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Date of Meeting: Thursday 2 September 2021 

Meeting:  Board of Directors   

Title:  Revalidation and Appraisal of Non Training Grade Medical Staff 

Author: Sue Burton, Medical Education  

Sponsoring Director: Dr David Birkenhead, Executive Medical Director 

Previous Forums: 
The Workforce Committee reviewed and discussed this report on 
Monday 9th August 2021  

Actions Requested: The report is provided for assurance purposes. 

Purpose of the Report 

To update the Board on the GMC revalidation and appraisal compliance for non-training grade 
medical staff for 2020/2021. 

Key Points to Note  

As a result of COVID-19 the appraisal process was suspended by NHSE on 19th March 2020.  
The process was restarted on 1st October using a temporary revised appraisal format, however 
the need to complete an appraisal was not mandated.  Likewise, the GMC suspended for 12 
months revalidation recommendations due between 17th March 2020 and 31st March 2021. 
The report also includes as Appendix 1, A Framework of Quality Assurance for Responsible 
Officers and Revalidation (NHS, July 2021) which requires Board approval. 

EQIA – Equality Impact Assessment  

The completion of appraisals and the GMC revalidation process make an overall positive 
contribution to advancing quality in relation to colleague/patient safety across the NHS.  The 
revalidation and appraisal process does not have a negative impact on equality for people with 
protected characteristics. 

Recommendation 

This report is submitted to the Board with the assurance that the agreed processes for GMC 
revalidation and appraisal, including the temporary revisions in light of COVID-19, have been 
adhered to.  The Committee is asked to note the contents of the report. 
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BOARD OF DIRECTORS – THURSDAY 2nd SEPTEMBER 2021 
 
REVALIDATION AND APPRAISAL OF NON TRAINING GRADE MEDICAL STAFF 2020/2021 
  
1. Executive Summary 
 
The purpose of this report is to update the Board on the progress of the Trust’s management of 
medical appraisal and revalidation.  The report will cover the 2020/2021 appraisal and revalidation 
year (1st April 2020 – 31st March 2021). 

The report content differs slightly to previous years due to the General Medical Council (GMC) 
temporarily adjusting the requirements of both appraisal and revalidation as a result of the COVID-
19 pandemic.    

Summary of key changes in light of COVID-19: 

1.1  On 19th March 2020 the GMC, supported by NHS England and Improvement (NHS E&I) 
suspended all appraisals to allow doctors to concentrate purely on the immediate clinical 
challenge.   

1.2  For any doctor missing an appraisal this was to be categorised as an ‘approved missed 
appraisal’ meaning that a missed appraisal due to COVID-19 would not impact upon a 
doctor’s ability to revalidate at a later date if otherwise ready.   

1.3  Revalidation recommendations were suspended by the GMC for any doctor with a 
revalidation date between 17th March 2020 until 31st March 2021.  These doctors had their 
revalidation delayed for up to one year.   If a doctor was already ‘under notice’ for 
revalidation (ie within 4 months of their revalidation date) and they had submitted sufficient 
information it was still possible for a revalidation recommendation to be made. 

    
1.4  The GMC restarted the appraisal process from 1st October 2020.  Appraisals were not 

mandated from this date and the approach taken was up to individual Trusts.  We informed 
all doctors they could undertake an appraisal if they chose to.  If they chose not to this 
would be classed as an ‘approved missed appraisal’. 

1.5  The  GMC revised the appraisal format and content from 1st October 2020.  The aim of the 
first appraisal following the pause would be to celebrate a doctors successes, provide 
support, and offer an opportunity for a confidential discussion, if needed, of  their 
experiences of COVID-19.  The revised format focussed less on evidence of Continuing 
Professional Development and involvement in quality improvement .   The GMC have 
decided to keep this format of appraisal in place until 1st April 2022. 

2. Background   
 
2.1 Medical revalidation was launched in December 2012 to strengthen the way that doctors are 

regulated with the aim of improving the quality of care provided to patients.  Revalidation is 
the process by which licensed doctors are required to demonstrate on a regular basis that 
they are up to date and fit to practice.   

 
2.2 The Trust has a statutory duty to support the Responsible Officer (Executive Medical 

Director) in discharging their duties under Responsible Officer Regulations and is expected 
that the board will oversee compliance by: 

 

• monitoring the frequency and quality of medical appraisals in their organisations; 
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• checking there are effective systems on place for monitoring the performance and 
conduct of their doctors;  

 

• confirming that feedback from patients and colleagues is sought periodically so that 
their views can inform the appraisal and revalidation process; 

 

• ensure that appropriate pre-employment checks are carried out to ensure that medical 
practitioners have qualifications and experience appropriate to the work performed.  

 
2.2 Revalidation is the process by which licensed doctors are required to demonstrate on a 

regular basis that they are up to date and fit to practice.   
 
 
3. Governance Arrangements 
 
3.1 The Trust’s governance reporting structure for medical appraisal and revalidation is shown 

below:  
 

  

NHS England 
(Quarterly and Annually) 

No quarterly reports required for 
2020/2021 due to COVID-19  

  

      

  
Trust Executive Board  

(Annually) 
  

   
  

      

RO and Clinical Lead 
meeting 

(Monthly) 
  

Revalidation Panel 
(Quarterly) 

Only one panel held in 2020/2021 due 
to COVID-19 

      
 
 
3.2 GMC Connect 
 
 GMC Connect is the General Medical Councils database used by Designated Bodies (ie 

Calderdale and Huddersfield NHS Foundation Trust) to view and manage the list of doctors 
who have a prescribed connection with the Trust. 

 
 GMC Connect is managed by the Revalidation Office on behalf of the Responsible Officer. 

The Trust’s Electronic Staff Record (ESR) is used as the main source in relation to starters and 
leavers.   
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4. Medical Appraisal and Revalidation Performance Data  

Revalidation Cycles 

4.1 As at 31st March 2021, 437 doctors had a prescribed connection to Calderdale and 
Huddersfield NHS Foundation Trust (as compared to 396 on 31st March 2020).  

4.2  In the 2020/21 revalidation year (1st April 2020 – 31st March 2020) 78 non-training grade 
medical staff had been allocated a revalidation date by the GMC.   Of these 53 had their 
revalidation date deferred by 12 months due to COVID 19.  

4.3 In the 2020/2021 revalidation year (Year 8) revalidation recommendations were suspended 
from 17th March 2021 until 16th March 2021.  It was possible to make a revalidation 
recommendation for those doctors who were already under notice for a recommendation 
prior to the 17th March.  CHFT had held a Revalidation Panel on 9th March 2020 and so was 
able to make a number of recommendations indicated in the table below. 

 

Revalidation Cycle (Year 8) Positive Recommendations Recommendation Deferred 
** 

Year 8, Quarter 1 (April 2020 – 
June 2020) 

24 1 

Year 8, Quarter 2 (July 2020 – 
September 2020)  

Postponed due to COVID-19 Postponed due to COVID-19 

Year 8, Quarter 3 (October 2020 
– December 2020) 

Postponed due to COVID-19 Postponed due to COVID-19 

Year 8, Quarter 4 (January 2021 – 
March 2021) 

Postponed due to COVID-19 Postponed due to COVID-19 

Total: 24 1 

 
** The reasons for the deferral was insufficient evidence being presented for a revalidation 

recommendation to be made.   
 

 Medical Appraisal 

4.3.  Medical Appraisal underpins the revalidation process. Doctors are expected to complete five 
appraisals within the revalidation cycle.  However, as a result of COVID-19 appraisals were 
suspended by the GMC between 19th March 2020 and 1st October 2020 after which time 
they were optional. 

 
4.4   175/437 (40.05%) of non- training grade medical staff opted to complete an appraisal 

despite the requirement not being mandated.  The majority of these were completed on the 
temporarily revised appraisal form developed by the GMC which focusses more on 
discussion than the requirement to evidence CPD etc.     

 
5.           Allocation of Appraisers  
 
5.1 The Revalidation Office (part of Medical Education) allocates appraisers to appraisees and 

also allocates the month the appraisal should take place.  This exercise still took place 
regardless of COVID-19 since appraisees still had the option to be appraised if they so chose. 
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6. Quality Assurance of the Process 
 
6.1 The process used to monitor the quality of the medical appraisers is for the doctors to rate 

their appraisal experience in relation to: 
 

- The organisation of the appraisal; 
- The appraiser; 
- The appraisal discussion   

 
All appraisals submitted as part of the revalidation process are reviewed thoroughly by the 
Revalidation Panel Quality Assurance Group. This involves a comprehensive review of the 
appraisal form (appraisal inputs and supporting information).  

 
6.2 The Clinical Appraisal and Revalidation Lead also routinely quality assures sample of 

appraisals submitted.  This still took place for a sample of those appraisals completed.   
 

6.3 Access, security, and confidentiality  
 
Historical appraisal folders, supporting information and all correspondence relating to the 
revalidation processes are stored on the Trust network drive.  Access to the drive is 
restricted to the Responsible Officer, the Clinical Lead for Appraisal and Revalidation and the 
Revalidation Office administrative support.  All appraisals and supporting information are 
stored on the PReP system which is  ISO27001 accredited, GDPR compliant, 100% IG Toolkit 
compliant.  Access to appraisals is in line with the Appraisal Policy for non-training grade 
medical staff. 
 

6.5 Clinical Governance 
 
Data is provided annually by the Trust to each appraisee to assist with the appraisal process. 
The DATIX incident reporting system provides basic information relating to serious incidents, 
complaints and claims where the doctor is named. The Health Informatics department also 
provide information relating to CHFT activity data, benchmarking data and attendance at 
audit.    

 
7. Update 
 
a) PReP – Appraisal Form 
  

The PReP appraisal form was updated to reflect revised GMC guidance in light of COVID-19.  
This will be in place until 1st April 2022 when the GMC will require us to revert to the 
previous format. The automatically generated e mail reminders for the completion of 
appraisals were suspended between March 2020 and 1st April 2021.      
 

b) Internal Audit Report for Medical Revalidation (Audit Yorkshire) 
 

The Trust was asked by NHS Audit Yorkshire to participate in an audit, the objective of which 
was to ensure the Trust’s responsibilities are met for identifying doctors requiring 
revalidation and ensuring the Responsible Officer has sufficient and timely information with 
which to make a recommendation to the GMC.   
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We received a Significant Assurance opinion in the final report received in March 2021.  
Audit Yorkshire said that this outcome was reflective of ‘robust systems and processes in 
place within the Trust. 
 

c)        A Framework of Quality Assurance for Responsible Officers and Revalidation (NHS 2021)  
 

              Attached 1 is the July 2021 NHS Framework of Quality Assurance for Responsible Officers 
and Revalidation.  The report, submitted to NHS Revalidation, identifies how the Trust 
complies with NHS requirements for appraisal and revalidation.   
    

8. Action Required of the Board 
 
  The report is provided for assurance purposes. 

  
 
 
Dr David Birkenhead 
Medical Director/Responsible Officer 
September 2021 
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A framework of quality assurance for 

responsible officers and revalidation 
Annex D – annual board report and statement of compliance 

 
Version 1, July 2021 
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Introduction: 

The Framework of Quality Assurance (FQA) for Responsible Officers and 

Revalidation was first published in April 2014 and comprised of the main FQA 

document and seven annexes A – G.  

In 2019 a review of the Annual Organisational Audit (AOA), Board Report template 

and the Statement of Compliance concluded with a slimmed down version of the 

AOA (Annex C) and a revised Board Report template (Annex D), which was 

combined with the Statement of Compliance (previously listed as Annex E) for 

efficiency and simplicity. 

Annual Organisational Audit (AOA):  

At the end of April 2021, Professor Stephen Powis wrote to Responsible Officers 

and Medical Directors in England letting them know that although the 2020/2021 

AOA exercise had been stood down, organisations will still be able to report on their 

appraisal data and the impact of adopting the Appraisal 2020 model, for those 

organisations who have, in their annual Board report and Statement of Compliance.  

Board Report template:  

Following the revision of the Board Report template in June 2019 to include the 

qualitative questions previously contained in the AOA, the template has been 

further updated this year to provide organisations with an opportunity to report on 

their appraisal data as described in the letter from Professor Stephen Powis.  

A link to the letter is below: 

https://www.england.nhs.uk/coronavirus/publication/covid-19-and-professional-

standards-activities-letter-from-professor-stephen-powis/ 

The changes made to this year’s template are as follows: 

Section 2a – Effective Appraisal 

Organisations can use this section to provide their appraisal information, including 

the challenges faced through either pausing or continuing appraisals throughout 

and the experience of using the Appraisal 2020 model if adopted as the default 

model.  
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Section 2b – Appraisal Data 

Organisations can provide high level appraisal data for the period 1 April 2020 – 31 

March 2021 in the table provided. Whilst a designated body with significant groups 

of doctors (e.g. consultants, SAS and locum doctors) will find it useful to maintain 

internal audit data of the appraisal rates in each group, the high-level overall rate 

requested is enough information to demonstrate compliance. 

With these additional changes, the purpose of the Board Report template is to help 

the designated body review this area and demonstrate compliance with the 

responsible officer regulations. It simultaneously helps designated bodies assess 

their effectiveness in supporting medical governance in keeping with the General 

Medical Council (GMC) handbook on medical governance.1 This publication 

describes a four-point checklist for organisations in respect of good medical 

governance, signed up to by the national UK systems regulators including the Care 

Quality Commission (CQC). The intention is therefore to help designated bodies 

meet the requirements of the system regulator as well as those of the professional 

regulator. Bringing these two quality strands together has the benefits of avoiding 

duplication of recording and harnessing them into one overall approach.  

The over-riding intention is to create a Board Report template that guides 

organisations by setting out the key requirements for compliance with regulations 

and key national guidance, and provides a format to review these requirements, so 

that the designated body can demonstrate not only basic compliance but continued 

improvement over time. Completion of the template will therefore: 

a) help the designated body in its pursuit of quality improvement,  

b) provide the necessary assurance to the higher-level responsible officer, 

and 

c) act as evidence for CQC inspections. 

 
1 Effective clinical governance for the medical profession: a handbook for organisations employing, 
contracting or overseeing the practice of doctors GMC (2018) [https://www.gmc-uk.org/-
/media/documents/governance-handbook-2018_pdf-76395284.pdf] 
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Statement of Compliance: 

The Statement Compliance (in Section 8) has been combined with the Board 

Report for efficiency and simplicity. 

Designated Body Annual Board Report 

Section 1 – General:  

The board of Calderdale and Huddersfield NHS Foundation Trust can confirm that: 

1. An appropriately trained licensed medical practitioner is nominated or 

appointed as a responsible officer.  

Yes, Dr David Birkenhead (Executive Medical Director) 

2. The designated body provides sufficient funds, capacity and other resources 

for the responsible officer to carry out the responsibilities of the role. 

Yes 

Action from last year: No specific actions 

Comments: None  

Action for next year: None 

3. An accurate record of all licensed medical practitioners with a prescribed 

connection to the designated body is always maintained.  

Action from last year: No specific actions 

Comments: An accurate, up-to-date database is maintained by the 
Revalidation Office  

Action for next year: To maintain the database. 

4. All policies in place to support medical revalidation are actively monitored and 

regularly reviewed. 

Action from last year: No specific actions 

Comments: The Appraisal Policy for Non-Training Grade Medical Staff is  

reviewed and updated where necessary (the policy is currently being 
reviewed). 

Action for next year: To publicise and circulate the revised policy. 
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5. A peer review has been undertaken (where possible) of this organisation’s 

appraisal and revalidation processes.   

Actions from last year: The Trust participated in an audit, conducted by 
Audit Yorkshire.  

Comments: We have not been involved in a peer review but in 2020 NHS 

Audit Yorkshire undertook a review of the Trusts appraisal and revalidation 
processes for non-training grade medical staff.  The Trust received a 
significant assurance opinion in the audit report received in March 2021.  
The outcome is reflective of ‘robust processes in place’.  The one action 
identified was to review the appraisal policy for non-training grade medical 
staff.  

Action for next year: The policy has been revised and the revisions are 
currently being considered by the relevant committees.  We expect the 
revised policy to be approved soon.  

   

6. A process is in place to ensure locum or short-term placement doctors 

working in the organisation, including those with a prescribed connection to 

another organisation, are supported in their continuing professional 

development, appraisal, revalidation, and governance. 

Action from last year: No specific actions 

Comments: The Revalidation Office offer one to one support and guidance 

for short term placement doctors. This includes an initial meeting and follow 
up support. 

Action for next year: To continue as present. 

 

Section 2a – Effective Appraisal  

1. All doctors in this organisation have an annual appraisal that covers a doctor’s 

whole practice, which takes account of all relevant information relating to the 

doctor’s fitness to practice (for their work carried out in the organisation and 

for work carried out for any other body in the appraisal period), including 

information about complaints, significant events and outlying clinical 

outcomes.  For organisations that have adopted the Appraisal 2020 model, 

there is a reduced requirement for preparation by the doctor and a greater 

emphasis on verbal reflection and discussion in appraisal meetings. 

Organisations might therefore choose to reflect on the impact of this change. 
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Those organisations that have not yet used the Appraisal 2020 model may 

want to consider whether to adopt the model and how they will do so. 

Action from last year: The Trust adopted the Appraisal 2020 model. 

Comments: Whilst there  has been no  formal review of the revised form,  
anecdotal comments suggest it was well received and many of the doctors 
who chose to undertake an appraisal appreciated the time for a discussion 
which covered the impact of COVID-19.  

Action for next year: We will continue using the 2020 appraisal model until 1st 
April 2022 unless advised otherwise by NHSE. 

 

2. Where in Question 1 this does not occur, there is full understanding of the 

reasons why and suitable action is taken.  

Action from last year: Not applicable 

Comments: Not applicable 

Action for next year: Not applicable 

 

3. There is a medical appraisal policy in place that is compliant with national 

policy and has received the Board’s approval (or by an equivalent governance 

or executive group).  

Action from last year: No specific actions  

Comments: The policy was revised in April 2022.  It has been reviewed by 
the Trusts Local Negotiating Committee and due to be considered by the 
Medical and Dental Pay and Conditions Committee.  It will then be submitted 
to the Executive Board for final approval. 

Action for next year: To publicise and circulate the revised policy.  

 

4. The designated body has the necessary number of trained appraisers to carry 

out timely annual medical appraisals for all its licensed medical practitioners.  

Action from last year: No specific actions 

Comments: We do have sufficient trained appraisers and during the 2020 
were able to train new appraisers. 

Action for next year: To continue to ensure the Trust has a sufficient number 
of trained appraisers 
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5. Medical appraisers participate in ongoing performance review and training/ 

development activities, to include attendance at appraisal 

network/development events, peer review and calibration of professional 

judgements (Quality Assurance of Medical Appraisers2 or equivalent).  

Action from last year: No specific actions 

Comments: The Trust organises trained appraiser update sessions.  Due to 
COVID-19 it was difficult to host these in 2020 

Action for next year: To reinstate the full number of trained appraiser update 
sessions. 

 

The appraisal system in place for the doctors in your organisation is subject to a 

quality assurance process and the findings are reported to the Board or equivalent 

governance group.   

Action from last year: No specific actions  

Comments: A sample of appraisals are quality assured by the Clinical Lead 

for Revalidation and Appraisal annually  

Action for next year: To continue with the quality assurance processes in 

place. 

 

 

Section 2b – Appraisal Data 

 
1. The numbers of appraisals undertaken, not undertaken and the total number 

of agreed exceptions can be recorded in the table below. 
 

  

Name of organisation:  

 

 

Total number of doctors with a prescribed connection as at 31 March 

2021 

437 

Total number of appraisals undertaken between 1 April 2020  

and 31 March 2021 

175 

Total number of appraisals not undertaken between 1 April 2020 and 

31 March 2021 

262 

Total number of agreed exceptions 

 

262 

 
2 http://www.england.nhs.uk/revalidation/ro/app-syst/ 
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Section 3 – Recommendations to the GMC 

1. Timely recommendations are made to the GMC about the fitness to practise of 

all doctors with a prescribed connection to the designated body, in accordance 

with the GMC requirements and responsible officer protocol.   

Action from last year: No specific actions 

Comments: The Trusts Revalidation panel considers all submissions in a 
timely fashion and recommendations are made by the Responsible Officer in 
advance of the revalidation date. 

Action for next year: To continue with existing processes. 

 

2. Revalidation recommendations made to the GMC are confirmed promptly to 

the doctor and the reasons for the recommendations, particularly if the 

recommendation is one of deferral or non-engagement, are discussed with the 

doctor before the recommendation is submitted. 

Action from last year: No specific actions 

Comments: Doctors are advised of the recommendation being made 

ordinarily on the day the Revalidation Panel meet. The Clinical Lead for 
Appraisal and Revalidation will ordinarily make personal contact with the 
doctors who are being deferred and they always receive written 
confirmation of reasons for the outcome. 

Action for next year: To continue with the existing processes  

 

Section 4 – Medical governance 

 

1. This organisation creates an environment which delivers effective clinical 

governance for doctors.   

Action from last year: No specific actions 

Comments: The Trust has robust clinical governance processes (eg 
supporting doctors with revalidation and appraisal, continuous learning and 
improvement using mechanisms such as audit/review, patient feedback, 
investigating concerns, promoting freedom to speak, duty of candour etc) 

Action for next year: To continue to improve existing processes 
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2. Effective systems are in place for monitoring the conduct and performance of 

all doctors working in our organisation and all relevant information is provided 

for doctors to include at their appraisal.  

Action from last year: No specific actions 

Comments: All doctors are informed in advance of their appraisal of any 
clinical activity data available and details of any complaints, SUI’s or 
incidents they may have been involved in. 

Action for next year: Too continue with existing processes. 

 

3. There is a process established for responding to concerns about any licensed 

medical practitioner’s1 fitness to practise, which is supported by an approved 

responding to concerns policy that includes arrangements for investigation 

and intervention for capability, conduct, health and fitness to practise 

concerns.  

Action from last year: No specific actions 

Comments: The Trust has a robust policy in place which complies with 
national and local MHPS processes. 

Action for next year: To continue with existing processes.  

 

4. The system for responding to concerns about a doctor in our organisation is 

subject to a quality assurance process and the findings are reported to the 

Board or equivalent governance group.   Analysis includes numbers, type and 

outcome of concerns, as well as aspects such as consideration of protected 

characteristics of the doctors.3 

Action from last year: No specific actions 

Comments: The Board and Workforce Committee (a main Board sub-
Committee) receives a regular performance report that captures employees 
where concerns are raised and formal processes instigated.  The Board of 
Directors receive formal reports where individual doctors are excluded from 
the workplace.  The Trust is compliant with national and local MHPS 

 
3 This question sets out the expectation that an organisation gathers high level data on the 
management of concerns about doctors. It is envisaged information in this important area may be 
requested in future AOA exercises so that the results can be reported on at a regional and national 
level. 
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processes with the Medical Director providing oversight.  The Trust is 
assisting the Practitioner Performance Advice (PPA) service to develop a 
dashboard that captures individual NHS organisation engagement with it in 
relation to case management.  The Trust has assessed its formal 
processes in accordance with the May 2019 ‘Improving People Practices’ 
letter from the Chair of NHS Improvement, Dido Harding and has made 
changes, primarily the support offered to employees, to its formal 
processes.      

Action for next year: To continue with existing processes  

 

5. There is a process for transferring information and concerns quickly and 

effectively between the responsible officer in our organisation and other 

responsible officers (or persons with appropriate governance responsibility) 

about a) doctors connected to your organisation and who also work in other 

places, and b) doctors connected elsewhere but who also work in our 

organisation.4 

Action from last year: No specific action 

Comments: We use the MPIT transfer from designed by  NHSE for 
transferring information between Responsible Officers.  We aim to complete 
and return these within 3 working days of receipt.  

Action for next year: No specific action 

 

6. Safeguards are in place to ensure clinical governance arrangements for 

doctors including processes for responding to concerns about a doctor’s 

practice, are fair and free from bias and discrimination (Ref GMC governance 

handbook). 

Action from last year: No specific action  

Comments: Safeguards are in place 

Action for next year: No specific action 

 
4 The Medical Profession (Responsible Officers) Regulations 2011, regulation 11: 
http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents 
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Section 5 – Employment Checks  

1. A system is in place to ensure the appropriate pre-employment background 

checks are undertaken to confirm all doctors, including locum and short-term 

doctors, have qualifications and are suitably skilled and knowledgeable to 

undertake their professional duties. 

Action from last year: No specific actions 

Comments: There are systems in place to ensure all appropriate pre-
employment checks are undertaken.  This is managed by the Workforce 
and Organisational Development team  

Action for next year: No specific action  

 

Section 6 – Summary of comments, and overall 

conclusion 

We are pleased that despite COVID-19 a significant number of our doctors chose to 
participate in, and benefitted from, participating in an annual appraisal.  We feel that this 
reflects the growing value of appraisal processes.  
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Section 7 – Statement of Compliance:  

The Board / executive management team – [delete as applicable] of [insert official 

name of DB] has reviewed the content of this report and can confirm the 

organisation is compliant with The Medical Profession (Responsible Officers) 

Regulations 2010 (as amended in 2013). 

 

Signed on behalf of the designated body 

[(Chief executive or chairman (or executive if no board exists)]  

 

Official name of designated body: _ _ _ _ _ _ _ _ _ _ _ 

 

Name: _ _ _ _ _ _ _ _ _ _ _  Signed: _ _ _ _ _ _ _ _ _ _ 

Role: _ _ _ _ _ _ _ _ _ _ _ 

Date: _ _ _ _ _ _ _ _ _ _ 
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Sponsor: Helen Barker, Chief Operating Officer 
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Actions Requested: 

• For Information 
 

Purpose of the Report 

The purpose of the Annual Report is to detail the work undertaken by the Resilience and 
Security Management team and through the SRGG for the period 1st Aug 2020 to 1st Aug 
2021.  It provides the Board of Directors with an update on the Trust’s position in relation 
to Emergency Preparedness, Resilience and Response, Security Risk Management and 
Business Continuity Management Systems.  The report highlights key achievements, key 
risks and informs of the priority areas to address.   

Key Points to Note  

Emergency preparedness, resilience and response is a key Trust priority alongside the 
safety and security of staff, patients and their carers, visitors, and property.  The delivery of 
high standards of emergency preparedness ensures staff and organisational resilience.  
Safety and security work is critical to supporting the delivery of the highest possible 
standards of clinical treatment and care to our patients.  Calderdale and Huddersfield NHS 
Foundation Trust (CHFT) is committed to improving the environment and personal security 
for those who access our services and for those who provide our services.  
 
NHS providers must plan for, and respond to, a wide range of incidents and emergencies 
that could affect patient health and delivery of care.  Emergency Preparedness, Resilience 
and Response (EPRR) is a programme of work that is underpinned by a set of a core 
standards.  Demonstrating compliance to the core standards gives assurance that the Trust 
is prepared to respond to incidents whilst maintaining services. 
 
Staff working within the Trust have a responsibility to be aware of potential security issues 
and to assist in prevention of security related incidents and losses.  We are always 
accountable for the security of ourselves and patients, visitors and colleagues and the 
property around us.  The implementation of reduction programmes on violence and 
aggression, theft or damage across the Trust will lead to resources being released for the 
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delivery of clinical care, contributing to the production and maintenance of a safe 
environment for the delivery of our services. 
 
CHFT is a category 1 responder under the Civil Contingencies Action 2004 (CCA 2004) so 
that it can perform its critical activities in the event of an emergency or business interruption. 
CCA 2004 states Categorised 1 responders are required to: -  
 

• Assess the risk of emergencies occurring and use this to inform contingency 
planning.  

• Put in place emergency plans.  

• Put in place a business continuity management led process to identify and mitigate 
risks.  

• Put in place arrangements to make information available to the public about civil 
protection matters and maintain arrangements to warn, inform and advise the public 
in the event of an emergency. Share information with other local responders to 
enhance co-ordination.  

• Co-operate with other local responders to enhance co-ordination and efficiency. 
 
The contents of this report reflect the commitment of the Board to achieving the safest 
possible environment from which to deliver high quality health and care services. It details 
the work conducted by the Resilience and Security Management team in collaboration with 
other members and teams within the organisation for the period 1st Aug 2020 to 1st Aug 
2021, reflecting on the situations that have occurred during this reporting period. 
 

EQIA – Equality Impact Assessment  

The Annual Report aims to implement measures that meet the diverse needs of our service, 
population and workforce ensuring that none are placed at a disadvantage over others.  We 
therefore aim to ensure that in both employment and services no individual is discriminated 
against by reason of their gender race, disability, age, sexual orientation, religion or 
religious/philosophical belief or marital status. 
 

Recommendation  

It is recommended that the Board of Directors: 
Note the information provided within the Annual Report  
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Annual Report of Emergency Preparedness Resilience and Response / Security Risk 
Management / Business Continuity Management Systems 
 
 
NHS providers must plan for, and respond to, a wide range of incidents and emergencies that 

could affect patient health and delivery of care.  Emergency Preparedness, Resilience and 

Response (EPRR) is a programme of work that is underpinned by a set of a core standards.  

Demonstrating compliance to the core standards gives assurance that the Trust is prepared 

to respond to incidents whilst maintaining services. 

This report summarises the structures and governance in place to ensure we are ready and 
able to respond to any emergency, the key activities that have taken place and our compliance 
with the core standards 
 

 
1. GOVERNANCE 

 

To ensure a safe and responsive environment for the delivery of our healthcare services, the 

Trust has security and resilience governance arrangements in place. 

Accountable Emergency Officer (AEO): The Trust’s Chief Operating Officer is the 

Accountable Emergency Officer with strategic responsibility for EPRR across the Trust and 

for providing assurance to the Trust Board that the organisation continues to meet its 

statutory and legal requirements. 

Non-Executive Director: The Chairperson of the Security and Resilience Governance 

Group (SRGG), with EPRR within their portfolio. 

Deputy Chief Operating Officer: Leads operationally on Emergency Planning, Resilience 

and Response across the organisation. 

General Manager for Central Operations: Holds accountability for the Resilience and 

Security Management Specialist team who provide security and resilience programmes to 

ensure Trust preparedness for incident response. 

Resilience and Security Management Specialist: Provides expertise in resilience and 

security.  The tactical lead for resilience and security preparedness programmes and 

operational lead for incident response across the Trust.  Informs the AEO and General 

Manager of Trust compliance with core standards and ability to respond to emergencies. 

Resilience and Security Support Officer: Supports the Resilience and Security 

Management Specialist to deliver specialist security and resilience programmes across the 

Trust, and the provision of administrative support. 

Security and Resilience Governance Group (SRGG): 
The Security & Resilience Governance Group (SRGG) meets bi-monthly and is in place to 

ensure that the Trust complies with the legal requirements of the Civil Contingencies Act as 

well as fulfilling its non-statutory obligations under NHS England’s Core Standards for 
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EPRR. The SRGG routinely escalates or refers information through the Health & Safety 

Committee and to the Trust Board. 

Following a suspension of the formal SRGG during the Covid response, the group has 

recently recommenced and the SRGG Improvement Plan 2021-22 has been reviewed. 

There was some deferment of policy renewals agreed corporately as part of the pandemic 

response plan, these are now being reviewed and new renewal dates being agreed. 

Key business continuity plans have been kept updated and were central to the Trusts 

pandemic response however, following assessment some were allowed to have an extended 

review date, reflecting the priority requirement to respond to the pandemic and will now form 

part of the August 2021 to August 2022 work programme along with the requirement to 

ensure all guidance documents are up to date reflecting the rapidly changing environment 

and the high volume of guidance published over the past 12 – 18months.  

Following the review, the priority pieces of work have been agreed and a revised template 

for Improvement Plan has been developed.  A supporting rag-rating action plan is in place to 

show progress and completion dates of the individual pieces of work.  This is being 

monitored by the SRGG and reported into Health & Safety Committee. 

It should be noted that the revised template Improvement Plan 2021-22 has not yet been 

presented at the SRGG and will be made available at the September 2021 meeting. 

 

2. COVID-19 GLOBAL PANDEMIC 

The impact of the Covid global pandemic presented global, national, regional, and local 

challenges on healthcare services.  Significant service changes to protect and save lives 

have and continue to be rapidly introduced through the release of national guidance.   

Last year’s annual assurance return required a different process than in previous years.  

Acute Trusts were requested to submit a statement of assurance to the relevant NHS 

England and Improvement regional head of EPRR by 31 October 2020.  The Trust complied 

with this process. 

All NHS organisations have an undertaking to review their response to the Covid pandemic 

and embedded learning into recovery planning and winter planning.  CHFT has complied 

with this requirement 

Incident Control Centre 

In response to the Covid-19 pandemic, the Trust’s Incident Control Centre (ICC) has made 

some fundamental changes to improve the management of incoming communications and 

the onward cascade of information on to the required people.  The ICC inbox and mobile 

telephone was managed by the Resilience and Security specialist team 7 days a week 

during the early stages of the pandemic.  The inbox was allocated as the single point of 

contact for Covid-19 related communications and ‘guidance log’ was developed to monitor 

the incoming and outgoing communications as well as providing assurance on the 
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completion of any required actions.  Also set up was a CHFT Incident Control ‘Team’ on 

Microsoft Teams where meeting notes and action plans were filed for ease of access by 

management teams across the Trust.   

The Trust’s ICC processes have been continually refined through learning.  Recently more 

stringent governance controls have been implemented around the follow up of actions, with 

a twice-weekly ICC administration meeting put in place to monitor the receipt and 

dissemination of information, and the follow up of any actions or next steps required.  Any 

urgent information is also delivered in the daily Tactical (Silver) command and Strategic 

(Gold) command meetings. 

  

3. EMERGENCY PREPAREDNESS, RESILIENCE AND RESPONSE (EPRR) 

NHS Core Standards for EPRR 

As part of the NHS England Emergency Preparedness, Resilience and Response (EPRR) 

Framework, providers and commissioners of NHS funded services must show they can 

effectively respond to major, critical, and business continuity incidents whilst maintaining 

services to patients.  The NHS Core Standards for EPRR set out the minimum requirements 

expected of providers of NHS funded services in respect of EPRR. 

The purpose of the NHS Core Standards for EPRR are to enable healthcare provider 

organisations across the country to share a common approach to EPRR.  The standards 

allow co-ordination of EPRR activities according to the organisation’s size and scope, 

providing a consistent and cohesive framework for EPRR activities. 

Providers of NHS funded care must provide an annual assurance return for their compliance 

against the NHS Core Standards for EPRR.  The current set of core standards was 

published by NHS England in a letter to Trust Emergency Accountable Officers on 22nd July 

2021.   

There are 48 core standards in the 2021-22 release to which the Trust must self-assess its 

compliance against each standard and rate its compliance.   

A mandatory part of the EPRR core standards assurance return is a deep dive into a specific 

area.  The subject area changes each year and the 2021-22 annual EPRR deep dive is on 

Medical gases and piped oxygen systems.  This is in response to the Covid pandemic and 

provides an opportunity for NHS England to better understand the resilience of piped oxygen 

systems across healthcare providers.  As a Trust delivering piped oxygen systems, we are 

required to complete the deep-dive exercise as part of the assurance return however we 

know this was an area of particular focus during the pandemic with a specific workstream 

established to monitor oxygen compliance. The full self-assessment against the core 

standards and the deep dive exercise will take place in September 2021 with submission 

required to the Local Health Resilience Partnership (LHRP) by 27th October 2021.  CHFT 

compliance will be reported into the SRGG. 
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Where the Trust is partially or non-compliant to a standard, work will be undertaken to 

assess the risks, gaps and develop a priority action plan. The results of the core standards 

self-assessment will be discussed at a LHRP meeting in October 2021. 

Training 

The Covid-19 pandemic highlighted a need for further staff to be loggist trained to record 

events accurately and precisely through note taking and decision logs.  Loggist training is 

provided by the Trust’s Resilience and Security Support Officer and will be delivered and 

monitored as part of the SRGG action plan. 

The on-call manager training was further enhanced to support CHFT resilience in 

operationally managing the acute and community sites during the pandemic with regular 

forums for learning now taking place and ‘quick guides’ are in development to support on-call 

teams.  Notebooks have been issued to provide a specific log where all actions and 

decisions taken during incidents/on call shifts are logged. Several tabletop exercises are 

being planned which can be delivered through TEAMS to aid learning. In addition, E-learning 

is available on CHFT intranet page.    

Monthly on-call manager training is now in place and quarterly director on call training has 

also commenced in early 2021. Both forums also give the ability for colleagues to share for 

learning purposes their input into challenging situations they may have experienced during 

on-call shifts. Feedback from colleagues on these sessions has been good. 

Specialist Incident Response Plans 

Calderdale and Huddersfield NHS Foundation Trust is a Category 1 Responder (Cat 1) 

under the UK’s Civil Contingency Act (CCA) 2004.  The Act imposes a clear set of roles and 

responsibilities on organisations with a key role to play in preparing for and responding to 

emergencies.  As a Cat 1 responder the Trust is subject to the full set of civil protection 

duties and is required to prepare for emergencies in line with its responsibilities under the 

Act.  This includes assessing local risks, implementing emergency plans and collaborating 

with other local responders to enhance the co-ordination and efficiency of emergency 

response.  The SRGG governs the activity that the Trust carries out in relation to the 

development, monitoring and testing of incident response plans to keep it compliant and 

resilient as a Cat 1 responder. 

1. A full review of all internal Business Continuity Plans (BCPs) took place following 

the first phase of the COVID pandemic. All plans are held centrally by the EPRR 

Team as well as with the services. 

2. An NHS England / Yorkshire Ambulance Service (YAS) Hazardous Materials 

(HAZMAT) Audit has recently been issued for departments to self-assess against 

a set of standards. Leaders from both CHFT’s Emergency Department’s (ED) 

and the Resilience & Security Management team have worked collaboratively to 

develop a self-assessment process and submitted the audit to NHS England 1st 

July 2021.  The results of the audit showed partial compliance due to the 

cessation of training/testing during the COVID pandemic.  
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4. SECURITY RISK MANAGEMENT (SRM) 

Violence Reduction and Prevention Standard 

NHS employers have a duty of care to protect staff from threats and violence at work.  In 

January 2021, NHS England published the new Violence Reduction and Prevention 

Standard, which complements existing health and safety legislation. A process is currently 

underway to assess the Trust against the indicators within the standard.   

All providers of NHS-funded care should have regard for the standard and are required to 

review their status against it and provide board assurance twice a year.  The standard is a 

risk-based framework which applies the Plan, Do, Check, Act (PDCA) approach across 

multiple indicators.  The Trust is required to rate its compliance against each indicator and 

supply supporting evidence. 

A working group has been developed at CHFT to address the Violence Reduction and 

Prevention standard, and initial observations have been shared with the specialist group.  

Early indications demonstrates that the focus should be concentrating on training to ensure 

staff have awareness, prevent and deter routine violence and aggression episodes in the 

workplace and to consider elements of risk processes, management and identifying known 

high risk areas.  

Staff have been issued with Clinically Related Challenging Behaviour Guidance through the 

Trust’s intranet pages.  This guidance focusses on the triggers and prevention of challenging 

behaviour to try to reduce the likelihood of violent and aggressive episodes. 

A task and finish group has been established to concentrate on ligature risk assessments 

and inspections across hospital sites.  ‘Searching a Patient’ Guidance is being developed to 

support staff to search for weapons, drugs and potential self-harm items for the protection of 

staff, patients and property.  The principal focus is on legal requirements, justifiable and 

proportionate use of information to protect staff and patients. Revised Unacceptable 

Behaviour Response Guidance is also being developed to provide support to staff in the 

handling of and response to any unacceptable behaviour experienced in the workplace. 

CHFT Security Training Programmes 

Enhanced Conflict Management training has been delivered to groups of staff working in 

areas at higher risk of experiencing challenging behaviours, such as the Emergency 

Department reception staff.  These sessions concentrate on identifying triggers, behaviour 

mechanisms and legal restraint.  Concerns are discussed and specialist advice is given on 

the handling of difficult situations.  

Lone Worker Personal Safety Training has been developed and a scheduled routine has 

been implemented for Community Division of CHFT. This focus is on Community based staff 

discussing policies, guidance and safety techniques and the information on the Internal Web 

Page on lone working. 
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The Trust’s Chief Nurse has supported a collaboration with South West Yorkshire 

Foundation Trust (SWYFT) to develop a training package on assault avoidance and dis-

engagement in high-risk areas at CHFT.  A clinically led pilot was conducted prior to the 

Covid-19 pandemic which helped to raise awareness, understanding and techniques to 

improve confidence when delivering services to patients.   

A task and finish group has also been established with Maternity Services colleagues to 

review the security arrangements for the protection against abduction of children.  The group 

has agreed the principles of child abduction security guidance and will conduct a drill 

exercise to identify any weaknesses.  The plan is to bring the outcome of this piece of work 

to the SRGG in October 2021. 

Partnership Work - CHFT and West Yorkshire Police 

The Trust has commissioned a Police Community Support Officer (PCSO) from West 

Yorkshire Police to support CHFT staff in making the environment safe for staff and patients.  

The PCSO has a presence across both hospital sites, frequently attends incidents and 

provides debrief and education to staff.  The Trust also engages with the Violence Reduction 

Unit at West Yorkshire Police to share known risks, build on improving partnership 

communication and helping to keep the base safe. 

CHFT Security Projects and Groups 

A security management ID card task and finish group has been established to challenge and 

strengthen the process of issuing an ID card with access to Trust areas to all new starters.  It 

is also looking at the processes around those changing roles and Trust leavers. The 

outcomes are to assess the current situation, identify weaknesses and develop a report to 

provide suggestions for change at the SRGG in October 2021.   

The Joint Security Operations Group meeting monthly to gather intelligence, discuss 

concerns and liaise with key groups to work together. The membership includes security, 

safeguarding teams and the clinical teams providing care to patients with dementia, mental 

health and learning disabilities.  The specialist group considers key elements such as 

training, awareness, monitoring, and decision making when supporting patients in these 

vulnerable groups.    

The update and expansion of the use of CCTV camera system at HRI has increased 

recording capacity and provided more footage in previous ‘blind spots’ at the site.  The 

monitoring and capture of CCTV footage helps to assist the security team and the police to 

work to deter and prevent crime happening at our hospital sites keeping staff and service 

users safe. 

The ‘Design Out Crime’ project is part of CHFT’s reconfiguration plan to develop the new 

Emergency Department at HRI.  Key areas of consideration include CCTV, automatic 

access control systems (AACS) and lockdown principles with a focus on increasing security 

and safety within the department.  The project also has a focus on the implementation of a 

safe room, a key management system and a ‘staff attack’ alarm system to keep staff safe. 
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5. BUSINESS CONTINUITY MANAGEMENT  

Business Continuity Exercise Planning and Advisory Discussions 

The Resilience and Security Management Team have held Business Continuity discussions 

with colleagues in The Health Informatic Service to plan business continuity exercises for 

digital systems that are used by the Trust.  Exercises have already taken place for EPR, 

SystmOne and K2, with others to be planned in 2022. 

Discussions have also been had with Calderdale and Huddersfield Solutions Ltd (CHS) from 

which it is proposed to test the Estates Business Continuity Plan in September 2021 (abiding 

to social distancing rules).  The Switchboard and General Office Business Continuity Plans 

are planned to be tested in December 2021, and Linen, Portering & Cleaning Services in 

February/early March 2022.  Discussions will take place with the provider of servies to the 

CRH site to provide similar assurance 

 

6. PRIORITY AREAS - AUGUST 2021 to AUGUST 2022 

There are a number of risks that presently sit with EPRR and Security Management these are 

described below: 

1. Expired Policies & Procedures, Plans and Guidance 

The Resilience and Security Management team will prioritise the review of all expired 

documents as recommended by the review to ensure the Trust has a suite of in-date 

policies, procedures, plans and guidance relating to EPRR, Security and Business 

Continuity. This will be monitored through the SRGG. 

2. EPRR Core Standards 

The Resilience and Security Management team will ensure that the Trust is fully compliant 

with the 2021 – 2022 EPRR Core Standards and complete the ‘deep dive’ exercise on 

Medical gases/piped oxygen systems.  The return will be submitted as required no later than 

27th October 2021.  Where the Trust is partially or non-compliant with a core standard 

indicator, an action plan will be put in to place to address the work needed to become fully 

compliant. 

3. Violence Reduction Standard 

The Trust is committed to minimising the risk of physical and non-physical assaults against 

its staff.  The Resilience & Security Team will focus efforts on compliance against the 

Violence Reduction Standard and related workstreams that complement the Health & Safety 

Committee. 

4. Training and Dill / Exercises 

Recognising the challenges brought by the Covid-19 pandemic to carry out face to face 

training and exercises, when social distancing allows face to face training sessions and 

exercise / drill will re-commence to ensure the Trust is prepared in its response to incidents 
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and emergencies where it is deemed that the non face to face does not provide the required 

preparedness. 

 
7. Summary  

The Trust responded quickly and effectively to the Pandemic in 2021 evidencing a solid 

foundation of EPRR. Actions taken aligned with agreed policies and procedures and the 

pausing of any associated security or emergency preparedness activities was risk assessed 

and prioritised. The Trust has an excellent record of compliance with the core standards and 

no significant issues are expected from the self-assessment or deepdive. 

All activities have now been restarted, clear plans are in place and the structures in place will 

ensure delivery of any outstanding policies or guidance and the ongoing training of colleagues. 
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