NHS Dorset Clinical Commissioning Group

Procedure for the development and
management of procedural documents

Supporting people in Dorset to lead healthier lives

PREFACE
This document outlines the process involved and the procedures to be followed for
the development, recommendation, approval, publication and review of (new or
revised) organisation-wide strategies, policies, procedures or protocols for NHS
Dorset Clinical Commissioning Group.
All managers and staff (at all levels) are responsible for ensuring that they are
viewing and working to the current version of this procedural document. If this
document is printed in hard copy or saved to another location, it must be checked
that the version number in use matches with that of the live version on the CCG
intranet.
All CCG procedural documents are published on the staff intranet and
communication is circulated to all staff when new procedural documents or changes
to existing procedural documents are released. Managers are encouraged to use
team briefings to aid staff awareness of new and updated procedural documents.
All staff are responsible for implementing procedural documents as part of their
normal responsibilities, and are responsible for ensuring they maintain an up to date
awareness of procedural documents.
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SUMMARY POINTS

This document outlines the process involved and the procedures to be followed for
the development, recommendation, approval, publication and review of (new or
revised) organisation-wide frameworks, strategies, plans, policies, procedures,
guidelines or protocols for NHS Dorset Clinical Commissioning Group (thereafter
known as the CCG). Criteria Based Access Protocols should be approved by the
relevant RightCare Priority Area and only referred for decision to the Clinical
Commissioning Committee (CCC) for approval if there is a material change from
the previous version or significant impact on finance/services, or impact on general
practice.


This procedure is relevant to all authors, contributors, recommenders, and
approvers of organisation-wide strategies, policies, procedures, protocols and
standards hereafter called ‘procedural documents’.



This procedure plays an important role in ensuring that all CCG procedural
documents follow a uniform approach in line with best practice.



The objective of this document is to standardise the development,
recommendation, approval and control of organisation-wide procedural
documents.



All procedural documents must be written in a style which is concise and clear
using unambiguous terms and language and keeping to the agreed corporate
appearance outlined in this document. Further information is available in
Appendix A.
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ASSOCIATED DOCUMENTS



NHS Dorset CCG Corporate Style Manual (April 2013)



Equality Impact Assessment guidance (included within Appendix I)
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PROCEDURE FOR THE DEVELOPMENT AND MANAGEMENT OF PROCEDURAL
DOCUMENTS
1.0

RELEVANT TO

1.1

This procedure is relevant to all authors, contributors, recommenders and
approvers of organisation-wide strategies, policies, procedures, protocols and
standards hereafter called ‘procedural documents’.

2.0

INTRODUCTION

2.1

NHS Dorset Clinical Commissioning Group (hereafter known as the CCG) must
have an established set of procedural documents that uphold the organisation’s
principles and practices.

2.2

The CCG is bound by the Freedom of Information Act 2000 and as such most
documents have the potential to be made available to the public. It is essential,
therefore, that all documents are written and recorded in a clear, logical way
and stand up to public scrutiny. Therefore documents should be capable of
identification by Author, date and file reference to enable swift retrieval when
required.

2.4

This document outlines the process involved and the procedures to be followed
for the development, recommendation, approval, publication and review of (new
or revised) organisation-wide frameworks, strategies, plans, policies,
procedures, guidelines or protocols for the CCG. Definitions of these terms can
be found in Section 5.

2.5

The procedure plays an important role in ensuring that all organisation-wide
procedural documents follow a uniform approach in line with best practice and
ensuring quality and content is current, recommended and approved using the
most appropriate source.

3.0

SCOPE

3.1

Only organisation-wide documents will be subject to formal review and
authorisation. Standard Operating Procedures, as department/team level
documents, are not subject to the requirements detailed within this procedure.

3.2

This document should, however, be used as a reference for all other procedural
documents including Directorate/departmental procedural documents for
corporate consistency.

4.0

PURPOSE

4.1

The objective of this document and its effective implementation is to ensure that
all CCG procedural documents:
 Comply with a standard format;
 Contain minimum standards for document control;
 Are appropriately approved and only uploaded onto the CCG intranet via the
correct procedures;
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 Are archived appropriately for future reference to enable retrieval to identify
organisational practice in any given time i.e. response to incident which
occurred in 2014;
 Contain a plan for monitoring the compliance and effectiveness of the
procedural document, where appropriate;
 Are Equality Impact assessed (if appropriate and meet the criteria for
assessment).
5.0

DEFINITIONS

5.1

It is important when developing procedural documents to ensure that the
terminology is clear.

Framework

A framework is a broad overview or outline of interlinked items
which supports a particular approach to a specific objective. A
framework serves as a guide that can be modified as required by
adding or deleting items. Within the CCG, examples of frameworks
include the Risk Management Framework, and the Quality
Framework.

Strategy

A Board level approved document which identifies the aims and
objectives for the CCG to move from where the organisation is now
(A) to where it wants to be (B) i.e. what needs to happen to achieve
and end goal. The strategy is what the organisation wants to do.

Plan

A plan is how the organisation will move from (A) to (B). As such it
should support the strategy by providing a way to reach (B) that
provides an acceptable balance of risk and reward. The plan is
how the organisation will do it.

Policy

A policy guides standards, decision making and actions and
constrains employees to stay within the bounds prescribed by the
organisation’s mission, objectives, strategy and values. Policies
often reflect statutory legislation and/or NHS mandatory objectives.

Procedure

Generally, procedures follow on from policy and detail the practical
application of the policy - they provide a clear explanation of what
'must be done' in order to implement the policy and compliance is
compulsory for staff. Procedures can be a separate document or a
section of the policy.

Standard
Operating
Procedure

A Standard Operating Procedure (SOP) is a detailed, written
instruction to achieve uniformity of the delivery of a specific function,
i.e. a written process to ensure a task is performed the same way,
each time. It provides instructions necessary to carry out a policy
and may vary between departments.

Guidelines/
Guidance

A guideline is a broad statement of good practice. There is a degree
of flexibility in the application of guidelines.
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Protocol

A protocol details a set of precise and logical sequence of activities
to be adhered to in the management of a specific task or clinical
condition. Within the CCG, protocols are solely used when
determining criteria based access to certain procedures.
This term is often interchangeably for guideline or procedure.

Uncontrolled
documents

6.0

All printed copies of an approved procedural document will be
considered to be ‘uncontrolled’. All users of uncontrolled documents
must ensure they have the latest version by checking the printed
version against the latest version available on the CCG intranet.

ROLES AND RESPONSIBILITIES
Accountable Officer

6.1

The Accountable Officer (also known as ‘Chief Officer’) is the corporate
accountable officer for CCG procedural documents. The Chief Officer will
delegate responsibility for the development and review of a specific procedural
document to the relevant Executive Director who has the responsibility for this
particular area within their portfolio.
Directors

6.2

All Directors have responsibility for:


agreeing which individual, staff group or group will have responsibility for
creating new or revising existing procedural documents within the required
timeframe;



ensuring the correct level of consultation, recommendation and approval is
achieved;



ensuring procedural documents are well researched, contain appropriate
references, and have been fully consulted on;



ensuring procedural documents are robust in terms of national standards
and legislative requirements;



signing off procedural documents as Sponsors;



ensuring all relevant procedural documents meet the standards of the CCG
‘Procedure for the development and management of procedural documents’
(this document);



ensuring appropriate Equality Impact Assessments are completed as part of
the formal approval process (if appropriate and meet the criteria for
assessment);
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6.3



ensuring procedural documents are recommendation fully approved,
disseminated as per CCG process and implemented and audited as
appropriate within the timescales described;



requesting distribution to external stakeholders if appropriate.

Directors may delegate the development, writing and review of specific
procedural documents to named individuals (‘Authors’) because of professional
or technical knowledge, expertise and special interest.
Director of Quality

6.4

The Director of Quality is the designated lead within the CCG, and is
responsible for:


reporting compliance against the requirement to review all procedural
documents within their documented review period via the Quality Directorate
Leadership Team Meeting.

Authors
6.5

It is the responsibility of any Author of a procedural document to ensure:


version control is maintained throughout the development and approval of
the procedural document;



all procedural documents support the effective delivery of the CCG
objectives



compliance with the CCG ‘Procedure for the development and management
of procedural documents’ (this document);



identification of training needs in relation to the procedural document;



the correct level of consultation; comments received during the consultation
period must be retained until the document is finally approved;



clear arrangements for the periodic monitoring of compliance (such as
annual report or audit) are identified when the document is written, where
appropriate;



the correct recommendation and approval process is identified, and the
necessary arrangements are made to ensure review of the procedural
document is added to the meeting agenda;



recommendation and approval of the document, ahead of forwarding the
final version to the Patient Safety and Risk team for
communication/dissemination;



the document is updated in accordance within its specified review period or
earlier if required.
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Head of Patient Safety and Risk
6.6

The Head of Patient Safety and Risk, supported by the Patient Safety and Risk
Facilitator is responsible for liaising with the Sponsoring Director in relation to
procedural documents and:


providing support to Authors of new procedural documents, in relation to
format and content;



ensuring the development of new procedural documents is not a duplicate of
other work either nationally or locally within the CCG. This will include
checking against the ‘Procedural Documents database’ managed by the
Patient Safety and Risk Facilitator;



ensuring procedural documents are recommended (if appropriate) and
approved at the relevant group/committee (see Appendix F);



undertaking an annual audit of compliance with this document of procedural
documents written by members of the Quality Directorate;



overseeing an annual audit of compliance with this document of procedural
documents written by members of all CCG Directorates.

Patient Safety and Risk Facilitator
6.7

The Patient Safety and Risk Facilitator will assist the Patient Safety and Risk
Manager with the duties in Section 6.7 above and will:


coordinate the administration for the review, development and dissemination
of procedural documents;



contact Authors six months ahead of document review dates to explain the
process that needs to be undertaken to ensure that the procedural
document is reviewed and re-approved within the required timeframe;



contact Authors three to four months ahead of document review date to
advise of the committee or group dates for approval;



record, store and control current procedural documents on the ‘Procedural
Documents database’;



disseminate new and updated procedural documents to all line managers,
Senior Managers, Directors, key stakeholders including external
stakeholders and independent contractors as appropriate, via the CCG staff
bulletin, intranet and internet/CCG website;



ensure that no new or revised procedural documents are placed onto the
CCG intranet/CCG website without written confirmation of appropriate
recommendation/approval
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update the CCG intranet/CCG website with each new and updated
procedural document once fully approved, supported by the Equality Impact
Assessment (if required);



send the Stakeholder Development Manager a copy of the Equality Impact
Assessment (if required) for publication on the CCG internet;



archive previous versions of procedural documents to aid subsequent
retrieval if required.

Managers
6.8

Managers with relevant expertise will be expected to participate in the
development and review of procedural documents as appropriate. They will be
expected to familiarise themselves with all CCG procedural documents as
pertinent to their role and keep up to date with new procedural documents.
All staff

6.9

All members of staff are responsible for:


changing working practice, where this is required, due to any change in
procedural documents;



seeking further advice and guidance where they are unclear about the
application of a procedural document;



co-operating with managers in developing and implementing procedural
documents as part of their normal responsibilities;



ensuring they maintain an up to date awareness of procedural documents
pertinent to their role;



ensuring that if they print a hard copy of any document to ensure that the
printed hard copy is the current version. Current versions are maintained on
the CCG intranet and CCG website.

7.0

PROCEDURES/DOCUMENT CONTENT – STYLE AND FORMAT

7.1

The CCG corporate style has been developed with a view to:


ensuring that all documents are produced to a consistently high standard;



achieving a common distinctive style throughout the CCG;



facilitating assimilation of the contents of documents by means of clear and
attractive presentation;



directing attention to important points raised or statements made;



promoting a corporate image that is easily recognisable and inspires
confidence.
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7.2

Corporate style is best demonstrated by the appearance of this procedure,
which has been set out to demonstrate the required layout and appearance of
all procedural documents. The style is made up of a distinct layout and is
intended to standardise the quality of written work produced; refer to Appendix
A for a document template. This is also available as a standalone document on
the CCG intranet via this hyperlink.

7.3

The CCG corporate house style must be adopted for all written documentation
produced within the CCG, whether for internal or external purposes.

7.4

Information relating to the CCG corporate house style and the style
requirements can be found within Appendix B.

8.0

DEVELOPMENT OF NEW PROCEDURAL DOCUMENTS

8.1

A new procedural document may be developed where identification has been
made that it is required for the CCG. This may be to link with service priorities
for the CCG, in line with good governance, to satisfy the requirements of an
internal or external review or where legislation, statute, national guidance or
national initiatives dictate procedural documents are required to be in place.

8.2

A useful checklist can be found in Appendix C to support Authors to ensure all
mandatory information/headings are included.

8.3

Flowcharts can be found in Appendices D and E to assist Authors in creating
new (Appendix D) or revising existing (Appendix E) procedural documents.

8.4

The Patient Safety and Risk Facilitator must be informed by all departments
immediately a procedural document is planned for development or review so
they can ensure the correct process is followed.

8.5

Relevant stakeholders should be identified along with the level of involvement
required and agreed between the Sponsoring Director and Author of the
procedural document.

8.6

The Chief Officer will delegate responsibility for the development or review of a
specific procedural document to the relevant Executive Director who has the
responsibility for the particular area within their portfolio. The Director will agree
which individual, staff group or group will have the responsibility of seeing the
process through within the required timeframe.

8.7

The Author will draft out the procedural document as the initial step in the
process. The document will then be disseminated to relevant key stakeholders
for comment (see Section 11 – Consultation). Comments will then be collated
by the Author, spell checked and put in to the correct format (as per Section 7 –
style and format).

8.8

The Equality Impact assessment will be completed at this time. An Equality
Impact Assessment may not be mandatory, depending on the nature of the
procedural document. For information regarding whether the procedural
document requires an Equality Impact Assessment, contact the CCG
Stakeholder Development Officer on 01202 541 923. Commence this process
as soon as the need for the new procedural document has been identified.
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8.9

It is the responsibility of the Author to ensure recommendation and approval the
document, ahead of forwarding the final version to the Patient Safety and Risk
Facilitator for communication/dissemination.

9.0

MANAGEMENT AND REVIEW OF EXISTING PROCEDURAL DOCUMENTS

9.1

As detailed in Sections 6.6 and 6.7, the Patient Safety and Risk team are
responsible for co-ordinating the review of existing procedural documents.

9.2

Through regular review of the document’s review date in the ‘Procedural
Documents Database’, Authors will be contacted by the Patient Safety and Risk
Facilitator six months ahead of the documented review date. During this
telephone call/face to face meeting, which will be followed up by an email
reiterating what was discussed (Appendix H), the Patient Safety and Risk
Facilitator will:


explain to the Author that this procedure has been updated and there is now
a required template to follow for all new/revised procedural documents;



discuss (based on Appendix F) the required recommendation and approval
process for the procedural document to be reviewed;



agree the date of the approving committee that the procedural document
must be submitted to ensure that the review deadline is achieved;



discuss the need for an Equality Impact Assessment;



discuss whether the Counter Fraud/Security team will need to be included in
the document development and/or consultation process’

9.3

Following the telephone conversation, the Author will be emailed a completed
‘Deadline notification form’ (Appendix H) summarising the conversation and
the requirements to achieve the deadline; this email will be copied to their line
manager and the Sponsor (Director).

9.4

Acknowledgement of the email will be mandatory, at which the Author will need
to confirm that they will:


work to ensure that the deadline is achieved;



alert the Patient Safety and Risk Facilitator immediately if there are any
expected delays to the process, and the reasons for this.

9.5

The Patient Safety and Risk Facilitator will contact the Author at three months
before the deadline (copying their line manager and the Sponsor (Director)
requesting a progress update.

9.6

As detailed in Appendix E, all procedural documents must be reviewed by the
Patient Safety and Risk team (‘Quality Control’ stage) prior to the
recommendation/approval process.

9.7

Upon receipt of the final version, following approval, the Patient Safety and Risk
Facilitator will ask the Author what the appropriate notification should be when
the procedural document is next due for review, to meet the needs of individual
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teams/services. In some instances, for example, more than six months’ notice
of the review date may be appropriate if consultation involves a number of
external stakeholders. This date will then be noted on the ‘Procedural
Documents Database’.
10.0

TRAINING

10.1

The Author shall make clear during the consultation stage whether the
introduction of the proposed document (new or revised) identifies a need for
staff training. All training needs and how this will be provided must form part of
the consultation and final approval stages.

11.0

CONSULTATION

11.1

The level of consultation for a procedural document will be dependent upon the
subject matter. The procedural document consultation table (Section D) should
describe the level of consultation undertaken in relation to new or revised
documentation.

11.2

It is the responsibility of the Author, in conjunction with the Sponsor, to ensure
the correct level of consultation, recommendation and approval is achieved.

11.3

All procedural documents should be developed with the involvement of the
departments/Directorates and/or the representatives of the individuals who will
implement them or be affected by them.

11.4

If appropriate, the CCG’s Counter Fraud Specialist must have the opportunity to
contribute to the consultation phase. For further information regarding whether
this is appropriate for an individual procedural document, contact the Patient
Safety and Risk Team.

11.5

Consultation involves an opportunity to influence decisions and their application
providing adequate time and notice. Key stakeholders including service users
must be given the opportunity to feed in to the process for development and
review of procedural documents where this is appropriate.

11.6

Communication and involvement of relevant key stakeholders will be agreed by
the sponsoring Director and Author of the procedural documents and will
include as appropriate the following (list is not exhaustive):


Staff



Finance Directorate



External Stakeholders and other Partner Agencies e.g. County Councils and
other NHS bodies



Service Users



Medicines Management/Drug and Therapeutic sub-Committee



Counter Fraud



Trade Unions/Professional Organisations
17

11.7

The consultation period may be between two to ten weeks and this may include
input from relevant groups/committees.

11.8

As part of the consultation process, the document must be circulated for
comment to managers (or appropriate deputy) of Directorates and departments
who will implement or monitor the procedural document. The list of persons or
groups from whom comments have been invited should be submitted to the
approving committee/group and recorded in the consultation table on first page
of the document. Comments received should be retained by the Author until the
document is formally approved.

11.9

The need to consult staff side through the CCG Trade Union meeting must also
be taken into consideration when dealing with procedural documents that will
refer to personnel issues e.g. health and safety in the workplace, human
resource policies etc.

11.10 A table detailing the consultation, recommendation and approval process can
be found within Appendix F.
11.11 Regarding the need for an Equality Impact Assessment, following due
consideration it has been determined that an Equality Impact Assessment is not
required for this procedural document.
12.0

RECOMMENDATION AND APPROVAL PROCESS

12.1

The recommendation and approval process for the procedural document must
be acknowledged within this section. This information can be found in
Appendix F.

12.2

Recommendation and approval of procedural documents must be recorded in
meeting minutes or notes as appropriate.

12.3

Trade Union/Professional Organisation approval may only be required for
Human Resources procedural documents.

13.0

COMMUNICATION/DISSEMINATION

13.1

The level of distribution required should be communicated by the Author to the
Patient Safety and Risk Facilitator by completing Section G of the document
template.

13.2

If it is indicated in Section G that external stakeholders need to receive a copy of
the approved document, it is the individual sponsoring Director’s responsibility to
notify which external stakeholders must receive the procedural document.

13.3

When the procedural document has been recommended and approved and is
ready for distribution, the procedural documents number, the date of approval
and the date of approval will be entered on to Section C – Document Details by
the Patient Safety and Risk Facilitator.

13.4

Most approved documents will be available on the CCG intranet/CCG website
and will be subject to document control procedures. In some cases, procedures
which should not be in the public domain (e.g. Major Incident Plan) are uploaded
to the CCG Intranet only.
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13.5

Staff will be made aware of new CCG procedural documents or any significant
changes via the staff bulletin, email and team brief where appropriate.

13.6

If documents are approved subject to certain evidence of amendments then
Directors sign off must be obtained before the document can be placed on the
CCG intranet/CCG website.

13.7

All printed copies of documents will be considered as ‘uncontrolled’.

14.0

IMPLEMENTATION

14.1

If the procedural document contains new information and/or processes which will
require a change in working practice, an implementation plan must be
communicated within the section.

14.2

This version (version 2) of the ‘Procedure for the development and management
of procedural documents’ contains a change in working practice. The
implementation plan is detailed below which will be actioned once this procedural
document has been approved.

Action
1

2

3

4

5

Responsible
person
Inform all CCG staff of updated ‘Procedure for the development Patient Safety
and management of procedural documents’ via the CCG
and Risk
weekly newsletter
Manager
Individually inform all CCG staff who are known authors of
Patient Safety
current CCG procedural documents
and Risk Coordinator
Ask, via the Director’s meetings, for the changes to be
Patient Safety
highlighted at Directorate briefings
and Risk
Manager
As per Section 9.3, when the Patient Safety and Risk
Patient Safety
Facilitator gives authors a ‘prompt’ of a forthcoming review
and Risk
deadline, a copy of the ‘Procedure for the development and
Facilitator
management of procedural documents’ will be sent, including a
brief summary of the change to process.
Upload the new procedure on the CCG intranet
Patient Safety
and Risk
Facilitator

15.0

MONITORING COMPLIANCE AND EFFECTIVENESS OF THE
PROCEDURAL DOCUMENT

15.1

To ensure robust governance and effective management of risk, clear
arrangements for the periodic monitoring of compliance (such as annual review
report or audit) must be stated when the document is written.
These arrangements should link to the individual Directorate’s or CCG’s
committee structure. Any review must include the effectiveness of the
document, for example staff compliance.

15.2

15.3

Any areas of concern or non-compliance identified in the document review must
result in the production of an action plan. This will be reviewed by the relevant
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committee/group and recorded in the minutes; unresolved actions should be
risk assessed for inclusion on the Corporate Risk Register.
15.4

Compliance with this procedure will be reported and monitored by the Quality
Group. Where documents do not conform, the relevant approving
committee/group will refer to the Author to this document.

15.5

The ‘Procedure for the development and management of procedural
documents’ will be subject to an annual audit by a designated individual within
each Directorate (to be appointed by the Director).

15.6

This will include an audit of a number of approved procedural documents (10%
of the number approved since the previous review with a minimum of 5 and a
maximum of 15) in a 12-month period.

15.7

The audit will be undertaken against an agreed proforma (Appendix G). The
audit will be requested by the Patient Safety and Risk team, with completed
audits returned to the Patient Safety and Risk team. This will inform the annual
audit of compliance against this procedural document.

16.0

DOCUMENT REVIEW FREQUENCY AND VERSION CONTROL

16.1

A review date must be included on all procedural documents. All procedural
documents will be reviewed on a two yearly basis unless there is a change in
legislation or practice or new guidelines are published which necessitates an
earlier review of the procedural documents.

16.2

The version control section (Section E) should list all review dates, based on
two years’ from the approval date.

16.3

All reviews and revisions to any procedural document must be approved
according to the processes described in this procedure.

16.4

Minor revisions to procedural documents must also be noted in Section E and
the ‘Nature of Change’ sections of the document completed. Changes should
be should be signed off by the Chair and re-submitted for publishing on the
intranet in absence of full discussion at the relevant committee or group.

16.5

Major revisions such as those that cause a change of practice will need to be
re-approved by approving committee/group using the consultation and
dissemination processes (refer to Section 11 - Consultation for further
information).

16.6

Version control on the procedural document is the responsibility of the Author.

16.7

This document, the Procedure for the development and management of
procedural documents, is reviewed every two years to take account of any
changes in CCG practice.

16.8

Necessary changes throughout the year will be issued as amendments to the
procedure. Such amendments will be clearly identifiable to the section to which
they refer and the date issued. These will be clearly communicated via the CCG
newsletter.
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17.0

ARCHIVING

17.1

All procedural documents will be recommended and approved in accordance
with this procedure and placed onto the CCG intranet/CCG website by the
Patient Safety and Risk Facilitator.

17.2

The Patient Safety and Risk Facilitator is responsible for the recording, storing
and controlling of current procedural documents on the ‘Procedural Documents
Database’ for the CCG following recommendation and approval.

17.3

Procedural documents remain current and will continue to be available on the
CCG Intranet/CCG website until the revised version is recommended/
approved, unless an Executive Director or Clinical Director takes the decision to
suspend a document until a revised version is available. Suspended documents
will be removed from the CCG intranet/CCG website and replaced with a
message noting the suspension and directing the enquirer to the appropriate
member of CCG staff.

17.4

Archived documents will not be available on the CCG intranet/CCG website.
Copies of archived documents are migrated into the archive section of the CCG
server by the Patient Safety and Risk Facilitator who is responsible for the
subsequent retrieval of an archived Procedural Document if required.

17.5

Authors must also retain archive copies within their own record system.

17.6

The recommendations within the Department of Health ‘Records Management:
Code of Practice’ must be followed regarding how long procedural documents
should be retained by the CCG.

17.7

Documents may be retained for longer than the minimum period detailed within
the Code of Practice. However, they should not ordinarily be retained for more
than thirty years. Staff should also remember that corporate records are subject
to the Freedom of Information Act 2000 and those containing personal
information are subject to the Data Protection Act 1998.

17.8

Procedural Documents may have archival value and the CCG may wish to
retain them for longer than thirty years. In this instance they must be stored in
an approved place of deposit. The Head of Information Governance and
Customer Care should be consulted as to the approved place of deposit and
the Patient Safety and Risk Manager via the Patient Safety and Risk Facilitator
will be responsible for the recording of archived master copies of Procedural
Documents on the Procedural Documents Database.

18.0

EQUALITY IMPACT ASSESSMENT

18.1

The Public Sector Equality Duties (PSED), part of the Equality Act 2010, require
that all public bodies must consider the impact of any procedural document or
service decisions on those with protected personal characteristics. Protected
characteristics – in the context of the PSED – are defined as:


age;



disability;
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gender reassignment;



pregnancy and maternity;



race – this includes ethnic or national origins, colour or nationality;



religion or belief – this includes lack of belief;



gender (male and female);



sexual orientation.

18.2

To comply with this duty, Authors are required to undertake an assessment of
whether an Equality Impact Assessment (EIA) is required for the procedural
document

18.3

If it is deemed that an EIA is required, completing the EIA tool is the best way to
demonstrate evidence this process.

18.4

The Equality Impact Assessment Tool is designed to help the Author consider
the needs and assess the impact of the document. This appendix must be
submitted as part of the procedural document for approval. A template of this
tool can be found as part of Appendix I.

18.5

Producing an Equality Impact Assessment after an approval decision has been
reached will not achieve compliance with the Equality Duty.

18.6

Where it is clear following due consideration that the procedural document will
not have any effect on equality for any of the protected characteristics, no
further analysis or action is necessary. The decision that no EIA is required
must be documented within the procedural document, under the mandatory
heading ‘Consultation’.

18.7

Assessment of whether an EIA needs to be completed should be undertaken
when:

18.8



a new procedural document is written;



a procedural document is reviewed;



a new service or strategy is being developed;



it is identified that no EIA exists and there is no documented rationale for
this decision.

For information regarding whether the procedural document requires an
Equality Impact Assessment, contact the CCG Stakeholder Development
Officer on 01202 541 923. Commence this process as soon as the need for the
new procedural document has been identified.
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Appendix A

NHS Dorset Clinical Commissioning Group

Insert title of strategy with corresponding
colour

TEMPLATE
Delete this text box when using
template to create a ‘procedural
document’

To be the same colour as the box

Supporting people in Dorset to lead healthier lives
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ALL GREY TEXT (INCLUDING THIS SENTENCE) IS GUIDANCE ONLY AND
SHOULD BE DELETED BEFORE THE PROCEDURAL DOCUMENT IS SUBMITTED
FOR APPROVAL.

PREFACE
In one/two sentence(s), state the purpose of this procedural document. Following this
statement, the below is mandatory in each preface:
All managers and staff (at all levels) are responsible for ensuring that they are viewing
and working to the current version of this procedural document. If this document is
printed in hard copy or saved to another location, it must be checked that the version
number in use matches with that of the live version on the CCG intranet.
All CCG procedural documents are published on the staff intranet and communication
is circulated to all staff when new procedural documents or changes to existing
procedural documents are released. Managers are encouraged to use team briefings
to aid staff awareness of new and updated procedural documents.
All staff are responsible for implementing procedural documents as part of their normal
responsibilities, and are responsible for ensuring they maintain an up to date
awareness of procedural documents.
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A


SUMMARY POINTS
State the key points of the procedural document (maximum five points)




B


ASSOCIATED DOCUMENTS
State any CCG documents that need to be read in conjunction with this procedural
document.

C

DOCUMENT DETAILS

Procedural Document
Number

To be completed by the Patient Safety and Risk
team

Author

Complete

Job Title

Complete

Directorate

Complete

Recommending committee or
group
Approving committee or
group

Complete

Date of recommendation
(version 1)
Date of approval (version 1)

Complete

Version

Complete

Sponsor

Complete

Recommendation date

Complete

Approval date

Complete

Review frequency

Complete

Review date

Complete

Complete

Complete
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D

CONSULTATION PROCESS

Version
No

Review Date

Author and Job Title

Level of Consultation

Complete

Complete

Complete

State who has been consulted
with during the
creation/revision of this
document

E

VERSION CONTROL

Date of
issue

Version
No

Complete

F

Date of
next
review
Complete Complete

Nature of change

Approval
date

Complete

Complete

Approval
committee
/group
Complete

SUPPORTING DOCUMENTS/EVIDENCE BASED REFERENCES

Evidence

Hyperlink (if available)

Date

Complete; supporting
documents/evidence based references
are the title and date of any documents
which have been referred to or to
provide evidence when reviewing or
developing a document.

Provide hyperlink

Complete

This section can also refer to any
associated documents that can be read
in conjunction with the document being
produced.

G

DISTIBUTION LIST

Internal CCG
CCG Internet
Intranet
Website
Tick as appropriate Tick as appropriate

Communications
Bulletin
Tick as appropriate
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External
stakeholders
Tick as appropriate

CONTENTS
1.0
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2.0
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3.0

Scope

4.0

Purpose

5.0

Definitions

6.0

Roles and responsibilities

7.0

Procedures/document content

8.0

Training

9.0

Consultation

PAGE

10.0 Recommendation and approval process
11.0 Communication/dissemination
12.0 Implementation
13.0 Monitoring compliance and effectiveness of the document
14.0 Document review frequency and version control
APPENDICES
A

Equality Impact Assessment Tool

B
C
D
E
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DOCUMENT TITLE
1.0

RELEVANT TO

1.1

This is a mandatory heading.

1.2

This strategy/procedure/policy/protocol is relevant to…

2.0

INTRODUCTION

2.1

This is a mandatory heading.

2.2

This section should provide a brief summary of the background to the
procedural document and why there is a need for it.

2.3

This should include references to regulations, legislation, best practice and
organisational objectives.

3.0

SCOPE

3.1

This is a mandatory heading.

3.2

State what the procedural document does and doesn’t not include.

4.0

PURPOSE

4.1

This is a mandatory heading.

4.2

This section should describe the overall objective of the procedural document
i.e. what the document seeks to address and how.

4.3

This section should also describe the clearly identified need for the document to
be created. It is the Author’s responsibility to check whether the required
information is already available from an external source such as NICE, DoH,
Royal Colleges etc.

5.0

DEFINITIONS

5.1

This is a mandatory heading.

5.2

This section should describe what the document is i.e.: strategy, procedure,
policy or protocol.

5.3

The document must contain a list of definitions and explanations of words,
terms or abbreviations used in the document to aid understanding; if it
necessary to define a lot of terms, consider creating a glossary as an appendix.

5.4

Abbreviations, when first used, must be written out in full.

5.5

If ambiguous terms are used these should also be explained when first used.
Do not assume the reader of the document has specialist detailed knowledge of
the document content. Address the ‘intelligent but uniformed reader’.

6.0

ROLES AND RESPONSIBILITIES
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6.1

This is a mandatory heading.

6.2

The document must detail any specific related roles and responsibilities.

7.0

MAIN BODY OF THE DOCUMENT – SECTIONS AND SUB-SECTIONS

7.1

This is a mandatory heading.

7.2

Add the main body of text within this section, by incorporating sub headings as
required and continuing the paragraph numbering sequence.

7.3

The main body of the document can be extended into sections 8, 9 and
beyond, if required with sequential numbering thereafter for training,
consultation and the other mandatory headings.

8.0

TRAINING

8.1

This is a mandatory heading; if there is no training necessary, state that training
needs have been considered and there are no identified training needs.

8.2

The Author is responsible for identifying whether a new or revised document
necessitates a training requirement.

9.0

CONSULTATION

9.1

This is a mandatory heading.

9.2

The level of consultation for a procedural document will be dependent upon the
subject matter; the rationale for the level of consultation must be provided in
this section.

9.3

The procedural document consultation table (Section D) should describe the
level of consultation undertaken in relation to new or revised documentation.

9.4

The consultation period may take two weeks to ten weeks and this may include
approval from the relevant group and/or committees.

9.5

If the procedural document involves personnel issues, the consultation must
include review by the CCG Trade Union group.

10.0

RECOMMENDATION AND APPROVAL PROCESS

10.1

This is a mandatory heading and should explain the rationale for how the
procedural document is recommended and approved. Further information can
be found in Appendix F of the ‘Procedure for the development and
management of procedural documents’

11.0

COMMUNICATION/DISSEMINATION

11.1

This is a mandatory heading.
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11.2

The level of distribution required should be communicated by the Author to the
Patient Safety and Risk Facilitator by completing Section G of the document
template.

11.3

If it is indicated in Section G that external stakeholders need to receive a copy of
the approved document, it is the individual sponsoring Director’s responsibility to
notify the Patient Safety and Risk Facilitator which external stakeholders must
receive the procedural document.

12.0

IMPLEMENTATION

12.1

This is a mandatory heading.

12.2

If the procedural document contains new information and/or processes which
will require a change in working practice, an implementation plan must be
communicated within the section.

12.3

If the procedural document does not require any new aspects to be
implemented, this should be acknowledged.

13.0

MONITORING COMPLIANCE AND EFFECTIVENESS OF THE DOCUMENT

13.1

This is a mandatory heading.

13.2

This section should describe the processes as to how compliance with
procedural document requirements and the effectiveness of the document will
be monitored and reported.

13.3

All documents should include:
 monitoring arrangements for compliance and effectiveness i.e. audit, review,
etc.
 responsibilities for conducting the monitoring/audit
 methodology to be used for monitoring/audit
 frequency of monitoring/audit i.e. quarterly, on a rolling basis etc.
 process for reviewing results and ensuring improvements in performance
occur
 Where monitoring results/reports will be presented/responsible
committee/group

13.4

Any areas of concern or non-compliance identified in the Annual Review must
result in the production of an action plan. This will be reviewed by the
appropriate committee/group. Actions will be recorded in the committee/group
minutes.

14.0

DOCUMENT REVIEW FREQUENCY AND VERSION CONTROL

14.1

This is a mandatory heading.

14.2

All documents must be reviewed every two years’ or earlier if appropriate.

14.3

Example: The X document is reviewed every two years to take account of any
changes in national guidance. Necessary changes throughout the year will be
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issued as amendments to the framework. Such amendments will be clearly
identifiable to the section to which they refer and the date issued. These will be
clearly communicated via the CCG newsletter.

APPENDIX A
1

EQUALITY IMPACT ASSESSMENT

This section should refer to the equality impact assessment and the assessment
should be attached as an Appendix to the ‘procedural document’.
An Equality Impact Assessment may not be mandatory, depending on the nature of
the procedural document. For information regarding whether the procedural document
requires an Equality Impact Assessment, contact the CCG Stakeholder Development
Officer on 01202 541 923. Do not leave this until the end of the process.
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APPENDIX B
CORPORATE HOUSE STYLE
1.0

GENERAL INFORMATION AND LAYOUT

1.1

The name of the NHS Dorset Clinical Commissioning Group may be shortened
to NHS Dorset CCG or the CCG within the text of reports, letters and papers
after the first use in full. This needs to be explained in the content i.e. NHS
Dorset Clinical Commissioning Group (the CCG).
Presentation

1.2

The font used should normally be Ariel 12 point, which gives a good, clear
presentation. Headings should not be underlined but be in bold type.
Information produced for patients or the public may be in a larger font, if this is
required to facilitate ease of reading.

1.3

All text typed within corporate style should be unjustified with text aligned to the
left.

1.4

Abbreviations should not be used, especially in view of the implications of the
Freedom of Information Act, which will render most reports available to the
public.

1.5

Whilst some standards suggest two spaces after a full stop, for the CCG only
one space is necessary.
Text

1.6

The following rules should always be applied:


ampersands (‘&’) should not be used;



years should be specified as 2012/13 and not 2012 – 2013, although for a
group of years 2012 – 2018 should be used;



capital letters should, in the main, only be used for proper names only for
example, places, people and titles, and for the headings in the corporate
style;



avoid underlining or italicising information for emphasis – use bold as this is
more accessible.

Headings and paragraph numbering
1.7

All documents should be headed with the organisation’s name in centred bold
capitals.

1.8

The title of the document should be centred in bold capitals beneath the
organisation’s name, with one line (12pt) space between them.

1.9

Main paragraph headings should be numbered, with the heading aligned above
the following text. The text of the heading should be bold, upper case.
32

1.10

Paragraphs should be numbered sequentially in the style of this document
following the relevant heading or sub paragraph heading.

1.11

Sub paragraph headings should not be numbered, and should appear in bold
lower case above the text that follows it.

1.12

The use of bullet points within a paragraph is preferable to a lengthy dialogue
and gives emphasis to the points being made. Single bullet points are used
beneath the narrative of a paragraph, one line space beneath the preceding
paragraph with a 1.27cm margin between the typed bullet point and the
following words. Bulleted points should begin with a lower case letter and end in
a semi colon; unless it is the last bullet point where it should end with a full stop.
Sub bullet points can also be used and the sequence is demonstrated below:


first level;
o second level;
-

1.13

third level.

If the number of bullet point levels used exceeds three, then consideration
should be given to placing the text in a table with the items numbered
individually for ease of reference.
Margins

1.14

Margins should be set at 2.54cm at each side, to allow for binding or
attachment to other papers.

1.15

Margins at the top and bottom of the page should also be 2.54cm as a general
rule (select ‘normal’ margins from the layout toolbar).
File reference

1.16

The file reference should be typed in Calibri 8 point at the end of every
document. This can be inserted via the autotext facility on the insert toolbar
[quick parts> field>document information>filename>path]. This will facilitate the
easy location on the network of every document produced.
Page numbering

1.17

Pages should be numbered in the standard font at the bottom of the page in the
centre as a general rule within the footer no larger than 11 point.

1.18

A single page need not be numbered.

1.19

If there are attachments, annexes or appendices to a paper, the following
procedures should be applied:


page numbers should continue in sequence from the main paper right
through to the final page;



each attachment should begin on a new page;
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the name or number of each attachment, annex or appendix should be
added to the top right hand of each page of each in bold upper case (that is,
ATTACHMENT 1, APPENDIX 1 or ANNEX 1).

Paragraph layout
1.20

Paragraphs should not be split between two pages.

1.21

Long paragraphs of narrative should be avoided by listing the points made or
items mentioned as indented bullet point, as follows:


each point should be placed 2.54 cm from the left margin of the page, with
the bullet point indented 1.27cm from the main body of the text;



each point to be made should continue in this fashion;



the punctuation used within bullet points should follow the rules of grammar;



there should be a one line gap between each of the bulleted points.

Tables and numbering of tables
1.22

1.23

When information is presented in tabular form the following layout should be
used:


each table should be given a name and/or number following the sub header
layout;



each table should be contained by either a double-line or single border, as
long as consistency is maintained throughout any piece of work;



column headings should be bold and centred;



generally text should be left justified within a table, figures should be
decimal aligned and one word comments centred;



numbers should be punctuated with commas indicating thousands;



if a total is necessary beneath a list of numbers, a horizontal line should
appear after the final item and a bold heading should be added stating ‘Sub
total’ or ‘Total’;



if a table is continued to the following page, the headings should also be
repeated. This is best accomplished by use of the layout toolbar, repeat
header row;



tables in spreadsheet format are acceptable only if they are well presented.

Below at Table 1 is an example of a table:
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Table 1: Example of table in house style
Item
Example of text to be
included in this column
Another example of text to
be included in this column
Total

2012/13
£’000
2,220

2013/14
£’000
3,220

2014/15
£’000
4,220

1,110

2,110

3,110

3,330

5,330

7,330

Dates and numbers
1.24

1.25

Care should be taken to ensure that:


dates are typed in full, that is, 30 June 2014 (not 30th June, nor 3rd or 1st);



the numeric date and month are not split between lines (use of the hard
space facility will alleviate this problem – shift, control and spacebar);



numbers used in mathematical tables do add up to the total;



numbers in text are punctuated in thousands and concord with equivalent
figures in tables;



thousands and millions should not be referred to as ‘k’ or ‘m’ but as 2,000 or
£3 million.

The way numbers are written within the text of a document should be consistent
and written in words up to ten and enumerated from then on.
Document names

1.26

When identifying and quoting documentation the exact name of the document
should be used and put in inverted commas and italicised with the date of its
publication in brackets so it can be easily identified. Such as, “The Handbook
to The NHS Constitution for England” (21 January 2009).
Consistency

1.27

It is important that consistency is maintained throughout any document
produced in all respects.

1.28

When using words which have alternative spellings, such as “outpatient/ outpatient”, “specialty/speciality” or “preventive/preventative”, consistency should
be maintained through the document and in the examples mentioned here, the
first option should be used.
Abbreviations and acronyms

1.29

Abbreviations and acronyms should not be used in letters or reports as their
meaning may not be known to the reader. This includes names of trusts and
medical terminology.
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1.30

An exception is sometimes within tables it may be easier to use an abbreviation
and add the description in an explanatory footnote.
Spell-checking

1.31

Every piece of work produced within the CCG should be subjected to an
electronic spell-check to help ensure that good grammar and spelling are
maintained throughout. There is, however, one deviation within the spell check
facility used in that it suggests that words following a bullet point or sub bullet
point should begin with a capital letter. The CCG’s corporate style prefers that
such words begin in lower case.

1.32

Ensure that your spell-check is set to UK language so that words are not
Americanised.
Covers

1.33

The corporate colour for the NHS is blue and has been adopted as the primary
colour for CCG. This colour is accessed on the colour palette of each PC using
the custom colour, and using the tab RGB (red, green and blue). The RGB
code for the CCG blue is R 0 G114 B198

1.34

The CCG has also adopted six NHS standard colours to link with
commissioning functions. These are:


orange – service delivery (R226, G140, B5);



purple – engagement (R86, G0, B140);



green – quality (R0, G158, B73);



dark red – communications (R147, G22, B56);



light blue – finance (R0, G145, B201);



dark blue – organisational development (R0, G56, B147)

1.35

These colours should be reproduced for strategy and procedural document
front covers, and other relevant documents associated with the function.
Examples are attached within Appendix A and are also available on the
intranet.

1.36

Any report produced in draft and issued prior to review or adoption should have
the word “Draft” written clearly on the cover. This word should be removed
when the report is presented for approval by approving group/committee.
Table of contents

1.37

This should be set up in the same way as the table of contents to this manual.

1.38

Care should be taken to ensure that the page numbers within the table of
contents remain accurate while a report is being amended.
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1.39

Appendices should be detailed in the table of contents and page numbered
consecutively to follow on from the report numbering.
Main report

1.40

This should follow corporate style. The main report should follow the table of
contents and the page numbering should start on the first page at number one,
which should appear in the footer, after the contents page.
Appendices

1.41

Appendices should be produced as close to corporate style as possible and
page numbered to follow on from the main report.

1.42

The name and number of the appendix should be placed in the top right hand
corner of the first page of each in bold Calibri 12.

1.43

On occasions appendices have to be imported from other organisations in
different formats. External documents should not be house styled. If only a hard
copy has been received, the appendix may be scanned, then converted into a
Word document where it can be labelled in the header with the appropriate
appendix.
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APPENDIX C
AUTHOR’S CHECKLIST FOR COMPLETING PROCEDURAL DOCUMENTS
The table below can be used as guidance for Authors of procedural documents to assist
with the accuracy of document details before submission to the relevant
committee/group.
 as
appropriate
1.

Title/Cover
Is it clear what type of procedural document it is (see Section 5)?
Is the title correct, clear and unambiguous?

2.

Preface
Does the preface include a one/two sentence summary of the
procedural document?
Is the mandatory information included?

3.

Summary Points (Section A)
Have the summary points of the document been included in
Section A?

4.

Associated Documents (Section B)
Have all associated documents, which may need to be read in
conjunction with this procedural document, been correctly
identified?

5.

Document details (Section C)
Have all sections of the document detail been completed?

6.

Consultation process (Section D)
Has the consultation process been appropriately summarised?

7.

Version control (Section E)
Has the version control section been completed?

8.

Supporting documents/evidence based references (Section F)
Are all supporting documents/evidence based references
acknowledged and appropriately referenced?
Have all references that support the document been listed in full?

9.

Distribution List
Is it clear who the approved procedural document should be
distributed to?

10.

Table of contents
Has the table of contents been completed and checked?
Are the page numbers correct in the contents?
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 as
appropriate
11.

Relevant to
Has the audience been identified and clearly stated?

12.

Introduction
Does this section provide sufficient background as to the reason for
the procedural document and what the procedural document does?

13.

Scope
Does this section clearly state what the procedural document does
and does not include?

14.

Purpose
Are the objectives of the procedural document clearly stated?

15.

Definitions
Are terms which require defining made clear?
Are suitable definitions provided?
NB/ If necessary, provide a glossary as an appendix

16.

Roles and responsibilities
Is it clear who (one or more staff members/groups) has
responsibility for the contents of the procedural document?

17.

Procedures/Document Content – Style and Format
Has the CCG house style been used throughout the procedural
document?

18.

Training
Have any training needs been identified and documented?

19.

Approval process
Does the document identify which committee/group will
recommend and approve it?

20.

Communication/Dissemination
Have appropriate decisions been made relating to communication
and dissemination?
Have all appropriate stakeholders been identified?

21.

Implementation plan
Is there an outline/plan to identify how the new elements of the
procedural document will be implemented?

22.

Monitoring compliance and effectiveness of the procedural
document
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 as
appropriate
Are there measurable standards or KPI's to support the monitoring
of compliance with and effectiveness of the document?
Is there a plan in place to assess compliance against the
procedural document?
Is there a plan in place to address how identified non-compliance
will be managed?
23.

Document review and version control
Is the review date identified?
Is the frequency of review identified? If so, is it acceptable?

24.

Equality Impact Assessment
Has it been identified if any Equality Impact Assessment (EIA) is
required?
If required, is an EIA included as an Appendix?
If not required, is the reason for this documented?
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APPENDIX D
STEPS FOR CREATING NEW PROCEDURAL DOCUMENTS
Development stage
1
Has the need for the procedural document been clearly identified?
2
Identify document Author(s).
3
Author to contact Patient Safety and Risk Facilitator to notify that a new
procedural document is proposed; ask for confirmation the content of the
proposed document is not covered within an existing CCG procedural
document.
4
The Patient Safety and Risk Facilitator will
 explain to the Author that this procedure has been updated and there is now
a required template to follow for all new/revised procedural documents;
 discuss (based on Appendix F) the required recommendation and approval
process for the procedural document to be reviewed;
 agree the date of the approving committee that the Author of the procedural
document is to be submitted by
 discuss the need for an Equality Impact Assessment;
 discuss whether the Counter Fraud/Security team will need to be included in
the document development and/or consultation process’
5
Following agreement from the Director ‘Sponsor’ disseminate the draft
document for consultation with closing date for comments.
6
Consultation on second draft will be required if multiple changes made.
Quality control stage
7
All procedural documents must be submitted to the Patient Safety and Risk
team for review, prior to the formal recommendation/approval process.
 Procedural documents which are non-compliant with the ‘Procedure for the
development and management of procedural documents’ will be returned to
the author;
 This stage will be achieved within a maximum of five working days;
 Written confirmation of completion of this stage will be added to the
procedural document.
Recommendation and approval and stage
8
If recommendation required, author to submit procedural document and
associated paperwork (including Equality Impact Assessment, if required ) to
relevant group/committee for recommendation (see Appendix F)
9
Once recommendation obtained (or if not required)
 Author to check (Appendix F) to ascertain approving committee/group;
 Author to submit procedural document to relevant group/committee for
approval;
 Proceed to step 12
10
If procedural document is not recommended:
 Author to make amendments and re-submit if required, or obtain chairs
approval. Proceed to Step 10
11
If procedural document approved:
Submit the procedural document to the Patient Safety and Risk Facilitator, with
a copy of the approval decision (when obtained). End of process.
12
If procedural document not approved:
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Author to make amendments and re-submit if required, or obtain chairs
approval. Proceed to Step 12
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APPENDIX E
STEPS FOR UPDATING EXISTING PROCEDURAL DOCUMENTS
Notification stage
1
Complete the notification stage following receipt of the ‘Deadline notification
form’ (Appendix H) (see Section 9)
Development stage
2
Identify if the previous Author is still the most appropriate person to undertake
the work; notify the Patient Safety and Risk team if the Author is to change
3
 Ensure the document is updated in line with ‘Procedure for the development
and management of procedural documents’ (non-compliant procedural
documents will not be approved);
 Identify consultation requirements (which may have changed since last
revision);
 Identify whether an Equality Impact Assessment is required;
Do not leave any of these steps until the procedural document has been
written.
4
Following agreement from the Director ‘Sponsor’ disseminate the draft
document for consultation with closing date for comments.
5
Consultation on second draft will be required if multiple changes made.
Quality control stage
6
All procedural documents must be submitted to the Patient Safety and Risk
team for review, prior to the formal recommendation/approval process.
 This stage will be achieved within a maximum of five working days;
 Procedural documents which are non-compliant with the ‘Procedure for the
development and management of procedural documents’ will be returned to
the author;
 Written confirmation of completion of this stage will be added to the
procedural document.
Recommendation and approval stage
7
If recommendation required, author to submit procedural document and
associated paperwork (including Equality Impact Assessment, if required) to
relevant group/committee for recommendation (see Appendix F)
8
Once recommendation obtained (or if not required)
 Author to check (Appendix F) to ascertain approving committee/group;
 Author to submit procedural document to relevant group/committee for
approval;
 Proceed to step 9
9
If procedural document is not recommended:
 Author to make amendments and re-submit if required, or obtain chairs
approval.
 Proceed to Step 7
10
If procedural document approved:
Submit the procedural document to the Patient Safety and Risk Facilitator, with
a copy of the approval decision (when obtained). End of process.
11
If procedural document not approved:
 Author to make amendments and re-submit if required, or obtain chairs
approval.
 Proceed to Step 9

43

PROCESS FOR THE RECOMMENDATION AND APPROVAL OF PROCEDURAL DOCUMENTS

APPENDIX F

Type of Procedural
Document
High Level Strategies

Contributing
Committee/Group
Not required

Recommending
Committee/Group
Director’s Meeting

Approving Committee/Group

Corporate

Not required

Not required

Director’s Meeting

Operational

Not required

Not required

Director’s Meeting

Information Governance

Not required

Information Governance Group

Audit and Quality Committee

Medicines Management

n/a

n/a

Medicines Optimisation Group

Clinical
Safeguarding

Dorset Medicines Advisory
Group (if appropriate)
Not required

Individual Patient Treatment
(IPT) panel
Director’s

Risk Management

Not required

Director’s Meeting

Clinical Commissioning
Committee
Clinical Commissioning
Committee
Audit and Quality Committee

Criteria Based Access (CBA)
Protocols

Dorset Medicines Advisory
Group (if appropriate)

Task and Finish Group,
circulated to relevant
stakeholders. Signed off by
Deputy Clinical Chair

Primary Care

Task and Finish group
stakeholders, including
Advisory Groups, Dorset
Medicines Advisory Group

Primary Care Operations
Group, NHS England, Local
Medical Council (LMC)
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Governing Body

Clinical Commissioning
Committee, CAB Protocols
should only be sent to the CCC
for approval if there is a
material change from the
previous version or significant
impact on finance/services, or
impact on general practice.
Primary Care Commissioning
Committee*

Human Resources

Local staff side representatives

Trade Union

Continuing Health Care

CHC Steering Group

Directors

Director’s meeting

Clinical Commissioning
Committee
*High Level Primary Care Strategies, once approved by Primary Care Commissioning Committee, will require final approval by the
Governing Body
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APPENDIX G
PROCEDURAL DOCUMENT AUDIT TOOL
Title of procedural document:

No

Review

1
2
3

Please tick one column as appropriate if partially completed or not completed; if N/A please give details in right-hand column
FRONT COVER
Front cover displays logo
Front cover is in correct colour
Front cover details document title

4
5
6
7
8
9
10
11
12
13
14
15
16

N/A

Completed

Partially
Completed

CONTENT
Summary points appropriate
Associated documents completed
Document details table completed
Consultation process table
completed
Version control table completed
Supporting documents/evidence
based references completed
Distribution list completed
Contents page completed and page
numbers correspond to sections
Relevant to completed and
appropriate
Introduction included
Scope included and appropriate
Purpose included and appropriate
Definitions included
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Not
Completed

Details

No

17
18
19
20
21
22
23
24

25
26

27
28
29
30
31

Review

N/A

Completed

Partially
Completed

Not
Completed

Details

Please tick one column as appropriate if partially completed or not completed; if N/A please give details in right-hand column
Roles and responsibilities included
Procedure/document content
present
Training included and appropriate
Consultation included and
appropriate
Recommendation/approval process
followed
Communication and dissemination
included
Implementation plan included
Monitoring compliance and
effectiveness section
completed/process described
Document review frequency
included
Equality Impact Assessment
completed (if required) or reason
for not including
STYLE and FORMAT
Fonts
Spacing
Bullets
Paragraph numbering
Content paginated to left-hand side
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Yes
30
31
32
33
34

Don’t
Know

No

Does the title make reference to the type of document?
Associated documents relate to the document
Correct approval process
Correct process dissemination
Evidence of approval at responsible committee / group

Additional information/comment, if appropriate

Name of auditor:

Date of Audit:

When completed, please send a copy of the audit tool to the Patient Safety and Risk team.
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Comment

APPENDIX H
DEADLINE NOTIFICATION FORM
Please find below a summary of our conversation on [insert date]. During this
conversation regarding the procedural document detailed below, you were notified of
the upcoming review date. You were informed that in all but exceptional circumstances
(which must be notified to the Director’s, via the Director’s meeting) this deadline must
be achieved.
Procedural document title:

[To be completed by Patient Safety and Risk
Facilitator]
Review due date:
[To be completed by Patient Safety and Risk
Facilitator]
Author:
[To be completed by Patient Safety and Risk
Facilitator]
Author’s line manager:
[To be completed by Patient Safety and Risk
Facilitator]
Sponsor (Director):
[To be completed by Patient Safety and Risk
Facilitator]
Hyperlink to Procedure for the development and management of procedural
documents
Hyperlink to the required document template
Recommendation committee/group:
Approval committee/group:
Final Approval meeting date prior to
review date deadline:
Equality Impact Assessment
required?
Consultation to include Counter
Fraud/Security?

[To be completed by Patient Safety and Risk
Facilitator]
[To be completed by Patient Safety and Risk
Facilitator]
[To be completed by Patient Safety and Risk
Facilitator]
Yes/No
Yes/No

Please respond by email, copying your line manager and Sponsor (Director) within the
next 10 working days to confirm:
 Receipt of this information;
 That you, as the Author, will work to ensure that this deadline is achieved;
 That you will alert the Patient Safety and Risk team immediately if there are any
expected delays to the process, and the reasons for this.
If confirmation of receipt of this information is not received, you will be contacted
again.
You will be contacted again in three months’ time for a progress update.
Thank you. If you have any questions, please contact the Patient Safety and
Risk team.
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APPENDIX I

EQUALITY ASSESSMENT FORM
Title of procedural
document:
What are the intended
outcomes of this work?
Include outline of objectives
and function aims
Who will be affected?
e.g. patients, staff, service
users etc.

Evidence
What evidence have you considered? List the main sources of data, research and
other sources of evidence (including full references) reviewed to determine impact
on each equality group (protected characteristic). This can include national
research, surveys, reports, research interviews, focus groups, pilot activity
evaluations etc. If there are gaps in evidence, state what you will do to close them in
the Action Plan on the last page of this template.

Disability
Consider and detail (include the source of any evidence) on attitudinal, physical and
social barriers

Gender
Consider and details (including the source of any evidence) on men and women
(potential link to carers below)
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Race
Consider and detail (including the source of any evidence) on different ethnic
groups, nationalities, Roma gypsies, Irish travellers, language barriers

Age
Consider and detail (including the source of any evidence) across age ranges on old
and younger people. This can include safeguarding, consent and child welfare

Gender reassignment (including transgender)
Consider and detail (including the source of any evidence) on transgender and
transsexual people. This can include issues such as privacy of data and harassment

Sexual orientation
Consider and detail (including the source of any evidence)on heterosexual people,
as well as lesbian, gay and bi-sexual people

Religion or belief
Consider and detail (including the source of any evidence) on people with different
religions, beliefs or no belief

Pregnancy and maternity
Consider and detail (including the source of any evidence) on working
arrangements, part-time working, infant caring responsibilities

Carers
Consider and detail (including the source of any evidence) on part-time working,
shift-patterns, general caring responsibilities
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Marriage and Civil Partnership
Consider and detail (including the source of any evidence) on part-time working,
shift patterns, general caring responsibilities

Other identified groups
Consider and detail (including the source of any evidence) on different socioeconomic groups, area inequality, income, resident status (migrants) and other
groups experiencing disadvantage and barriers to access

Engagement and Involvement
Have you engaged stakeholders in gathering evidence or testing the evidence
available?
If not, what do you intend to do?

How have you engaged stakeholders in testing the procedural document or
programme proposals? If not, what do you intend to do?

If you have engaged groups, please list below and include who was involved,
how they were involved and the key outputs:
Groups engaged
Date and type of
Outputs from activity
engagement

52

Summary on analysis
Considering the evidence and engagement activity you listed above, please
summarise the impact of your proposals. Consider whether the evidence shows
potential for differential impact; if so, state whether adverse or positive and for which
groups. How will you mitigate any negative impacts? How will you include certain
protected groups in services or expand their participation in public life?

Equality Act 2012
The CCG is bound by the Public Sector Equality Duty and is required to evidence
how in its decisions is delivering the following. Please outline how your work and the
service will contribute to these:
Eliminate discrimination, harassment and victimisation

Advance equality of opportunity

Promote good relations between groups

What is the overall impact of your proposals of decision?
Consider whether there are difference levels of access experienced, needs or
experiences, whether there are barriers to engagement, are there regional
variations and what is the combined impact?

53

Addressing the impact on equalities
Please give an outline of what broad action you or any other bodies are taking
address any inequalities identified through the evidence

Action planning for improvement
Please give an outline of the key actions based on any gaps, challenges and
opportunities you have identified. Actions to improve the procedural
document/programmes needs to be summarised (An action plan is appended for
action planning). Include here any general action to address specific equality issues
and data gaps that need to be addressed through consultation or further research.

Please give an outline of your next steps based on the challenges and opportunities
you have identified.

Name and job title of person who carried
out this assessment
Date assessment completed
RightCare Priority Area Lead (signature)
Date assessment signed
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Action Plan Template
This part of the template is to help you develop your action(s). You might want to
change the categories in the first column to reflect the specific actions needed for your
procedural document.
Category

Actions

Target
Date

Responsible
Person and their
Directorate

Involvement
and consultation

Data collection
and evidencing

Analysis of
evidence and
assessment

Monitoring,
evaluating and
reviewing
Transparency
(including
publication)

Please return a copy to Ebi Sosseh, Stakeholder Development Manager:
ebi.sosseh@dorsetccg.nhs.uk once completed who will review it and ensure that
it is published on the website. A signed hard copy and electronic copy should be
kept within your department for audit purposes.
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