils’ progress

· Using pupil questionnaires

· Monitoring by the phase leaders 

· Attending annual reviews for pupils with EHC plans

· Attending review meetings with home schools

· Getting feedback from the pupil and their parents/carers

[bookmark: _Toc189130734][bookmark: _Hlk189039599]8. Safeguarding 

We recognise that pupils with SEND can face additional safeguarding challenges. Children with disabilities are more likely to be abused than their peers, and additional barriers can exist when recognising abuse, exploitation and neglect in this group.

For more details of the pastoral support we offer pupils with SEND, and the support we provide to help pupils overcome any communication barriers they face, see our safeguarding/child protection policy.

[bookmark: _Toc189130735]9. Expertise and training of staff 

Training will regularly be provided to teaching and support staff at MNHES. SLT will continuously monitor to identify any staff who have specific training needs and will incorporate this into the school’s plan for continuous professional development.

[bookmark: _Toc189130736]10. Links with external professional agencies

MNHES will work with external support services such as:

· [bookmark: _Hlk116911412]Speech and language therapists

· Specialist teachers or support services

· Educational psychologists

· Occupational therapists, speech and language therapists or physiotherapists

· General practitioners or paediatricians

· School nurses

· [bookmark: _Hlk116896537]Child and adolescent mental health services (CAMHS)

· Education welfare officers

· Social services
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. Accessibility Plan

This action plan sets out the aims of our accessibility plan in accordance with the Equality Act 2010. 

		AIM

		CURRENT GOOD PRACTICE

		OBJECTIVES



		ACTIONS TO BE TAKEN

		PERSON RESPONSIBLE

		DATE TO COMPLETE ACTIONS BY

		SUCCESS CRITERIA



		Increase access to the curriculum for pupils with a disability

		· Our school offers a differentiated curriculum for all pupils

· We use resources tailored to the needs of pupils who require support to access the curriculum

· Curriculum resources include examples of people with disabilities

· Curriculum progress is tracked for all pupils, including those with a disability

· Targets are set effectively and are appropriate for pupils with additional needs 

· The curriculum is reviewed to make sure it meets the needs of all pupils

		Curriculum offer review and map in core subjects – Maths, English, Science



Ensure breadth and balance of curriculum coverage



Ensure that long terms plans evidence skills, knowledge and understanding progression across all age ranges



Review assessment processes for non-academic progress

		Completed by SLT

		Team Leaders/Subject leaders

		August 2026



October 2026

		Curriculum offer is communicated to externals



School Curriculum map will evidence the personalisation of our provision for learners alongside clear progression routes. 



Progression documents for each subject area will show that planned learning builds on prior learning for pupils across all learner pathways. 



Long term plans will show what will be taught and when. 



Topics will be better matched to pupils learning and progression. 



Assessments for each subject will support teachers in better identifying gaps in pupil knowledge and understanding. 



		Improve and maintain access to the physical environment

		The environment is adapted to the needs of pupils and parents/carers as required. This includes:

· Seating

· Ramps

· Elevators

· Corridor width

· Disabled parking bays

· Disabled toilets and changing facilities

· Library shelves at wheelchair-accessible height

		Access to building

		

		

		

		Hygiene room situated on the bottom floor and available to all pupils including pupils who require ramp access 



		Improve the delivery of information 

		Our school uses a range of communication methods with pupils and parents/carers to make sure information is accessible. This includes:

· Internal signage

Large print resources

· Pictorial or symbolic representations

· Digital, audio or video formats



		To ensure internal signage is up-to-date and consistent



To include visual signage (where appropriate)



To ensure parents have an induction booklet to share with pupils when they first meet with team leaders 

		Review of signage

		Office

		December 2026

		All signage will be consistent throughout the building











Welcome packs available in main office 
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…………………………………………………………………………………………………………………………….

1. Aims

The aim of our capability of staff policy is to set out a clear and consistent process for when any member of staff falls below the levels of competence expected of them, as set out in the relevant professional standards, job descriptions and overall performance expectations. 

2. Legislation and guidance

This policy is based on: 

· The School Staffing (England) Regulations 2009 (regulation 8)


· The School Staffing (England) (Amendment) Regulations 2012 

· The Education (School Teachers’ Appraisal) (England) Regulations 2012 (the Appraisal Regulations)

· Department for Education’s model policy and guidance

· Acas code of practice on disciplinary and grievance procedures. 


When carrying out capability procedures, we will ensure we abide by the Equality Act 2010. 


3. Definitions

Lack of capability is defined as:

· A staff member failing to perform their role at the level of competence expected of them and that their job requires

References to ‘staff’ include the Service Manager, teachers and support staff, unless indicated otherwise. 

4. Roles and responsibilities 

Where the member of staff subject to the procedure is the Service Manager, the STaSS Strategic Manager will be responsible for co-ordinating the procedure. 


Where the member of staff subject to the procedure is not the Service Manager, the Service Manager or a nominated member of senior staff will be responsible for co-ordinating the procedure.


Where appropriate, other members of staff may be asked to provide additional support to the teacher or to assist in monitoring the effectiveness of the policy. Where this happens, responsibilities will be made clear in advance. 

5. Capability procedure 

Performance is monitored on a day-to-day basis by line managers. 

Stage 1 – Informal (one half term)

The staff member will meet with their line manager to create a Support Plan. This plan will be reviewed at weekly meetings.


Stage 2 – Formal (one half term)


The staff member will meet with the Service Manager to update the Support Plan. This plan will be reviewed at weekly meetings.


Stage 3 – Difficulties Meeting


The staff member will meet with the Service Manager and their line manager. The Support Plan will be updated with a definite time allocated for improvement

Capability procedures will begin when line management support and the appraisal process have been unable to bring about satisfactory performance or improvements in the staff member’s work. 


An informal period of support, put in place and monitored by the line manager, will have been in place before capability procedures are triggered. Evidence of this will be available before the process begins.


5.1 Formal capability meeting 

At least five working days’ notice will be given of the formal capability meeting, and will explain: 

· The concerns about performance and possible consequences 

· Any written evidence


· The time and place of the meeting 

· That the staff member has the right to be accompanied by a work colleague or trade union representative 


It will be conducted by the Service Manager and the STaSS Strategic Manager. It may also include their line manager if appropriate.

The purpose of the meeting is to establish the facts, and to allow the staff member to respond to the concerns and make relevant representations. 


5.1.1 Possible outcomes


The meeting may establish that there are no grounds to pursue the capability issue. In this case, the procedure will come to an end and the issues will continue to be addressed through the appraisal process.


The meeting may be adjourned if further investigation is needed, or if more time is needed to consider additional information presented. 


If the meeting continues, the person conducting the meeting will: 

· Explain the expected standards that are not being met based on the teacher’s standards, career stage expectations and/or job description 

· Give clear guidance on the standard of performance needed to end the procedures 

· Explain the support available to help the staff member improve their performance 

· Set out the timetable for improvement and explain how performance will be monitored and reviewed 

· Warn the staff member that failure to improve within this timetable could lead to dismissal 


5.1.2 After the meeting 


The staff member will be sent formal meeting notes. If a formal warning has been issued, the staff member will also receive: 

· A written record of the bullet points above

· Information about the timing and handling of the review stage

· Information about the procedure and time limits for appealing against the warning 

5.2 Monitoring and review period


A performance monitoring and review period consisting of formal monitoring guidance and support will follow the formal capability meeting. 

The member of staff will be invited to a formal review meeting, unless they were issued with a final written warning, in which case they will be invited to a decision meeting (see 5.4, below).

5.3 Formal review meeting 


At least five working days’ notice will be given of the formal review meeting, and will explain: 

· The time and place of the meeting 

· That the staff member has the right to be accompanied by a work colleague or trade union representative 


If the person conducting the meeting is satisfied that the staff member has made sufficient improvement, the capability procedure will cease and the appraisal process will re-start.


In other cases:

· If some progress has been made and there is confidence that more is likely, it may be appropriate to extend the monitoring and review period

· If no, or insufficient improvement has been made during the monitoring and review period, the staff member will receive a final written warning


Notes will be taken of formal meetings and a copy sent to the member of staff.


The final written warning will mirror any previous warnings that have been issued. Where a final warning is issued, the member of staff will be informed in writing that failure to achieve an acceptable standard of performance within the set timescale may result in dismissal. They will be given information about the further monitoring and review period, the procedure and time limits for appealing against the final warning. The staff member will be invited to a decision meeting.

5.4 Decision meeting 


At least five working days’ notice will be given of the decision meeting, and will explain: 

· The time and place of the meeting 

· That the staff member has the right to be accompanied by a work colleague or trade union representative 


If an acceptable standard of performance has now been achieved, the capability procedure will end and the appraisal process will re-start. 

If the staff member’s performance does not improve to a sufficient standard, a decision, or recommendation to the governing board, may be made that the staff member should be dismissed or required to cease working at the school. 


The staff member will be informed as soon as possible of:


· The reasons for the dismissal


· The date on which the employment contract will end


· The appropriate period of notice


· Their right of appeal

5.5 Dismissal


The power to decide that members of staff should no longer work at this school rests with the STaSS Strategic Manager in liaison with senior staff at the Local Authority

Once the decision that the staff member should no longer work at the school has been taken, the local authority must dismiss them within 14 days of the date of the notification. Where they work in more than one school, the local authority must require them to cease to work at this school.

6. Right to appeal

If a staff member feels that a decision to dismiss them is wrong or unjust, they may appeal in writing against the decision within ten working days of the decision, setting out at the same time the grounds for appeal. 

Appeals will be heard without unreasonable delay and at an agreed time and place. The same arrangements for notification and statutory right to be accompanied will apply as with formal capability and review meetings. Notes will be taken and a copy sent to the staff member. 


The appeal will be dealt with impartially and by senior leaders or governors who have not previously been involved in the case. 

The staff member will be informed in writing of the results of the appeal hearing within ten working days.

7. Confidentiality 

The capability processes will be treated with confidentiality. However, the desire for confidentiality does not override the need for the Service Manager and the STaSS Strategic Manager to quality assure the operation and effectiveness of the system.

8. Consistency of treatment and fairness 


The STaSS Strategic Manager is committed to ensuring consistency of treatment and fairness. It will abide by all relevant equality legislation, including the duty to make reasonable adjustments where these are deemed either necessary or appropriate. 

The STaSS Strategic Manager is aware of the guidance and provisions of the Equality Act 2010.

9. Monitoring arrangements  


The effectiveness of this policy will be monitored by the Service Manager and the STaSS Strategic Manager. 


This policy will be reviewed every two years, but can be revised as needed.

10. Links with other policies 

This policy links to our policies on: 


· Staff code of conduct 


· Teachers’ appraisal 


· Staff grievance procedures


· Staff disciplinary procedures 

· Equality information and objectives 

Appendix 1: support plan template 

This template can be used as part of the process of supporting a teacher who is underperforming. It records the outcomes of the initial capability meeting, where targets and timescales are set and agreed. 


Where possible, the objectives should be linked to the relevant professional standards, appropriate to the career experience of the member of staff concerned.

		Name of staff member

		Name of Appraiser

		Date of meeting



		

		

		





		Objective 1:



		Professional standard(s) 
that the objective relates to

		Success criteria

		Evidence to be used to 
assess progress



		

		

		



		Support/resources to be provided

		Monitoring arrangements

		Review date



		

		

		





		Objective 2:



		Professional standard(s) 
that the objective relates to

		Success criteria

		Evidence to be used to 
assess progress



		

		

		



		Support/resources to be provided

		Monitoring arrangements

		Review date



		

		

		





		Objective 3:



		Professional  standard(s) 
that the objective relates to

		Success criteria

		Evidence to be used to 
assess progress



		

		

		



		Support/resources to be provided

		Monitoring arrangements

		Review date



		

		

		





Other support provided


		Mentor/coach allocated

		Yes/No (If yes give name)



		Counselling to be provided

		Yes/No



		Occupational health referral to be made

		Yes/No



		[Insert any other support provided]

		



		Formal review date

		





		Signed by member of staff

		Signed by appraiser

		Date



		

		

		





Hannah Whittaker 2026

PAGE  
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Hannah Whittaker September 2026
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1. Introduction

The statutory pay arrangements for teachers give significant discretion to Councils to set the pay in
their employment. The School Teachers’ Pay and Conditions Document (STPCD) since September
2004, has placed a statutory duty on the Council to have a Pay Policy in place which sets out the
basis on which they determine teachers’ pay, and to establish procedures for determining appeals.
This should ensure fair, equitable and transparent treatment for all staff and minimise the prospect
of disputes and legal challenge of pay decisions.

The Council, when taking pay decisions, must have regard both to their Pay Policy and to the staff
member’s particular post within the staffing structure. A copy of the staffing structure should be
attached to the Pay Policy together with any plan for implementing change.

In accordance with Council Teachers’ Pay and Conditions Document, the Council will ensure that a
Teacher’s pay is assessed in accordance with the principles set out in this document.

1.1 Statement by the Council

The Council will seek to ensure that all teaching staff are valued and receive proper recognition for
their work and contribution to Council improvement.

1.2 Statement of intent

This policy will be applied to the pay of all centrally employed teachers in the Council. The prime
statutory duty of Councils, as set out in paragraph 21(2) of the Education Act 2002, is to “promote
high standards of educational achievement”. The Council Pay Policy is intended to support that
statutory duty.

1.3 General provisions

The Pay Policy will comply with the provisions of The Equality Act 2010, The Employment Rights
Act 1996, The Employment Relations Act 1999 and The Employment Act 2002, as well as the Part—
Time Workers (Prevention of Less Favourable Treatment) Regulations 2000, The Employment Act
2008 and the relevant ACAS code of practice (regarding dispute resolution), The Fixed Term
Employees (Prevention of Less Favourable Treatment) Regulations 2002, The Agency Workers
Regulations 2010. The Council will promote equality in a manner consistent with its duty under
Section 149 Equality Act 2010, particularly regarding all decisions on the advertising of posts,
appointing, promoting and paying staff, training and staff development.

1.4 Consultation

The Council will consult staff and trade unions on their Pay Policy and review it each year or when
other changes occur to the document to ensure that it reflects the latest legal position. The Pay
Policy should comply with the current STPCD and the accompanying statutory guidance. The Pay
Policy should be used in conjunction with both of these but in the event of any inadvertent
contradictions the STPCD and statutory guidance will take precedent. Each teacher will be given a
copy of the Pay Policy and the staffing structure.

1.5 Budget

All statements relating to the exercising of discretions are statements of principle and their
implementation is reliant on the availability of funding — both currently and in future years.

However, the Council will ensure that appropriate funding is allocated for pay progression for all
eligible employees. The Council should incorporate an element of funding into their budget planning
to reflect annual pay awards and increments.
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2. Pay Policy (centrally employed teachers)

The Council will pay teachers in accordance with this policy and will apply the guidance stated in the
annual DfE School Teachers’ Pay and Conditions Document (STPCD) and any local agreements.

2.1 Salary Safeguarding arrangements

The Council will operate salary safeguarding arrangements in line with the provisions of the most
current STPCD.

2.2  Salary reviews (centrally employed teachers)

All centrally employed teacher salaries (including the Leadership Group) will be reviewed annually
to take effect from 1 September.

Salaries will be reviewed in accordance with the criteria detailed in the annual DfE STPCD. Any pay
decisions relating to the pay assessment for 1 September each year should be made by 31 October
at the latest, except in the case of Headteachers; for whom the deadline is 31 December.

Pay Assessments may be carried out at other times where appropriate according to the terms of the
STPCD (e.g. whenever a teacher takes up a new post on a date other than 1 September).

All teachers will be provided with a written statement of their salary determination at the earliest
opportunity and no later than one month after the determination. They will receive this written
statement regardless of whether or not an increment in pay is awarded. A model pay statement for
Teachers is given as an appendix to this policy (Appendix 2).





3. Determining pay on appointment

The Council will determine the pay range for any vacancy, including additional pay elements (e.g.
recruitment or retention payments, out of school hours learning, permanent support for other
Services, initial teacher training) previously paid separately to basic pay, whether teacher or member
of the leadership group, prior to such a vacancy being advertised and state this in the advert for the
post. Only temporary additional payments will be paid separate to basic pay. On appointment it will
determine the starting salary within that range to be offered to the successful candidate. The Council,
when making this determination, shall ensure that no teacher shall be awarded a salary that is less
than the minimum or more than the maximum of the relevant pay range or ISR.

The Council will normally match the salary point of any teacher on joining the Council, unless there
are exceptional circumstances, which would normally be explained at the advertising stage.

In making such pay determinations, the Council may take into account a range of factors, including:

e The nature and responsibilities of the post
e The level of qualifications, skills and experience required
e  The wider Council context

NB These options are for guidance only, are not intended to provide an exhaustive list and may not
apply to all appointments.

3.1 Centrally employed teacher posts

The pay range to be used to determine pay on appointment is either the main pay range or upper
pay range (see Appendix 1).

3.2 Unqualified teachers
Will be paid on the appropriate pay range (see Appendix 1).

3.3 Leading Practitioner Teacher posts
At the present time the council does not employ Leading Practitioners.

3.4 Leadership Posts

The pay ranges for the Head Teacher, Deputy Head Teacher[s], Assistant Head Teacher|[s] and
Team Leads will be determined in accordance with the criteria specified in the most current
STPCD and ensuring fair pay relativities, where the Council believe these to be appropriate (see
Appendix 1).

Should you require further advice please contact your named HR Business Partner to discuss your
requirements.





4. Pay Progression

4.1 Pay progression based on performance

(Any pay decisions will be linked to assessments of performance. These assessments should be
carried out by the Service Managers/Headteacher in accordance with the agreed performance
management and appraisal process will then put the recommendation to the Strategic Manager and
moderation panel).

All teachers can expect to receive regular, constructive, feedback on their performance and are
subject to an annual appraisal that recognises their strengths, informs plans for their future
development and helps enhance their professional practice.

The evidence used to determine pay should be that used to inform the performance
management/appraisal decisions. This can be obtained from a variety of sources including
observations of practice, pupil progress data etc. Decisions regarding pay progression for teachers
will be made with reference to the teachers’ appraisal reports and the pay recommendations they
contain. Decisions made in relation to the pay of NQT’s will be made via the statutory induction
process. Decisions made in relation to NQTs need to reflect the reasonable expectations placed on
them with regards to performance as an NQT.

The possible outcomes regarding pay are:

e The appraisal cycle has been judged to be unsuccessful —no increment is awarded
(The teacher has not demonstrated that they are competent in all the teacher standards and
have not been judged as having a successful performance appraisal).

[A “no progression” determination must not be made unless concerns about standards of
performance have been raised in writing with the teacher during the annual appraisal cycle,
and the concerns have not been sufficiently addressed through appropriate support.]

e The appraisal cycle has been judged to be successful — an increment is payable
(The teacher has demonstrated that they are competent in all the teacher standards and have
been judged as having a successful performance appraisal).

e The appraisal cycle has been judged to be successful, with exceptional performance -
an increment is payable and consideration may be given to awarding an additional
increment
(The teacher has demonstrated that they are competent in all the teacher standards, have
been judged as having a successful performance management, and performance has been
exceptional).

The assessments of performance will follow the performance management cycle.

4.2 Pay Review & Appeals

Any member of staff seeking reconsideration of a pay decision should first seek to resolve the matter
informally through discussion with the Strategic Manager for Local Authority staff, and the
Management Committee of the PRU, within 10 working days of notification of the decision. Where
this is not possible, or the matter is still unresolved, staff can refer the matter in writing to the Deputy
Director.





4.3 Teachers on the Main Pay Range
Teachers will be paid on the main pay range, as shown at Appendix 1.

To move up the main pay range, teachers will have to be judged by the Service Managers as having
a successful performance appraisal. This includes competency in the Teachers’ Standards and good
progress towards set objectives. Where there has been exceptional performance during the
appraisal period, the Council will consider using its discretion and may award enhanced pay
progression.

However, where there have been performance related concerns raised with the teacher (in writing
at the time), and these have not been sufficiently addressed, the appraisal will be judged as
unsuccessful and no pay progression will be awarded. Where an individual has been unable to
achieve a successful appraisal cycle and the reasons for this are beyond the control of the member
of staff, or there have been extenuating circumstances, the Council has the discretion to award an
increment if they so wish.

4.4  Teachers on the Upper Pay Range
The Council will pay using the points which can be found in Appendix 1.

When making a determination regarding a teacher’s progression through the upper pay range,
account will be taken of paragraph 14 of the STPCD and the criteria set out in paragraph’s 15.2,
19.1 and 19.2 as well as reference to the teachers’ appraisal report and the pay recommendation it
contains.

4.5 Applications for the Upper Pay Range

Any teacher may apply to be paid on the Upper Pay Range and any such application will be
assessed in line with this policy. It is the responsibility of the teacher to decide whether or not they
wish to apply to be paid on the Upper Pay Range. Applications to be paid on the Upper Pay Range
may be made once a year and must be made in writing, to the Head Teacher/Strategic Manager, no
later than 31st October in any year.

All applications should include the results of reviews or appraisals under the 2012 or 2013
regulations, including any recommendation on pay. In the event that this information is not available,
a statement and summary of evidence designed to demonstrate that the applicant has met the
assessment criteria can be provided by the applicant instead.

Any teacher who is employed in more than one Council/school may make an application to be paid
on the Upper Pay Range to each of their employers. This Council will not be bound by any pay
decision made by another Council/school.

The centrally employed teacher should submit the application in writing and supporting evidence to
the Service Manager/Headteacher within the application period.

The Service Manager/Headteacher will assess the application, which will include a
recommendation on whether the teacher shall move to UPS.

The application, evidence and recommendation will be passed to the Strategic Manager and the
Moderation Panel which will be two Service Managers or in the case of a PRU, the Head teacher
and then passed to the Management Committee to make the decision following submission from
the Service Manager.





The Head teacher/Strategic Manager and the Moderation Panel/Management Committee will
decide on whether or not a teacher who applies to be paid on UPS has achieved a successful
appraisal cycle. Movement to UPS must include evidence that the teacher is highly competent in
all elements of the Teacher Standards and the teacher’s contribution and achievements to the
service/PRU are substantial and sustained. For successful UPS progression in Pupil Referral
Units, this will then be signed by the Deputy Director for the council.

For the purpose of this policy:

‘Highly competent’ means:

Performance which is good enough to provide coaching, mentoring and advice to other teachers,
and demonstrate to them effective teaching practice and how to make a wider contribution to the
work of the school/service, in order to help them meet the relevant standards and develop their
teaching practice

‘Substantial’ means:

The teacher’s contributions are of real importance, validity or value to the school/service; play a
critical role in the life of the school/service; provide a role model for teaching and learning; make a
distinctive contribution to the raising of pupil standards; take advantage of appropriate
opportunities for professional development and use the outcomes effectively to improve pupils’
learning

‘Sustained’ means:

The teacher’s contributions have been maintained over a long period

Teachers will receive written notification of the outcome of their application within 10 working days
of the decision. Where the application is unsuccessful, the written notification will include the
areas where it was felt that the teacher’s performance did not satisfy the relevant criteria set out in
the policy.

If requested, oral feedback will be provided by the Service Manager, and feedback will be given in
a positive and encouraging environment and will include advice and support for improvement in
order to meet the relevant criteria.

Successful applicants will move to the minimum point of the UPS range on 1 September in the
year following the completion of their most recent appraisal cycle.

Unsuccessful applicants can appeal against the decision of the Moderation Panel in accordance
with the Appeal process set out below.

4.5.1 Appeals

1. Appeals should be made in writing to the Deputy Director within 28 calendar days of the date of
the decision letter and must include specific detailed information as to the reason for the
appeal.

2. The Deputy Director who reviews the appeal will not have been involved in the original decision
and will have access to all the relevant papers. If required, an appeal panel may be held in
which case the Deputy Director will communicate a written response within 5 days of an appeal
meeting. There will be no further level of appeal.

4.6 Unqualified Teachers Pay Range
The pay range determined for unqualified teachers can be found in Appendix 1.





In order to progress through the Unqualified Teachers pay range, the member of staff will have to
show that they have made good progress towards their objectives. Judgements will be properly
rooted in evidence. As unqualified teachers move up the scale, this evidence should show:
e an improvement in teaching skills
an increasing impact on pupil progress
an increasing impact on wider outcomes for children
improvements in specific elements of practice identified to the teacher
an increasing contribution to the work of the Council

4.7 Leading Practitioners Pay Range

See Appendix 1 for the pay range for Leading Practitioner posts paid on the Leading Practitioner
pay range.

The council will have regard to paragraph 16 of the STPCD when making a determination in relation
to pay progression for a Leading Practitioner. As well as having made good progress with their
objectives, a Leading Practitioner must also be able to demonstrate.

e that they are an exemplar of teaching skills, which should impact significantly on pupil
progress, within the service, if relevant

e that they have made substantial impact on the effectiveness of staff and colleagues, including
any specific elements of teaching practice that has been highlighted as in need of
improvement

o that they are highly competent in all aspects of Teachers’ Standards

e they have shown strong leadership in developing, implementing and evaluating polices and
practice in their workplace that have contributed to service improvement

The council may consider enhanced pay progression for exceptional performance

4.8 Leadership Group Pay

The Council will apply the process in accordance with the STPDC (part 2) when setting the pay for
new appointments to Headship or wider leadership team posts. Sustained high quality of
performance through a successful appraisal cycle will lead to pay progression up to the maximum
pay range.
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Discretionary Payments

5.1 Discretionary payments (on appointment)

There is no requirement for the Council to consider awarding discretionary points to a newly
appointed classroom teacher (whether NQT, main scale, upper pay scale) but they will be used to
recognise prior experience and secure the best candidates.

5.2 Discretionary payments (current employees)

Existing, previously agreed; discretionary pay arrangements under the previous pay policy will
continue until such time as there may be significant changes in responsibility. The Council will review
the level of payments annually.

5.3 Leading Practitioner

The council will take account of paragraph 16 of the STPCD when determining the pay range of a
Leading Practitioner within a service. All Leading Practitioners will be assigned additional duties
commensurate with the pay awarded.

Such posts may be established for teachers whose primary purpose is the modelling and leading
improvement of teaching skills, where those duties fall outside of the criteria for the TLR payment
structure.

5.4  Unqualified Teachers

The Council will pay an unqualified teacher in accordance with paragraph 17 of the STPCD. A
determination will be made as to where on the unqualified teacher range a newly appointed
unqualified teacher will be placed on commencement with the Council. The Council will also consider
whether or not to award an additional allowance as set out in paragraph 22 of the STPCD.

5.5 Discretionary payments to head teachers and the leadership team

Existing pay arrangements will continue until such time as there may be significant changes in
responsibility for the Headteacher or other member of the leadership team. The Council will review
the level of payments annually.

5.6 Teaching and Learning Responsibility Payments (TLRS)

The Council will award TLRs as indicated in the staffing structure and in accordance with the STPCD.
The Council will consult staff and the relevant trade unions on any proposed changes to the TLR
structure.

Where the Council wish to award a TLR for a specific project where it is not attached to a post in the
structure and where it is for a fixed term period only, a TLR 3 will be awarded. The value of any such
TLR 3 will be between £571 and £2,833 as per paragraph 20 of the STPCD.

Any such TLR will be pro rated for part-time teachers.

The council will determine what rate each level of TLR will be payable at within the range (see
Appendix 1) in accordance with the most current STPCD.

5.7 Special Needs Allowance

The Council will award an SEN allowance in accordance with the range specified in the STPCD (see
Appendix 1) and where the criteria in paragraph 21.2 of the STPCD is met. This will be no less than
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£2,270 and no more than £4,479 per annum. Where a SEN allowance is to be paid, the council will
determine the spot value of the allowance in accordance with paragraph 21.3 of the STPCD.

5.8 Acting Allowances

Where a teacher is required to act as head teacher, deputy head teacher or assistant head teacher
for a period of more than four working weeks, they will be paid at no less than the minimum point of
the relevant range/ISR.

In the case of those members of staff acting up into a post with a TLR for a period exceeding four
working weeks they will receive the full amount of the TLR. Payments will be due from the day on
which the teacher assumed those duties.

5.9 Sickness & Maternity Leave

The Council can consider the extension of pay during periods of sickness or Maternity Leave.
Application will be to the Deputy Director.

5.10 Other Discretionary Payments

The Council has the discretion to make payments to teachers for out of school hours learning
activities, voluntary school based initial teacher training activities (which are not seen as part of the
ordinary running of the Council) and voluntary CPD outside of the school day. Only members of the
leadership team can be required to deliver initial teacher training activities.

Where such payments are of a permanent nature, they will be incorporated into basic pay for new
appointments. Existing arrangements will continue until such time as significant changes are made
to the roles.

5.11 Honoraria

The Council will not pay any honoraria to any member of the teaching staff. There is no provision
within the most current STPCD for the payment of honoraria in any circumstances.

5.12 Recruitment and retention incentives and benefits

Subject to paragraph 27.2 of the SPTCD, the relevant body or, where it is the employer in the case
of an unattached teacher, the authority, may make such payments or provide such other financial
assistance, support or benefits to a teacher as it considers to be necessary as an incentive for the
recruitment of new teachers and the retention in their service of existing teachers.

Where the council is making one or more such payments they must be clear about how long this
will last for and review this on a regular basis.

Headteachers, deputy head teachers and assistant head teachers may not be awarded payments
under paragraphs 27.1 to 27.2 of the STPCD other than as reimbursement of reasonably incurred
housing or relocation costs. All other recruitment and retention considerations in relation to a
headteacher, deputy headteacher or assistant headteacher — including non-monetary benefits —
must be taken into account when determining the pay range. Where the relevant body pays a
recruitment or retention incentive or benefit awarded to a headteacher, deputy headteacher or
assistant headteacher under a previous Document, subject to review, it may continue to make that
payment at its existing value until such time as the respective pay range is determined under this
Document.
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APPENDICES

Appendix 1. Guidance pay scales and ranges
Appendix 2: Annual Statement of a Teacher’s salary: Main Scale Teachers
(September 2021)

Appendix 3: Request for Pay Progression for Upper Pay Range Forms
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Appendix 1 Guidelines Pay Points and Agreed Ranges

Pay Range for Unqualified Teachers Pay Ranges for Leadership Group Pay
From September 2021 From September 2021
Minimum L1 £42,195
1 (minimum) £18,419 L2 £43,251
2 £20,532 L3 £44,331
3 £22,644 L4 £45,434
4 £24,507 L5 £46,566
5 . £26,622 L6 £47,735
6 (maximum) £28,735 L7 £49.019
Pay Range for Classroom Teachers L8 £50,151
From September 2021 L9 £51,402
L10 £52,723
1 (minimum) £25,714 L11 £54,091
2 £27,600 L12 £55,338
3 £29,664 L13 £56,721
4 £31,778 L14 £58,135
5 £34,100 L15 £59,581
6 (maximum) £36,961 L16 £61,166
L17 £62,570
Pay Range for Upper Pay Range L18 £64,143
Teachers From September 2021 L19 £65,735
L20 £67,364
U1 (minimum) £38,690 L21 £69,031
u2 £40,124 L22 £70,745
U3 (maximum) £41,604 L23 £72,497
i . L24 £74,295
Pay Range for Leading Practitioners L25 £76.141
From September L26 £78,025
2021 L27 £79,958
L28 £81,942
1 (Minimum) £42,402 L29 £83,971
2 £43,465 L30 £86,061
3 £44,550 L31 £88,187
4 £45,658 L32 £90,379
5 £46,796 L33 £92,624
6 £47,969 L34 £94,914
7 £49,261 L35 £97,273
8 £50,397 L36 £99,681
9 £51,656 L37 £102,159
10 £52,983 L38 £104,687
11 £54,357 L39 £107,239
12 £55,610 L40 £109,914
13 £57,000 L41 £112,660
14 £58,421 L42 £115,483
15 £59,875 Maximum L43 £117,197
16 £61,467
17 £62,878 Pay Ranges for Head Teachers
18 (Maximum) £64,461 From September 2021
Allowances From September 2021
1 £47,735 - £63,508
TLR1 £8,291-£14,030 2 £50,151 - £68,347
TLR2 £2,873-£7,017 3 £54,091 - £73,559
TLR3 £571 - £2,833 4 £58,135 - £79,167
SEN £2,270 - £4,479 5 £64,143 - £87,313
6 £69,031 - £96,310
7 £74,295 - £106,176
8 £81,942 - £117,197
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Appendix 2 — Annual Statement of a Teacher’s salary: Main Scale Teachers
(September 2021)

Name:

Service/PRU

Effective Date:

Number of points on main scale awarded from 1 September 2021

New point on pay range from 1 September 2021:

Value of point: £

*Allowances

SEN allowance: (range £2,270 to £4,479)

Reason for Award (if discretionary):

Teaching and Learning Responsibility Payment

TLR1 O TLrR2 O  TLR3 O (tick applicable)

Value £

Nature of the significant responsibility for which it was awarded (complete or attach a copy of the
job profile which includes this information)

If a TLR is awarded while the teacher occupies a different post in the temporary absence of a post-
holder, the date or circumstances in which the TLR will come to an end
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Payment(s) to a Main Pay Scale Teacher under paragraph 13 of the STPCD

Please indicate the value of any payment(s) or benefit(s) which have been awarded, including the
reasoning behind any award.

Payment Value of
. : Reason for award
Delete as applicable payment

* Residential duties (paragraph 25)

* Additional payment (paragraph 26)

*Recruitment and retention incentives and benefits
(paragraph 27) indicating:
e whether a payment or other benefit has been
awarded;
e whether the payment or other benefit is for
recruitment and/or retention purposes;
e if a non-monetary benefit has been awarded, its
notional value; and
e when the award starts and ends.

*Safequarding

Safeguarded sum(s) (include as applicable)
Other safequarding - (type, nature and value of safeguarding)

For former leadership group members who are moved to the classroom teachers’ scale following
internal re-organisation:

Reason for the

determination

Date on which the
determination implemented
Date on which the
safeguarding period will end
Safeguarded sum £

Guidance on safeguarding can be found in part 5 of the STPCD 2021.

The Service/PRU staffing structure and Pay Policy may be inspected at:

Total Salary: £
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Signed on behalf of the
Service/Management Committee:
Name in capitals:

Date:
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Appendix 3 — Request for Progression to Upper Pay Range form

This form should be handled in confidence at all times

NB: Since the publication of the 2013/14 STPCD, all qualified teachers are able to request
assessment for progression to the Upper Pay Range.

Eligibility criteria
e In order to be assessed you will need to:

o hold Qualified Teacher Status on the date of your request; and
o be employed as a teacher by the Local Authority and meet certain criteria as
specified in the relevant Para of the STPCD.

e Assessment for progression to the Upper Pay Range applies in settings where
teachers are statutorily employed under the School Teachers’ Pay and Conditions
Document (STPCD).

e All those wishing to become Upper Pay Range teachers will need to meet the
standards specified in this form.

e Please enclose copies of the PM Review statements that relate to the year
immediately prior to the date on which you submit your request.

e Pass the request form to the headteacher/manager as soon as possible after
completion but, in any event, no later 31 October.
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Part 1: Teacher Details
To be completed by the teacher

Personal details

Surname

First name(s)

Previous surname (if applicable)

Teacher reference number
(this must be seven digits including zeros)

Please give details if you are submitting a PM statement from another school/LA

Please give details in the relevant sections below as to how you believe you meet the
criteria as specified:

Declaration by the teacher

| confirm that at the date of this request | meet the eligibility criteria and | submit my
performance management review covering the year prior to this request for assessment for
progression to the Upper Pay Range. | have also indicated, in the relevant sections above,
why | believe that | meet the criteria as specified in the relevant paragraph of the STPCD.

Signed

Date
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o Check that the teacher is eligible to be assessed.

« Before assessing whether the teacher meets the requirements for access to the Upper
Pay Range you must first be satisfied, on the basis of the evidence contained in the
performance reviews, that the teacher meets all the relevant standards. If the standards
are not met, you must not proceed with the assessment, and must write to the teacher
setting out the rationale for the judgement.

« If the standards are met you then go on to assess whether the teacher meets the
requirements for progression to the Upper Pay Range (see relevant Para STPCD).
These are :

> That the teacher is highly competent in ALL elements of the relevant standards

> That the teachers’ achievements and contribution to the school/service are
substantial and sustained.

Then, you should :
« Make an overall judgement on whether the relevant standards are met/not yet met
o Complete the headteacher/service manager statement.
« Sign, date and copy the form.
o Promptly inform the Strategic Manager of this decision, followed by HR/Payroll.

« Inform the teacher of the outcome within 20 working days of informing the Strategic
Manager.

« Notify the teacher in writing of the outcome of their application for progression to the
Upper Pay Range where the relevant standards have not yet been met and ensure they
are given a copy of the Headteacher/service manager statement for their information.

o Where the relevant standards have been met, provide the teacher with oral feedback.

20





Headteacher/Service Manager Statement:

Name of teacher

Date of assessment

Please record your overall judgements below. [please delete as appropriate]

To be successful, the teacher must meet the Teacher standards as well as the criteria
necessary to progress to the upper pay range. Assessment against these criteria may not
proceed where the teacher does not meet the relevant standards. You should provide a
detailed explanation below why the standards have not been met.

Please provide a detailed explanation why, in your judgement, the criteria for progression to
the Upper Pay Range have not yet been met throughout the relevant period.

Please indicate any further areas of professional development for the teacher.

Why the standards have not been met :

Why the criteria for progression to the Upper Pay Range has not been met:

Signature

Print name

Date

NB This page should be passed back to the teacher where either the standards have not
been met or the criteria for progression to the Upper Pay Range have not yet been met.










Date

Dear (insert teacher's name)

| acknowledge receipt of your request for assessment for progression to the Upper Pay Range
and confirm that | have received all the associated documents to enable the process to be
completed.

You will be informed about the outcome of the assessment and where required provided with
written feedback.

Signed

Version 1| November 2021 |Teacher Pay Policy (Centrally Employed Teachers)
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WHISTLEBLOWING CODE

1. INTRODUCTION

1.1 The reporting of workplace concerns is commonly known as “whistleblowing” or
“making a disclosure in the public interest”.

1.2 The Council is committed to the highest possible standards of openness, integrity and
accountability and expects those who have concerns to “blow the whistle”.

1.3 The Council recognises that out of loyalty to colleagues or managers, or out of fear of
reprisal or retaliation, you may be tempted to keep any concerns you may have to
yourself. You might be tempted to speak to the press about your concerns, or it may
simply seem easier to ignore, rather than report, a suspicion of malpractice.

1.4 This Code is intended to provide a safe route for you to blow the whistle, rather than
ignoring concerns or reporting them outside the Council.

1.5 The Council understands that you may prefer to whistleblow confidentially. This is
possible under this Code (but see Sections 6 and 7).

1.6  Although this Code is aimed predominantly at Council workers, anyone may use it,
whether or not they work for the Council.

1.7 To encourage appropriate reporting of workplace concerns, the Government has created
legal protections for workers who blow the whistle. The legal protections are designed to
provide workers with a remedy should they suffer any detriment or be dismissed as a
result of blowing the whistle. The Council will take action against anyone who causes
such detriment.

1.8 Some general information about the legal protections that are afforded to workers and
the circumstances in which they apply is contained in Appendix D to this Code. For the
avoidance of doubt, Appendix D is appended for information purposes only; it is not legal
advice.

1.9 If you are not a Council worker, for example if you are employed by an external
organisation or are a member of the public, you may not be entitled to any statutory
protection if you blow the whistle about practices within the Council. Nonetheless, the
Council will seek to protect anyone who reports concerns to us, provided that, at the
time of so doing, they reasonably believe that the facts they are disclosing are
substantially true and that the disclosure is in the public interest.

1.10 This Code does not form part of any contract of employment or contract for services and
it may be subject to change, withdrawal or replacement at any time.

1.11 Please refer to the flow chart at Appendix C for an overview of the whistleblowing
procedure prescribed by this Code.

Rev 18.01.23 - Due for review January 2024





City of

“¥" BRADFORD

\,:.,A METROPOLITAN DISTRICT COUNCIL

CLASSIFICATION: UNCLASSIFIED

2. AIMS AND SCOPE

2.1 You are encouraged to report any concerns you may have about any aspect of service
provision, the conduct of Council staff, School Governors, Local Councillors, Volunteers or
others acting on behalf of the Council. You should report anything that:

e makes you feel uncomfortable in terms of known standards, your experience or the
standards you believe the Council subscribes to;

e is against the Council’s Codes of Conduct, policies or procedures;

o falls below established standards of practice;

e amounts to improper conduct of any sort; or

e amounts to potentially unlawful behaviour of any sort including what is believed to be
evading UK taxes.

2.2 If you disclose information which suggests that any person has:

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

e possibly committed a criminal offence against a child, or related to a child, including
Child Sexual Exploitation and Child Criminal Exploitation;

e behaved towards a child or children in a way that indicates they may pose a risk of
harm to children

the statutory guidance contained in the Department for Education publication Working
Together to Safeguard Children, 2018 and, where relevant, the specific guidance given
by the Secretary of State under sections 157 and 175 of the Education Act 2002 namely,
Safeguarding Children and Safer Recruitment in Education and Allegations of Abuse
Against Teachers and Non-Teaching Staff, will be followed because of the specific
obligations upon persons reporting concerns regarding the wellbeing of children and
young people.

The local arrangements for reporting safeguarding concerns about children can be found
by following the links (Ctrl + click) to the following websites:-

e The West Yorkshire Consortium Inter Agency Safeguarding and Child Protection
Procedures can be found at https://westyorkscb.proceduresonline.com/index.htm

e The Safer Bradford website which can be accessed at https://saferbradford.co.uk/

There is an expectation that concerns that fit one or more of the above criteria are
reported within 24 hours. The website referred to above gives guidance and identifies
who should be contacted about concerns.

If you have such concerns, you may raise them with your manager (or for non-Council
workers, the manager of any Council service) as well as making a referral using the
above link. In most cases a referral form must be completed. A safeguarding referral will
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follow a separate procedure to that outlined in this document.

If you have information which suggests that harm has been caused to a vulnerable adult
or they are at risk of harm, there is an expectation that you will raise a concern using
the procedure outlined in this document within 24 hours. The local arrangements for
reporting such concerns can be found by following the links (Ctrl + click) to the following
websites:-

e The Safer Bradford Website https://saferbradford.co.uk/

e The Safer Bradford Safeguarding Adults Policy and Procedures page
https://saferbradford.co.uk/resources/adults/safeguarding-adults-policy-and-
procedures/

This Code is not intended to deal with:

e Complaints relating to your own personal circumstances as an employee or
Council worker, such as matters relating to your own terms and conditions, the
way you have been treated at work, or about personal differences or conflicts. In
those cases you should use the Council’s Grievance Resolution Procedure;

e Complaints relating to legitimate financial or business decisions properly taken by
the Council; or your complaints as a member of the public if in that capacity you
have a complaint about service delivery. In such cases you should use the
Council’'s Complaints Procedure. If you are unsure whether something is within
the scope of this Code, you should seek advice from your immediate manager or
their supervisor, a senior council officer, the Human Resources department or
your trade union representative. If the individual you approach for advice is
unable to assist you, he or she will refer you to an appropriate alternative
manager, supervisor or advisor.

RESPONSIBILITY

It is everyone’s responsibility to report concerns. If you fail to report concerns, you could
by your silence become implicated in the wrongdoing. Once you have made a
disclosure, you must fully co-operate with any investigation that is instigated.

All managers and supervisors must ensure that their supervised staff and/or placements,
including trainees and agency workers, and any external contractors for whom they are
responsible, are aware of and have access to this Code.

Those dealing with concerns disclosed under this Code, or who are called upon to advise
on this Code, should consult and consider as appropriate:

e The Council’s Disciplinary and Grievance Procedures;
e Any relevant gifts and hospitality guidance or codes of practice; and

e Any relevant Children and Young People and Vulnerable Adults Safeguarding
Procedures.
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3.4 Managers and supervisors must:

Take any disclosures seriously and recognise that raising concerns can be very
difficult;

Act immediately in cases involving children or vulnerable adults; in other cases
act promptly and without unnecessary delay;

Seek advice where appropriate;

Invite the person making the disclosure to involve their trade union representative
if they have one;

Have a discussion with the person making the disclosure to obtain the initial
information set out at paragraph 8.4 below;

Discuss any confidentiality concerns and maintain confidentiality where possible;
Document all concerns disclosed and actions taken; and

In cases involving children or vulnerable adults report as soon as possible to an
appropriate individual named in Appendix A with a copy to the Director of Legal
and Governance, the Director of Children’s Services (where the disclosure
involves a child) and the Director of Adult Social Care (where the disclosure
involves a vulnerable adult). In other cases report within 5 working days to an
appropriate individual named in Appendix A with a copy to the Director of Legal
and Governance and the Director of the service to whom the report relates.

Report any concern disclosed to them that they consider to be within the scope of
this Code and/or any concern which has been identified by the person making the
report on disclosure using the procedure set out in this Code.

3.5 If a manager or supervisor receiving a disclosure reasonably considers that it is not
appropriate for him or her to become involved in the investigation of the matter, he or she
must immediately notify a senior manager, who must appoint another manager or
supervisor to deal with it.

3.6 The person with overall responsibility for the implementation of this Code is the Director of
Legal and Governance. However, the Director of each service is responsible for ensuring
reports are properly recorded.

The Director of Legal and Governance has absolute discretion to amend
Appendices A and B without reference to any other person, body or committee;

the Director of each service is responsible for ensuring that a record is
maintained of all concerns disclosed under this Code, in respect of their service,
to the persons named in Appendix A, together with details of the outcome of each
case; and

The Director of Legal and Governance has the responsibility of ensuring that
suitable arrangements are in place for monitoring and reporting to the Local
Authority’s Governance and Audit Committee on the operation of this Code.

(NB Concerns and outcomes concerning staff working or volunteering with
children are recorded separately for the annual report to the Bradford
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Safeguarding Children’s Board. A copy of all such reports should also be sent to
the Director of Legal and Governance and the Director of Children’s Services).

4 SAFEGUARDS

4.1 The Council recognises that the decision to disclose a concern can be a difficult one to
make. If you genuinely believe that what you are saying is true, you should have nothing
to fear because you will be doing your duty to the Council and those for whom you are
providing a service.

4.2 If you ask someone to disclose a concern on your behalf, that person will not be punished
in any way for doing so, provided that, at the time, they reasonably believed that the facts
of the matter were substantially true and that they were making a disclosure of
information in the public interest

4.3 The Council recognises that you may wish to seek advice from, and to be accompanied
by, your trade union representative when disclosing a concern under this Code. It
acknowledges and endorses the role that trade union representatives play in this area.
Trade union representatives providing advice and/or making a disclosure of information
on behalf of one of their members in accordance with this Code will not suffer detriment
in their employment with the Council.

4.4  Harassing or victimising a whistleblower is a serious disciplinary offence. The Council will
not tolerate any harassment or victimisation (including informal pressure) and will take
appropriate action to protect anyone who may be at risk having made a disclosure of
information under this Code.

5 UNTRUE ALLEGATIONS

5.1  No action will be taken against a Council employee who makes a disclosure which he or
she reasonably believes to be true but which is not confirmed by an investigation.
However, an employee who is found to have deliberately or recklessly made an untrue
disclosure may face disciplinary action and will not have the legal protection that is
afforded to Workers who make a whistleblowing disclosure.

6 CONFIDENTIALITY

6.1  Every effort will be made to ensure that, where a concern is disclosed under this Code,
confidentiality is maintained for all concerned. Information will be handled and shared on
a “need to know” basis. Where it is necessary for anyone investigating your concern to
know your identity we will discuss this with you to determine whether and how the issue
can proceed. In the event of a concern disclosing alleged criminal activity, you may be
asked to help the Corporate Fraud Unit, the Police or another appropriate enforcement
agency. In the event of disciplinary action being considered by the Council against
another person you may be asked to give evidence under the disciplinary procedure.
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ANONYMOUS DISCLOSURES

Disclosures that are made anonymously will be considered at the discretion of the Council
and in exercising this discretion the factors that will be taken into account include:

e The seriousness of the issues raised,;
e The credibility of the concern; and
e The likelihood of confirming the allegations from other sources.

The decision as to whether or not to investigate, and the extent of that investigation, will
remain the Council’s.

However, being anonymous may not prevent others from successfully guessing who you
are..

HOW TO MAKE A DISCLOSURE UNDER THIS CODE

The Council recognises that you may wish to seek advice and be accompanied by your
trade union representative in relation to any disclosure you wish to make under this
Code. You may invite your trade union representative or another member of the
Council’s staff to be present during any meetings or interviews in connection with any
disclosure you make.

Who you choose to make your disclosure to will depend on the nature of your concern,
the seriousness and sensitivity of the issues involved and who is suspected of the
malpractice. If you work for the Council, you should normally approach your immediate
manager in the first instance. Alternatively you could speak to the head of your
department, or your manager’'s supervisor or another equivalent manager.

If you do not work for the Council, you should address your concern to the manager of
the service which is the subject of your concern.

In exceptional circumstances, where no reasonable alternative is available, you may
contact one of the individuals named in Appendix A directly.

There is no special way to make a disclosure (save those in respect of children) but it will
assist the person dealing with it if you clearly identify that you are using the reporting
procedure set out in this Code.

Concerns can be disclosed verbally (save those in respect of children) but it will help us
to deal with your concern more efficiently if you write down the details. You should set
out:

e The background and history of your concern (giving relevant names, dates and
places where possible) and

e The reason(s) why you are particularly concerned about the situation.
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In most cases, the earlier you make a disclosure, the easier it will be for the Council to
take action. If you ask someone to make a disclosure on your behalf, for example, your
trade union representative or your local councillor, it is your responsibility to make sure
that that person has done so.

You may wish to consider discussing your concern with a colleague or co-worker before
you make a disclosure and may find it easier to raise the matter if there are two (or more)
of you who have had the same experience or concerns. However, you should each
make a separate and individual disclosure and should not then discuss the matter further
between you.

Although you are not expected to prove beyond doubt the truth of any allegation you
make, you will need to demonstrate to the person to whom you choose to disclose your
concern that there are reasonable grounds for your concern.

It is not your responsibility to investigate the matter. There are special rules surrounding
the gathering of evidence. Any attempt to gather evidence by people who are not familiar
with those rules may adversely affect the outcome of the case as evidence has to be
collected in accordance with current legislation. This is particularly important in regard to
surveillance.

HOW THE COUNCIL WILL RESPOND

The action taken by the Council will depend on the nature of your concerns and the
information you disclose.

The person to whom you made your disclosure (or a substitute manager or supervisor if
that person is unable to do so) will meet with you to take initial details as set out in
paragraph 8.4 above and will discuss with you and make a record of any concerns you
may have about confidentiality and/or reprisals. You may be asked to provide a signed
written statement.

Save those in respect of children or vulnerable adults when notification will be given as
soon as possible, within 5 working days of that meeting (or if this is not possible as soon
as reasonably practicable) the person to whom you made your disclosure (or the
substitute manager or supervisor) will notify an appropriate individual named in
Appendix A, who will:

9.3.1 Decide whether to:

e Appoint somebody independent and impartial to investigate and seek to
resolve the matter internally;

e Refer the matter to an external body for them to investigate;
e Refer the matter to the Council’s Corporate Fraud Unit

e Refer the matter to the Local Authority’s external auditor;

e Refer the matter directly to the Police;

e Organise an independent inquiry;
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e Refer the matter to be dealt with under another policy or procedure; or

e Take no action.

9.3.2 Save those in respect of children or vulnerable adults when notification will be
given as soon as possible, the person named in Appendix A to whom your
disclosure was referred will ensure that within 10 working days from the date your
disclosure was notified to him or her (or if this is not possible as soon as
reasonably practicable), you receive a letter or email:

e Acknowledging that your disclosure has been received,;

e Telling you whether further investigations will take place and if not, why.

e Indicating to whom the matter has been referred and what will happen next;
e Giving an estimate of how long it will take to provide a final response; and

e Telling you whether any initial enquiries have been made.

9.3.3 He/she will also ensure that a record of your disclosure is sent to the Director of
Legal and Governance and the Director of the relevant service and that, every two
months, a list of all disclosures referred to and dealt with by them or on their behalf
under this Code, together with details of the respective outcomes, is sent to the
Director of Legal and Governance and the Director of the relevant service.

Under the Financial Procedure Rules, in some circumstances, the details of your
disclosure may need to be reported to Internal Audit, as well as the Director of Legal and
Governance.

Where a concern is disclosed about wrongdoing or harm to children, young people and/or
vulnerable persons, the Council will refer the matter for investigation by a person with
sufficient and appropriate independence, experience and expertise in such matters to be
able to adequately investigate the concern raised. This person is likely to be from an
external organisation.

In order to protect individuals and those accused of misdeeds or possible malpractice,
initial enquiries will be made to decide whether investigation is appropriate and, if so,
what form it should take. Concerns or allegations which fall within the scope of specific
procedures (for example, child protection, vulnerable adults or discrimination issues), will
normally be referred for consideration under those procedures.

Some concerns may be resolved by agreed action without the need for investigation. If
urgent action is required this will be taken before any investigation is concluded.

The amount of contact between those considering the issues and you will depend on the
nature of the matters raised, the potential difficulties involved and the clarity of the
information provided. If necessary, further information will be sought from you.

Where any meeting is arranged, off-site if you so wish, your trade union representative or
a colleague or co-worker can accompany you.

Rev 18.01.23 - Due for review January 2024





City of

% BRADFORD

,:,A METROPOLITAN DISTRICT COUNCIL

CLASSIFICATION: UNCLASSIFIED

9.10 The Council will take steps to minimise any difficulties that you may experience as a
result of disclosing a concern. For instance, if you are required by the Council to give
evidence in criminal or disciplinary proceedings, the Council will arrange for you to
receive advice about the procedure and, if you are a Council employee, paid time off as
necessary.

9.11 The Council accepts that you need to be assured that the matter has been properly
addressed. Subject to any legal constraints, you will be informed of the outcome of any
investigation.

9.12 A central record of each concern disclosed and dealt with under this Code and the
relevant outcome will be kept. Should any allegation prove to have been unfounded, this
will be clearly recorded on all relevant files and records.

10. EXTERNAL DISCLOSURES

10.1 This Code is intended to provide you with a way to disclose concerns within the
workplace. In certain exceptional cases Council workers may be justified in raising a
concern with a wider audience but in most cases you should not find it necessary to alert
anyone externally. It will rarely be appropriate to make disclosures to the press or to use
other means of public disclosure such as social media.

10.2 As the statutory protections for whistleblowers only apply in certain prescribed
circumstances (see Appendix D for more details) you are strongly encouraged to seek
advice before making any external disclosure. If you do make a disclosure to an
external body or agency, you may be required to demonstrate why you thought the
internal procedure was not appropriate. If you are an employee of the Council, disclosing
concerns externally, even in good faith, without first attempting to report them internally,
may result in disciplinary action being taken against you.

10.3 You are reminded that you must not disclose personal, sensitive, confidential or otherwise
protected information to any person who is not authorised to receive it. If you are an
employee of the Council, unauthorised disclosure of such information may result in
disciplinary action being taken against you.

10.4 If you publish information which turns out not to be true and which has the potential to
damage another person’s interests or reputation, there is a risk that you could be sued for
defamation. Where it is clearly in the public interest for information to be brought out into
the open immediately (even though it is untested and may ultimately turn out to be untrue
or incorrect) a legal defence called “qualified privilege” is available. Concerns reported in
good faith under this Code within the Council will normally be covered by this defence.
However, deliberate false statements will not.

10.5 If you are not a member of a trade union and/or if you wish to obtain confidential advice
about making a disclosure from an independent source, there is a charity called “Protect”
that you can contact on 020 3117 2520 — https://protect-advice.org.uk/contact-protect-
advice-line/
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11. IF YOU ARE NOT SATISFIED

11.1 Itis not possible to guarantee any particular outcome but the Council will try to deal with
any concerns that you disclose fairly and in an appropriate way. By using this Code you
can help to achieve this.

11.2 It is hoped that you will be satisfied with any action taken. If you are not happy with the
way in which your disclosure is handled or the outcome, you should address any
complaint to one of the individuals named in Appendix A.
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Department of Human Resources

Employee Code of Conduct

These rules, standards and expectations are determined by the Council and the Council
reserves the right to amend them from time to time in consultation with staff and Trade
Unions.

The Need For Disciplinary Rules

Clear standards benefit both the Council and its employees. Rules are necessary
because they set standards of conduct at work and make clear to employees what is
expected of them. They are put in writing to ensure that all employees know what is
required and expected of them and to avoid any misunderstanding. They should be
readily available and easily understood by both employees and managers.

It is unlikely that any set of rules can cover all circumstances that may arise. The
following set of rules is not intended to be a complete list of all possible "offences”. The
emphasis is on outlining standards of performance and behaviour which are expected of
employees. Common sense and good judgement is required on the part of managers in
the fair and consistent application of these rules to employees.

1. Application of the Code

1.1  Application

This Code of Conduct applies to all employees of the Council whilst acting in the
course of their employment with the Council. It does not apply in any personal
capacity unless indicated.

The Code is in addition to any professional Code of Conduct that applies to
Employees in specific service areas.

The Code, or parts of it, may be applied, by specific arrangement, to employees of
contractors of the Council, to Agency and Temporary Staff discharging Council’s
functions, to employees seconded to another body or to volunteers working with
the Council.

1.2 Interpretation

This Code contains practical rules that add to the General Principles of Conduct
(Appendix 1). These are contained in the Council’s Constitution.

This Code shall be interpreted broadly, recognising that in a large changing
organisation, precise disciplinary rules cannot be worded to cover every
circumstance of conduct and behaviour.

Further information on the application of this Code may be obtained from the
Human Resources Department.

1.3 Extent of Code

This Code deals with the conduct and behaviour of employees. Other rules,
procedures and responsibilities also apply to employees, which in some
circumstances may overlap with this Code. These Codes are available either on
the Council’s internal website or from Line Managers.

-
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This Code is added to or may be varied by specific departmental rules (e.g.
standards, use of equipment, data protection and confidentiality) as agreed locally.
1.4  Breach

Failure to comply with this Code (or any rule, procedure or responsibility such as
those indicated above) will be regarded as serious and any breach is likely to
lead to investigation and disciplinary action under the Council’'s agreed
disciplinary procedures.

2 Conduct and Behaviour

2.1 General Conduct and Behaviour

In general terms, the basic standard of conduct for a Local Government officer is
laid down in paragraph 70 of the National Conditions of Service for APT&C staff.

"The public is entitled to demand of a local Government officer conduct of the
highest standard ............... '

This is incorporated into the local conditions of service for former APT&C staff and
a similar provision is also in the local conditions of service for Craft and former
Manual workers.

In terms of employees' general conduct, the following rules and expectations
apply:-
- Employees are expected to set the highest standards of conduct and must

behave politely and reasonably to colleagues, members of the public and
clients/customers of the service.

« Employees must not abuse their authority either in relation to a colleague or
a member of the public.

» Employees must achieve an appropriate standard of dress, which meets
health and safety requirements, neatness and personal hygiene.

« Employees must not conduct themselves in a manner in relation to their
employment or otherwise which could reasonably be regarded as bringing
themselves or the Council into disrepute.

-  Employees must not be under the influence of alcohol or unprescribed
drugs during working hours, in so far as it impairs employee performance,
conduct or safety.

- Employees must not smoke in work areas which are designated by the
Council as no-smoking areas, within the terms of the Council's smoking
policy.

- Employees must take reasonable care with Council property, equipment,
resources and facilities and ensure that they are only used for Council
purposes.

« Employees must act honestly and in good faith in the course of their duties.

- Employees must behave towards any other person in a way that creates
mutual respect.

« Acts of violence, threatening behaviour and verbal abuse are unacceptable.
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2.2

Employee Code of Conduct

Employees must not subject any other person to any form of harassment,
victimisation or bullying. Bullying may be characterised as offensive,
intimidating, malicious or insulting behaviour, an abuse or misuse of power
through means intended to undermine, humiliate, denigrate or injure the
recipient. Bullying or harassment may be by an individual against an
individual (perhaps by someone in a position of authority such as a
manager or supervisor) or involve groups of people. Harassment includes:

a)

b)

d)

Use of derogatory language relating to a person’s gender, race,
disability, culture, religious beliefs, age, sexuality, class, economic or
other disadvantage.

Unwelcome and intentional touching of another person’s body or
clothing.

Threatening to take action against a person over whom the harasser
may appear to have power. This could include, for example,
threatening to withhold Council services if sexual advances are
rejected or implying that promotion will be denied because of a
person’s gender, race, disability, culture, religious beliefs, age,
sexuality, class, economic or other disadvantage.

Behaviour which is found to be offensive by the recipient and is
perceived by them to be harassment and which persists, despite the
recipient making it clear that they object to the behaviour in question or
the offence caused is apparent to any reasonable person.

Behaviour which continues after the recipient has made it clear that it
is offensive.

Use of remarks, ‘jokes’ and banter verbal, written or in electronic
communications or social media, or other words or actions about age,
disability, gender, race, religion and belief or sexual orientation, which
are offensive, abusive or belittling and detrimental to a good working
environment.

Employees must comply with all lawful and reasonable instructions of the
Council and their managers.

Employees must familiarise themselves with the legislation, standards, rules
and procedures that relate to their work and general conduct.

Employees requiring further information or guidance as to the appropriate
course of action to adopt in any situation must refer to their Line Manager.

Employees must provide, when required by the Council, accurate personal
information, e.g. date of birth, status, qualifications, experience, health, home
address and phone number.

Work Performance

Human Resources

Employees must carry out their duties at a level of performance acceptable to the
Council.

Employees must co-operate with reasonable requests and instructions from
managers.

Employees must at work, and otherwise, act within the law to reflect the trust and
confidence the public places in them.
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2.3

2.4

2.5

Employees must assist where required with enforcement action taken by the
Council.

Employees must co-operate with the police and other enforcement bodies in
providing statements and evidence.

Employees must co-operate with any internal or external enquiry or investigation.

Attendance and Time-Keeping

Employees are contracted to the Council to carry out a job. Regular attendance at
work is essential to undertake the duties of that job.

Employees must notify their supervisor of any absence from duty for any reason -
including non-attendance at an approved course of training. Employees must
explain their absence, as soon as is reasonably practicable or in accordance with
other prescribed arrangements.

If the reason for absence is sickness, employees must comply with the
appropriate sickness notification arrangements.

Employees must comply with their starting and finishing times including, where
appropriate, the flexible working hours scheme.

Employees must comply with annual leave procedures.
Persistent lateness is unacceptable.
Persistent absenteeism is unacceptable.

Dress and Personal Appearance

Employees must maintain a standard of dress and appearance that is appropriate
or required for the workplace and to the work being undertaken. Employees must
be aware that their appearance contributes to the quality of customer care
provided. Employees must be clean and tidy and ensure good personal hygiene.

Where particular clothing is provided for health, safety and hygiene as uniform and
/or to portray a corporate image it must be worn. Where provided, name badges
must also be worn in a conspicuous position.

Employees working in reception areas must wear corporate dress where this is
supplied or must dress smartly and portray a business-like and professional image.

Honesty and Hospitality

It is a criminal offence under Section 117 of the Local Government Act 1972 for
employees of a Local Authority under colour of their office of employment, to
accept any fee or reward whatsoever other than their proper remuneration.

An employee must not give or offer gifts, inducements, bribes or considerations of
any sort in connection with the Council's business in any way.

The public has a right to expect those employed by the Council providing a service
to them, to have the highest standards of honesty and integrity and not to use their
positions to their own advantage. Employees supervising contracts and having
direct contacts with contractors and suppliers to the Council must exercise
particular care and must be able to demonstrate complete integrity.

Any gift other than of nominal value (less than £25) may not be accepted and all
offers of gifts must be reported to Senior Management. Hospitality may only be
accepted in circumstances where it is courteous and reasonable to do so. All
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2.6

2.7

offers of hospitality must be reported to Senior Management. An employee, who is
in any doubt about whether an offer of hospitality is reasonable, should always
discuss this with their supervisor before accepting.

Conflict of Interest

Employees should not place themselves in debt for money or services to any
person where this might affect, or be thought to affect the proper performance of
their duties.

Employees must notify their supervisor of any relationship through family (be it
business or social) to any contractor, supplier, job applicant or client of the Council
with whom they may come into contact in the course of their duties. It is the
responsibility of employees to avoid any suggestion of conflict of interest arising in
the course of their employment. Where there is the possibility of a conflict of
interest occurring, employees must immediately notify their supervisor.

An employee must not take on private work from other organisations or individuals
where there is or may potentially be a conflict of interest. Any contact which may
compromise the Council's interest should be reported to line management. If
employees are in any doubt whether such a conflict exists they should ask their
supervisor.

Neutrality
Whilst engaged in Council business:

- Employees must act impartially, comply with decisions of the Council and
not allow their personal or political opinions to interfere with their work.
Employees must declare any financial interests (e.g. work where a fee is
received) or their non-financial interests (e.g. Involvement in an official
capacity in an outside organisation which has dealings with the Council).

« Employees must make decisions on behalf of the Council objectively and on
their merit, having regard only to relevant information.

«  Employees must not wear or display on their person, vehicle or items such
as tools and equipment, objects indicating affiliation with or opposition to
any political party or pressure group.

Employees in politically restricted posts:

= Must comply with the restrictions at work and otherwise. Employees whose
posts are politically restricted will be informed of the restrictions that apply.

= Must primarily serve the Council. Where the Council discharges its functions
through the Executive, Committees and Panels, and other bodies,
employees must, where required, assist these bodies in their work.

« Must advise political groups in relation to the discharge of Council functions
in ways that do not compromise their neutrality.

« Must advise elected members in a manner that ensures the impartiality of
their advice. Employees must offer such advice in a way that creates
mutual respect between employees and members.

The Protocol on Member-Officer Relations provides rules and guidance for
employees involved in advising members of Council.
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2.8

29

Secondary Employment/Private Work

The Council recognises that some employees will take additional employment
outside their employment with the Council, or in some cases unpaid voluntary
work. However, the following rules should be followed:-

This work must not be carried out during the hours which employees are
contracted to work for the Council, including hours where employees may be
required to work on a rota basis.

Employees must not engage in employment, including self- employment, during
their off-duty hours, when such employment conflicts with the interest of the
Council or in any way weakens public confidence in the conduct of the Council's
business.

Private work which might involve any dealings with the Council must be disclosed
and can only be done with a 3" tier officer or above, approval.

Officers above scale 6 covered by the NJC for Local Authority's APT&C staff
conditions of service, shall devote their whole time service to the work of the
Council and shall not engage in any other business or take up any additional
appointment without the express consent of the Council. This consent shall be
requested in writing from a 3" tier officer or above.

Confidentiality of the Council's Business Interests

Employees should be aware that increasingly the Council is in the position of
having to compete for the provision of its own services. Employees must not pass
on information to the Council's competitors.

Employees must not pass on Council Business information to other than
authorised officers. This specifically includes information in relation to in-house
tender strategy, in-house tender preparation or in-house contract management.
Such information should in no circumstances be passed to competitors and any
employee leaving the Council is forbidden to take with them copies of information
of a competitive business nature or make available knowledge gained in the
course of the Council's employment.

Employees involved in appointing or supervising contractors must:

- Inform their Strategic Director or Assistant Director in writing of any conflict of
interest in respect of any contractor or prospective contractor immediately the
interest becomes apparent and comply with any instruction as to such
involvement. The Code relating to Conflict of Interest and Registration of
Interest contains more specific details.

» Familiarise themselves with the Council’s Procurement Strategy, Procurement
Code of Practice, Contract Standing orders and Financial Regulations and
comply with them.

- Exercise fairness and impartiality and be able to demonstrate such.

« Not in any way favour any person in the formulation of contract specifications
and tender documents.

« Not in any way favour any other employee or former employee of the Council or
their partners or business associates.

«  Only appoint contractors on merit.
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« Keep secure any confidential information provided by any person in the course
of tendering and contract arrangements.

« Not disclose, during the course of a tendering process, information received
from a prospective contractor to another prospective contractor other than in
accordance with approved arrangements.

- Report to their manager the circumstances of any contractor failing or
apparently failing to comply with the conditions of any contract.

Employees must not provide any information (that is not otherwise publicly
available) to any prospective contractor, other than in accordance with approved
arrangements that involve all prospective contractors.

Employees must not, on leaving the employment of the Council, take with them
any document or copy of any document, not otherwise publicly available, that may
be of advantage to any prospective contractor.

Where there is a ‘client’ and ‘contractor’ structure within the Council, employees
must be clear as to their respective roles and comply with relevant Financial
Regulations. Employees must discharge the ‘client’ role in accordance with this
part of the Code of Conduct as if the ‘contractor’ were an external contractor.

Where the tendering of a Council function is being undertaken, employees involved
in the process must declare their membership of or affiliation to, any organisation
which may have an interest in tendering for the function to their Strategic Director
and Assistant Director.

2.10 Health and Safety
Employees and employers have legal duties under the Health and Safety at Work
Act to provide and maintain a safe working environment. It is Management's
responsibility to inform employees of Health & Safety requirements and accident
reporting procedures.
Employees must wear appropriate protective clothing where it is provided by the
Authority for particular duties.
Employees must comply with accident reporting procedures.
Employees must follow safety instructions and codes of practice.
Employees must comply with hygiene requirements, food handling etc.
Employees must not engage in dangerous or reckless behaviour involving risk of
injury to themselves or other persons.
3 Adherence to Council Procedures
It is Management's responsibility to make all employees aware of Council rules or
relevant legislation by issuing these or drawing attention to their availability.
All employees should familiarise themselves with the Council's rules and any
legislation relevant to their employment.
The Council also has a number of rules, procedures and agreed protocols etc.
which must be followed. All employees must in so far as it affects their duties and
responsibilities familiarise themselves with: -
« Legal requirements,
« Financial regulations,
« Health and safety procedures,
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« Personnel and equal opportunity policies
= Any other Departmental or Council procedures.

4 Upholding the Inteqrity and Credibility of the Council

Employees of the Council must ensure at all times - and particularly in any dealings
with the public - that their words and actions do not bring the Council into
disrepute.

Conduct, whether during work hours or not and including conduct of a criminal
nature, is a legitimate concern of the Council and disciplinary action may be taken
where conduct has been prejudicial to the Council's interest.

Employees should notify their supervisors if they are convicted of any criminal
offence during their employment with the Council where the offence may be
relevant to the job or may reasonably be regarded as affecting the reputation of the
Council, the credibility of the service offered or the integrity of the employee.

5 Confidentiality of Personal Information

Employees must not disclose to any unauthorised person any information about
clients of the Council or other employees or members of the public obtained in the
course of the Council's business.

Where confidentiality is required - of any information held by the Council -
employees must maintain such confidentiality. Employees must not spread
malicious rumours or gossip, as this can create unnecessary distress and fear.

6 Information, Data Protection and Confidentiality

Employees whose work involves holding information and personal data must
familiarise themselves with relevant legal requirements and the Council's
arrangements for data protection, and comply with them.  They must make
themselves aware of which information the Council is and is not open about and
act accordingly

Employees whose work involves the provision of information held by the Council
must familiarise themselves with the Council’'s Access to Information Procedure
Rules and the Protocol on Member-Officer Relations and comply with them.

Employees must not disclose personal data or other confidential information to any
person not authorised to have it. The Council’s Policy Statement on Data-sharing
should also be consulted before releasing information to partners.

Employees must produce personal data held by them to a person entitled to
access to it in a timely and efficient manner.

Employees must take reasonable and practicable steps to verify the identity of a
person applying for access to personal data.

Employees must not provide personal data relating to another employee of the
Council to a person not authorised to have it, without first obtaining the permission
of that employee.

Employees must comply with all security arrangements provide by the Council for
the security of personal data and confidential information, including proper use of
passwords on computers.
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Employees must not provide a computer password that relates to personal data or
confidential information to any person not having authorised access to such data or
information.

Employees must not use information obtained in the course of their work (other
than information that is publicly available) improperly for personal gain or benefit of
themselves or any other person.

Employees must not, without the authority of a Strategic Director or Assistant
Director, provide a reference on behalf of the Council in relation to any person.

7 Contact with the Media
Scope of Guidelines

These guidelines apply to employees who have contact with the media.

Definition of Media Relations

Most commonly this means writing letters or otherwise communicating with to
newspapers but also includes any activities resulting in outside publication or
broadcast, e.g. Books, articles, radio and television appearances. It also includes
social media that uses web-based and mobile technologies to facilitate interactive
dialogue, e.g. e-mails, blogs, facebook, web-sites and twitter.

As a Private Citizen

As a private citizen you are free to participate in media relations subject only to
certain restrictions designed to protect the Council, as employer, from
embarrassment and to preserve confidentiality within the context of Open
Government.

You must not disclose:

» Confidential information affecting an individual or individuals.

» Commercial information, e.g. Details of contracts.

- Information relating to negotiations with Trade Unions.

» Information relating to any legal action in which the Council is, or is likely
to become involved with.

« Information in connection with your duties.

You must be especially careful if what you say involves:

- Policy making and/or political controversy.
»  Criticism of politicians, political groups or the Council's performance.
« Other employees.

It is important that there is no suggestion that you are speaking as an employee
and that you have taken all reasonable steps to avoid any inference that, including
denial if necessary, you are speaking as an employee. You must also ensure that
neither the content of what you say nor the way in which you express yourself
could in any way undermine your client's and/or public's confidence in you as an
employee of Bradford Council.

As an Employee

Human Resources Page 9 of 14 Updated 30 05 2012
Version 2 | Dated 30 May 2012 | Contact Industrial Relations Team | Employee Code of Conduct





Fairness at Work Employee Code of Conduct

If you have suggestions to make, grievances to air or wish to influence the
development of Council Policy, you can do so by either:

« Taking it up with your immediate supervisor who has the duty to transmit
your views through Department communication channels.

« Taking it up with the appropriate Office if it involves a Department other
than the one in which you work.

« Taking it up with Internal Audit or

« Taking it up with your Trade Union or Professional Association who can
pursue it through established procedures.

« Report any concerns confidentially under the procedures set out in the
Council’'s Whistleblowing Policy.

You must not attempt to do so by media contact.

Employees Whose Duties Involve Media Contact

As a Council employee, you are in public service and therefore it is important that
you adopt a tone, style and content that is consistent with your responsibilities.

Further Advice

If you are in any doubt as to whether the media contact you have in mind might
infringe these guidelines, you should seek guidance from your line manager in the
first instance.

8 Equal Rights

The Council has an Equal Rights & Diversity statement, the Equal Rights
employment policy statement and the Councils Equality Strategy, which are
available to employees via the portal or as a hard copy via departmental
managers. Employees must comply with them. In accordance with the Equal
Rights statement, all employees must not discriminate against or harass any
colleague or member of the public on the grounds of a person's sex, race,
disability, culture, age, sexual orientation, gender, pregnancy or maternity, religion
and or belief, marriage or civil partnership, class, economic or other disadvantage.
Harassment can be behaviour by one or more persons against any other person(s)
which causes offence or embarrassment or creates fear, stress or tension or any
other detriment in the workplace. Such behaviour may be physical, verbal non-
verbal or written and can include intimidating acts, offensive comments or gestures
and interference with the employee's property or work station. This definition
includes racist or sexist remarks. Even if these are intended as a joke, they are
very offensive and are not acceptable.

Employees must comply with and demonstrate positive commitment to Council’s
equality policies by their conduct, behaviour and example. This includes:

« Treating all people with equal respect whilst recognising and valuing
differences;

« Understanding and making reasonable adjustments to meet different
individual and community needs;

« Challenging inappropriate behaviour;
« Listening, interacting and responding in a positive manner.
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Managers have a particular responsibility to ensure the workplace is free from
discrimination and harassment and to take appropriate action at the earliest
opportunity.

Employees must not display or circulate material which may cause offence.

Employees must undertake any training required of them, which is provided in
connection with the Council's Equal Rights policy.

Managers and other employees in a senior role have a particular responsibility to
conduct themselves in accordance with these rules and the spirit of the Council's
policies on Equal Rights, at all times. It is important to manage by example to set
standards for all staff to follow.

9 Trade Unions

All Employees must respect arrangements between the Council and trade unions
that relate to their recognition and involvement in consultation and negotiation on
employee matters.

10 Use of Council Resources

‘Council resources’ includes all land and buildings, property equipment and systems
of the Council and the work and results of effort of another employee. In particular
the expression includes stationery, telephones, photocopiers, fax machines,
computers and computer software, cameras, buildings, offices, car parks, materials
and supplies, machinery, tools, intellectual property and copyright.

Employees must only use Council resources for the purposes of the Council (or for
the purposes of a body or person to which Council resources have been allocated by
permission or agreement) and must not use Council resources for their own personal
purposes or for the purposes of any other person without permission.

Permission must be obtained in writing for the specific personal use of any Council
resources from an employee’s Strategic Director or Assistant Director.

Employees attention is drawn to the fact that telephone call and e-mail / internet
logging systems are in operation in the Council and may be used to identify
improper use. Any communications using Council systems may be monitored.

Employees using Council resources must familiarise themselves with all instructions
and any relevant safety information.

Employees must take reasonable care in using Council resources and must report
any loss, damage, defect or failure as soon as practicable.

Employees must provide adequate arrangements for the security for Council
resources for which they are responsible or have possession of, and take
reasonable and practical precautions to prevent loss or damage.

Employees must at all times and under all circumstances use public funds in a
responsible and lawful manner. They should strive to ensure value for money to the
local community, avoid legal challenge to the Authority and comply with the Council’s
Anti-fraud Strategy Statement, Standing Orders and Financial Regulations.

Employees should follow the rules on ownership of intellectual property and
copyright created during their employment with the Council.

Employees must comply with council rules when disposing of any assets, property or
otherwise including those of nil value.
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11 Gross Misconduct

(@) Gross misconduct is generally seen as misconduct serious enough to destroy
the employment relationship between the employer and the employee and
make any further trust, confidence and future working relationship impossible.

(b) Gross misconduct will normally lead to summary dismissal (i.e. dismissal
without the normal period of notice or pay in lieu of notice) following a Formal
Disciplinary Hearing.

(c) The following list is not exhaustive nor in any order of priority but are
examples of circumstances which will normally amount to gross misconduct
and may result in summary dismissal. It is the responsibility of employees to
be aware of other circumstances within their particular workplace or duties
which would amount to Gross Misconduct:-

Failure to comply with a reasonable management instruction. In the case of less
serious/less urgent instructions repeated and wilful failure would be required for it
to constitute gross misconduct.

Improper use of an official position for private gain or the private gain of some other
person, including soliciting or accepting bribes.

Fighting or physical assault on clients, members of the public or other employees,
including maltreatment of persons in the Council's care.

Deliberate misrepresentation as to personal information required by the Council,
e.g. date of birth, status, qualifications, experience and health, where that
information has been relied upon by the Council.

Deliberate falsification of time sheets, claim forms, letters etc.

Theft, misappropriation, unauthorised possession or malicious damage to property,
materials or equipment of the Council, its clients or other employees.

Negligence or non-compliance with any Health and Safety requirements such as to
endanger life or cause unacceptable damage or injury.

Unauthorised use of Council materials, equipment, vehicles or Council facilities
whether during or outside the working day.

Unauthorised use of Council labour for private purposes.

Conduct prejudicial to the Council's interest or conduct of a criminal nature,
whether

Committed at work or,
Committed outside working hours.

Which, having regard to the nature of the offence and the duties of the employee's
post, may damage the reputation, integrity and credibility of the Authority.

Doing private work during hours when contracted to work for the Authority - this
includes unpaid voluntary work.

Breaches of Council procedures and policies which result in discrimination in terms
of service provision or employment including promotion or training. Such
discrimination may be direct (i.e. applying a condition or requirement to one group
which would not be applied to another) or indirect (i.e. applying a condition or
requirement universally which cannot be justified and which is more easily met by
one group than another).
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Personal harassment of a serious nature, including, for example: -

= Verbal abuse - which includes derogatory language relating to a person's
gender, race, disability, culture, religious beliefs, age, sexuality, class,
economic or other disadvantage.

« Unwelcome and intentional touching of another person's intimate body areas
or clothing.

« Threatening to take action against a person over whom the harasser may
appear to have power. This could include, for example, threatening to
withhold Council services if sexual advances are rejected or implying that
promotion will be denied because of a person's race.

« Behaviour which cannot be justified; is in conflict with the Council's equal
rights policy or equal rights employment policy; is found to be offensive by the
recipient; is perceived by the recipient to be harassment

and

which persists despite the recipient making it clear to the harasser that they
object to the behaviour in question;

or

continues despite the offence caused being apparent to any reasonable
person.

This type of behaviour need not involve direct abuse but could include general
remarks about gender, race etc. which are offensive, including the use of
patronising terminology, 'jokes', or other words or actions detrimental to a good
working environment.

GLOSSARY

Rules:
The ACAS Guide on Discipline & Grievances at Work (March 2011) states that

“Clear rules benefit employees and set standards of conduct. They also help
employers to act fairly and consistently. Employers should also set standards of
performance so that employees know what is expected of them.

This is usually done as part of an organisation’s performance management
which will involve agreeing objectives and reviewing performance on a regular
basis.”

Acceptable:
Meeting and maintaining a level of performance and conduct to a standard that is
acceptable to the Council.

Reasonable:

The reasonableness of an instruction must be judged with consideration given to all of
the circumstances in the case. Each case must be dealt with on its own merits and the
outcome appropriate and proportionate to those circumstances.
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Appendix 1 - General Principles of Conduct as laid out in the Council’s Constitution

Expectation

- The public is entitled to expect the highest standards of conduct and behaviour from
employees of the Council. These general principles reflect that expectation. These
general principles are part of the conditions of employment of employees.

Conduct and Behaviour

« Employees must undertake their work with care, act in good faith and comply with all
relevant instructions, rules, procedures, standards and other requirements.

« Employees must be honest, polite, reliable and conscientious in carrying out their
work.

Law and Trust
- Employees must uphold the law and act in a way that reflects the trust the public
places in them.

Neutrality

- Employees must comply with decisions of the Council and must not allow their own
opinion to interfere with their work.

- Employees must make decisions on behalf of the Council objectively and on their
merit, having regard only to relevant information.

- Employees must act impartially and not allow their neutrality to be put in question by
accepting inappropriate gifts or hospitality.

Personal Interests
- Employees must not allow their personal interests to conflict with the Council’s
interests nor make use of their employment to further their private interests.

Relationships with Others
- Employees must relate to the public, councillors, contractors and each other fairly,
sympathetically, with respect, and without bias, discrimination or abuse.

Public Resources

- Employees must use public funds and resources responsibly and lawfully and must
not use them for unauthorised personal use.

- Employees must act as guardians of public funds and resources and make all
reasonable arrangements for their security.

Information and Confidentiality

- Employees must readily provide available information to the public and councillors that
they are entitled to, and must comply with restrictions placed on confidential
information.

Duty to Report
« Employees must report activity they believe to be unlawful or improper.
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Contingency Plan


		Owner

		Hannah Whittaker



		Date:

		September 2026



		Prepared by

		Hannah Whittaker



		Next Review

		September 2027





Risk Assessment for examination procedure 


		Risk

		Early warning

		Control to prevent

		Control to resolve



		Invigilator does not turn up


		Phone call or text to MNHES early morning

		Exam timetable sent before exams start so all invigilators made aware and amendments can be made.

		Host school to provide invigilator



		Fire alarm goes off




		None

		Ensure fire alarm tested regularly.  Ensure no misuse of equipment to cause a false alarm.

		Ensure invigilators are aware of policy. SLT to assist in maintaining security of exam. Allocate specific area for exams.



		Student taken ill during exam




		

		

		Invigilator aware of policy, first aider on call. Special Consideration for all students.



		Bad weather or transport problems

		Weather report

		Possible delay to start of exam.  Transport service notified in advance of a morning exam and taxi companies notified of earlier pick up.   Staff on standby to collect students.

		Delay start, isolation of candidates if late and hold staggered sessions if necessary.  Special Consideration for all students.



		Students do not turn up for exam

		Taxi arrives without student.  Phone call from parents

		Student timetables and information from subject teachers

		Parents contacted immediately.  Taxi re-arranged.  Very late candidate form completed.





		Students turn up who are not entered




		

		Subject teachers to ensure entry checklists are correct

		Find a paper, seat them, amend attendance list and make entry. Charge late fee to host school. 



		Cheating/ Disruption in the room from a candidate



		Invigilator reports problem

		Candidate warned and removed from the room in line with the Malpractice Policy.

		Invigilators aware of Malpractice Policy and Invigilator Handbook.  Students made aware of conduct in exams.  Warning to Candidates posters around school.  Form JCQ/M1 completed.



		Late arrivals

		Taxi arrives without student.  Phone call from parents

		Candidate timetable and information from tutors

		Invigilator aware of policy. Complete Late arrivals form.



		Exam room damaged

		Check room, or invigilator reports problem

		Regular room checks

		Contingency plan for additional classrooms first floor or upstairs to be used.



		Wrong entry made incorrect paper

		

		Regular communication between Subject Leads/Teachers.  Exam room packs made in advance, with attendance registers which are checked.  Ensure additional papers for each tier.

		Candidate to sit correct paper, attendance record amended.



		Curriculum model changes




		Government white paper. Information from NAA and QCA, and AB’s

		

		Planning and Action Plan to implement changes. Review of job description?



		System failure or power cut




		

		

		Contact Education IT support or electrician and if necessary. 



		Receiving inaccurate or late entry information

		

		Subject Leads/Teachers to ensure entry checklists are correct and on time.

		 to ensure teachers are aware and monitor deadlines.







Risk Assessment Form (for examination procedures) 


		Department

		 

		Person completing Assessment

		



		Activities/Systems being assessed

		 

		Signature/Date

		





		Activity

		Adverse occurrence /dependency

		Adverse outcome

		Control measures

		Person responsible

		Results



		Fire during examination

		Evacuation of room

		Lives


endangered,


exam scripts spoiled

		Invigilators aware of fire procedure.   Students aware of fire meeting point.


Adequate fire alarms


Security of exam must be maintained.

		· KS4 Lead

· Head of Centre




		



		Exam room damaged

		All main exams held in here 

		Insufficient exam rooms may violate JCQ rules 

		Contingency plan for additional classrooms first floor or upstairs to be used.

		KS4 Lead

· Head of Centre

		



		Non-receipt of exam papers

		Unable to hold exam - delayed start

		Delays and upset to students

		Check receipts in advance. Ensure papers are stored in date order and a check list made. Contact exam boards. 

		· KS4 Lead



		



		Human error

		Candidates entered for incorrect tier

		Affects student grade

		Check of procedures by student (statement of entry) and staff (exam candidate lists) should avoid this

		· KS4 Lead

· Teachers


· Student

		





Hannah Whittaker September 2026
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Medical Needs & Hospital Education Service (MNHES) 	

MNHES Offer for Bradford Children, Young People & Schools

For children and young people who are admitted to the Children’s Wards @ Bradford Royal Infirmary & Airedale General Hospital

			





MNHES is part of the Specialist Teaching & Support Service (STaSS), also made up of the Social, Communication, Interaction & Learning (SCIL) Team, the Children’s Sensory & Physical Needs Service (Deaf & VI services) and Local Authority Led Resourced Provision (LARPs)

“Our vision is to provide high quality support for all Bradford children and young people using a collaborative approach through transformational learning experiences so that they can flourish and make excellent holistic progress and successfully transition to responsible citizens”



Who?

We are a team of qualified teachers and experienced support staff who specialise in working with children and young people with physical and/or mental health needs whilst they are admitted into hospital.



Why?

To offer short term education, safeguarding and welfare for children and young people who have been admitted to the Children’s Wards at Bradford Royal Infirmary & Airedale General Hospital.



What?

· Individual and small group education on the Children’s Ward with experienced, qualified teachers and support staff

· Morning and afternoon sessions of core curriculum areas



How?

· Establish whether education is possible in consultation with the ward staff, families, children & young people

· Face to face education in the school room or bedside with an experienced teacher and/or support staff

· Linking with the child’s school to work with an AV1 robot to access live lessons in school

· Liaison with the child’s school to establish the areas of the curriculum that need to be covered



Our team work with children & young people to ensure that there is a continuity of education throughout their absence from their on roll school (where they remain on roll) and provide welfare and safeguarding for those children & young people where appropriate and education is not possible. 

More information can be found on Bradford Schools Online Medical Needs and Hospital Education Service & S19 Provision | Bradford Schools Online





MNHES Team	Hannah Whittaker Service Manager	September 2026
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