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NHS Workforce Race
Equality Standard
(WRES) Report
April 2019 – March 2020

Introduction
Hertfordshire Community NHS Trust is committed to delivering
services that are responsive to and fully meet the diverse
needs of our communities, patients and service users.
In line with our Great Place to Work strategic objective,
we aspire to be a Trust that celebrates difference and
to create a culture of inclusion, valuing the unique
contribution of all our staff.
This report sets out key information covering the
period April 2019 to March 2020. It includes detailed
information on our Black, Asian and Minority Ethnic
(BAME) workforce during this period to help us
understand the trends and patterns of inequality, so that
we are able to mitigate them in a systematic manner. It
also covers the progress we have made to date and the
actions we plan to take to address identified gaps and further
promote diversity and inclusion within our organisation.
The actions set out in this report have been developed with our BAME Network Chair and
members, with additional input from our wider BAME workforce.

NHS Workforce Race Equality Standard (WRES)
The national NHS Workforce Race Equality Standard (WRES), which was introduced in 2015, is
designed to improve the representation and experience of Black, Asian and Minority Ethnic
(BAME) staff at all levels of the organisation. There are a total of nine indicators that make up
the WRES, split across workforce data, the national NHS Staff Survey and Trust Board
composition, as follows:
1.

Percentage of staff in each of the AfC Bands 1-9 and VSM (including executive Board
members) compared with the percentage of staff in the overall workforce

2.

Relative likelihood of staff being appointed from shortlisting across all posts

3.

Relative likelihood of staff entering the formal disciplinary process

4.

Relative likelihood of staff accessing non-mandatory training and CPD

5.

Percentage staff experiencing harassment, bullying or abuse from patients, relatives or
the public in the last 12 months (from NHS Annual Staff Survey)

6.

Percentage staff experiencing harassment, bullying or abuse from staff in the last 12
months (from NHS Annual Staff Survey)

7.

Percentage staff believing that the organisation provides equal opportunities for career
progression or promotion (from NHS Annual Staff Survey)

8.

Percentage staff having personally experienced discrimination at work from manager,
team leader, or other colleague In the last 12 months (from NHS Annual Staff Survey)

9.

Percentage difference between the organisations’ Board voting membership and its
overall workforce

Our Progress To Date
BAME Network
We launched our BAME (Black, Asian and Minority Ethnic) staff network in August 2019, with
Tinu Fakoya as Network Chair. Our very successful network launch event was accompanied by
a strong social media campaign.
Our network is important to promote inclusion and help give our BAME staff a stronger voice in
the organisation, including acting as a focus group to give views on Trust actions and
developments. Through these sessions, our staff can discuss their experience of working in the
NHS and support each other on the issues they face, through providing leadership, advice and
best practice. The network has also celebrated multi-cultural events such as Black History
Month and Diwali.
Through the Covid-19 pandemic, the Network has been meeting weekly to provide support to
colleagues through this challenging and worrying time, recognising the disproportionate impact
of the virus on people from BAME communities and the emotional impact of the Black Lives
Matter campaign.
Reverse Mentoring Scheme
The Trust introduced a Reverse Mentoring Scheme at the end of 2019. This scheme aims to
help senior managers to learn and see issues from the perspective of others. The scheme is
being piloted with Executive Team members, who have been paired primarily with BAME
mentors. Training for both mentors and mentees was provided and monthly mentoring
meetings are now taking place. Following this initial pilot, the plan is to roll this our more widely.
This feeds into the Trust’s talent management approach to allow us to identify and grow a more
inclusive talent pool.
Black Lives Matter Campaign
The Trust Board recognised the Black Lives Matter campaign by issuing a statement
committing to stand with our BAME staff and communities against racism. This movement has
also resulted in increased sharing of staff stories in Trust meetings, with plans in place for
Board Development day to include sharing some of this lived experience with the Trust Board.
BAME Staff Virtual Meetings
In recognition of the disproportionate impact of Covid-19 on BAME communities and the Black
Lives Matter movement, the Trust Chief Executive and Associate Director of People have
introduced regular virtual meetings to which all BAME staff are invited. The purpose of these
meetings is to hear the voice of BAME colleagues, understand what the issues are and agree
action to address them.
Development Opportunities
We have continued to proactively promote national leadership and management programmes
for BAME staff run by NHS Leadership Academy. Several staff have completed the Ready Now
and Stepping Up programme in previous years. We have also promoted mentoring
opportunities through targeted communications.

Recruitment Training and Fair Processes
The Trust has an e-recruitment system which removes personal information (including name) to
help avoid discrimination through the recruitment process. Training in fair recruitment practices,
including unconscious bias, is in place and at least one member of each recruitment panel is
required to have been trained. The Trust has also made progress on fair recruitment practices
for Board level roles with the inclusion of the BAME Network Chair on the Stakeholder Panels.
Work With System Partners
In addition to the work that has been taking place within the Trust, we have been actively
working with our partners across the Herts and West Essex Integrated Care System to address
issues impacting on our BAME workforce. This has resulted in developments such as the
introduction of an ICS BAME support line and monthly BAME Network Chairs’ meetings, as well
as joint working on the development of a programme of unconscious bias training for all staff
and a webinar to raise awareness of the issues facing BAME colleagues.

Our Results Against the Nine WRES Indicators
Indicator 1 - Percentage of staff in each of the AfC Bands 1-9 and VSM (including
executive Board members) compared with the percentage of staff in the overall
workforce
This indicator shows a mainly positive position, with the highest proportions of BAME staff in
bands 8a, 8d and 9, and particularly in the medical and dental staff groups. There are small
numbers in these staff groups, however, so small changes in people can have a big impact on
the percentages. Overall, the Trust employs a similar proportion of staff from BME
backgrounds as is present in the local population (87.6% white and 12.4% BAME).
Indicator 1

BAME

WHITE

Not Declared

Band 2

14.0%

82.7%

3.3%

Band 3

10.4%

88.1%

1.5%

Band 4

13.6%

85.1%

1.4%

Band 5

15.0%

82.7%

2.3%

Band 6

13.6%

84.2%

2.2%

Band 7

8.0%

89.6%

2.4%

Band 8A

17.7%

77.1%

5.2%

Band 8B

10.8%

89.2%

0.0%

Band 8C

0.0%

91.7%

8.3%

Band 8D

33.3%

66.7%

0.0%

Band 9

25.0%

75.0%

0.0%

VSM

16.7%

83.3%

0.0%

Consultants

62.5%

12.5%

25.0%

Non-Consultant Career Grade

33.3%

66.7%

0.0%

Dentists

78.9%

21.1%

0.0%

Total Workforce

13.5%

84.1%

2.3%

Indicator 2 - Relative likelihood of staff being appointed from shortlisting across all posts
Applicants from a white background are more likely to be appointed after shortlisting than
applicants from a BAME background. However, this indicator has gradually improved over the
last 3 years – in 2018 the relative likelihood of a white person being appointed was 1.94, in
2019 this improved to 1.78 and the below results for this year equate to a relative likelihood of
1.44 (a completely equal likelihood would be 1.00).
Indicator 2

BAME

WHITE

Not Declared

Total Workforce

Relative Likelihood of
Appointment from
Shortlisting

17.2%

24.7%

66.0%

24.4%

Indicator 3 - Relative likelihood of staff entering the formal disciplinary process
Applying the criteria for this indicator, BAME staff are more likely to enter formal disciplinary
proceedings than their white colleagues, although more positively there were no new
disciplinary cases for BAME staff between April 2019 and March 2020. This figure has also
improved compared with last year – having halved from 6.86 to 3.11 (although in 2018 it was
better at 2.37). As most issues are resolved though informal processes, the Trust has minimal
numbers of formal hearings (9 this year), so the percentages are easily skewed by one or two
cases.
Indicator 3

BAME

WHITE

Not Declared

Total Workforce

Likelihood of Staff entering the
Formal Disciplinary Process

1.1%

0.35%

2.1%

0.49%

Indicator 4 - Relative likelihood of staff accessing non-mandatory training and CPD
74% of BAME staff have accessed non-mandatory training this year compared to 43% last year.
This is higher than the proportion of white staff who accessed this training - at 69% (compared
to 45% last year). The relative likelihood of white and BAME staff accessing training has
remained relatively stable and equal over the last 3 as follows: 2018 = 0.93, 2019 = 1.04 and
2020 = 0.93.
Indicator 4

BAME

WHITE

Not Declared

Total Workforce

Likelihood of Staff Accessing NonMandatory Training and CPD

74.1%

69.25%

61.7%

69.7%

Indicator 5 - Percentage staff experiencing harassment, bullying or abuse from patients,
relatives or the public in the last 12 months (from NHS Annual Staff Survey)
We saw a significant improvement in our scores against this question last year – for all staff, but
particularly for BAME staff. Interestingly a lower proportion of BAME staff said that they had
experienced harassment or abuse than white staff. Our scores were also significantly better
than the Community Trust average.

Indicator 6 - Percentage staff experiencing harassment, bullying or abuse from staff in
the last 12 months (from NHS Annual Staff Survey)
We also saw an improvement in our scores against this question last year, particularly for
BAME staff. Nevertheless, a much higher proportion of BAME staff said that they had
experienced bullying or harassment from other staff, than our white staff had, so this is an area
of concern. Our scores were again better than the Community Trust average, but only
fractionally better for BAME staff.

Indicator 7 - Percentage staff believing that the organisation provides equal
opportunities for career progression or promotion (from NHS Annual Staff Survey)
We did not fare well on this question last year and have not done so for several years. A high
proportion of our white staff (91%) believe the Trust has equal opportunities for career
progression, but this view is not shared by so many of our BAME colleagues (73%). We have
deteriorated further on this over the last year and are below the average for Community Trusts.
This is an area that requires further work.

Indicator 8 - Percentage staff having personally experienced discrimination at work from
manager, team leader, or other colleague in the last 12 months (from NHS Annual Staff
Survey)
Whilst the percentage of BAME staff reporting they have experienced discrimination is much
higher than white colleagues, the positive news is that the score has improved significantly
since last year and is much better than the Community Trust average.

Indicator 9 - Percentage difference between the organisations’ Board voting membership
and its overall workforce
At March 2020, there were no voting members of the Board from a BAME background, whereas
there had been one in the previous year. Because of the small numbers on the Board, one or
two people are enough to make the difference between being representative of the total
workforce or not. This is the first year when there have been no Board members from a BAME
background for several years.
Indicator 9

BAME

WHITE

Not Declared

Voting Board Members - % by Ethnicity

0.0%

100.0%

0.0%

Overall Workforce - % by Ethnicity

13.5%

84.1%

2.3%

Our Planned Actions for the Coming Year
Our planned actions for 2020/2021, drawn up in conjunction with our BAME Network Chair and
Trust BAME colleagues, include:
Action

Lead

Date

Outcome

To run a Trust Board development day to focus on the
inclusion agenda and refresh the Trust’s key inclusion
objectives and trajectory/targets for increasing
representation at senior levels.

CH

Sept
2020

Agreed Board ambition
for inclusion in place
and publicised.

To develop and agree a Trust Diversity and Inclusion
Strategy.

SB/
ARy

Oct
2020

Clear direction and
commitment in place.

To set up an Inclusion Steering Group to provide a
focus for inclusion & diversity and delivery of this plan,
so that the plan has real impact staff experience.

ARy/
TF

Nov
2020

Pace is maintained and
actions have
meaningful impact.

To work with ICS partners to develop a programme of
unconscious bias training at all levels.

TF/JT

Dec
2020

All levels of staff trained

To implement a new development programme for
Bands 3, 4 and 5 to develop talent at this level,
prioritising access for BAME colleagues and others
with protected characteristics.

ARy/
JT

March
2021

Programme running
with good proportion of
BAME participants.

To work with ICS partners and Regional Talent
boards to provide enhanced development
opportunities for BME staff seeking progression to
senior level roles

ARy/
TF

March
2021

New programmes in
place and/or better
BAME representation
on current programmes

To put in place training in compassionate leadership
and inclusion to enable leaders to have open and
restorative conversations with their teams.

ARy

Dec
2020

Leaders providing a
better experience for
their teams

To implement BAME representatives on Band 8
recruitment panels to promote equal access to senior
posts for BAME colleagues.

ARy/
RG

Nov
2020

Better representation of
BAME staff at senior
grades

To introduce Inclusion Champions in the Trust, who
will work within teams to ensure all voices are heard.

ARy/
TF

Nov
2020

All staff feel able to
speak up.

To introduce mechanisms for reviewing disciplinary
decisions, including decision trees, audits on
disciplinary decisions and pre-formal action checks.

RG/
TF

Nov
2020

Prevention of bias in
application of
disciplinary procedures

To review data for internal promotion by ethnic
background and publicise the results, putting action in
place as required.

TF/
LN

Nov
2020

Improvement in the
perception about career
progression.

To create a range of career resources to enable
staff to understand the pathways for progression.

JT/
RG

March
2021

Access for all staff to
promotion opportunities

Alison Ryder
Associate Director of People
August 2020
With:
Tinu Fakoya – Acting Diversity and Inclusion Lead/BAME Network Chair
Laura Neligan – Head of Workforce Systems
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The NHS Constitution

The NHS belongs to the people.
It is there to improve our health and wellbeing, supporting us to keep
mentally and physically well, to get better when we are ill and, when
we cannot fully recover, to stay as well as we can to the end of our
lives. It works at the limits of science – bringing the highest levels of
human knowledge and skill to save lives and improve health.
It touches our lives at times of basic human need, when care and
compassion are what matter most.
The NHS is founded on a common set of principles and values
that bind together the communities and people it serves – patients
and public – and the staff who work for it.
This Constitution establishes the principles and values of the
NHS in England. It sets out rights to which patients, public and staff
are entitled, and pledges which the NHS is committed to achieve,
together with responsibilities, which the public, patients and staff
owe to one another to ensure that the NHS operates fairly and
effectively. The Secretary of State for Health, all NHS bodies, private
and voluntary sector providers supplying NHS services, and local
authorities in the exercise of their public health functions are required
by law to take account of this Constitution in their decisions and
actions. References in this document to the NHS and NHS services
include local authority public health services, but references to NHS
bodies do not include local authorities. Where there are differences
of detail these are explained in the Handbook to the Constitution.
The Constitution will be renewed every 10 years, with the
involvement of the public, patients and staff. It is accompanied by
the Handbook to the NHS Constitution, to be renewed at least every
three years, setting out current guidance on the rights, pledges,
duties and responsibilities established by the Constitution. These
requirements for renewal are legally binding. They guarantee that the
principles and values which underpin the NHS are subject to regular
review and recommitment; and that any government which seeks to
alter the principles or values of the NHS, or the rights, pledges, duties
and responsibilities set out in this Constitution, will have to engage in
a full and transparent debate with the public, patients and staff.

Principles that guide the NHS
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1. Principles that guide the NHS
Seven key principles guide the NHS in all it does. They are underpinned
by core NHS values which have been derived from extensive discussions
with staff, patients and the public. These values are set out in the next
section of this document.

1. The NHS provides a
comprehensive service, available
to all irrespective of gender, race,
disability, age, sexual orientation,
religion, belief, gender reassignment,
pregnancy and maternity or marital
or civil partnership status. The service
is designed to improve, prevent,
diagnose and treat both physical and
mental health problems with equal
regard. It has a duty to each and
every individual that it serves and
must respect their human rights.
At the same time, it has a wider
social duty to promote equality
through the services it provides and
to pay particular attention to groups
or sections of society where
improvements in health and life
expectancy are not keeping pace
with the rest of the population.
2. Access to NHS services is based
on clinical need, not an
individual’s ability to pay. NHS
services are free of charge, except in
limited circumstances sanctioned by
Parliament.
3. The NHS aspires to the highest
standards of excellence and
professionalism – in the provision
of high quality care that is safe,

effective and focused on patient
experience; in the people it employs,
and in the support, education,
training and development they
receive; in the leadership and
management of its organisations;
and through its commitment to
innovation and to the promotion,
conduct and use of research to
improve the current and future health
and care of the population. Respect,
dignity, compassion and care should
be at the core of how patients and
staff are treated not only because
that is the right thing to do but
because patient safety, experience
and outcomes are all improved when
staff are valued, empowered and
supported.
4. The patient will be at the heart
of everything the NHS does. It
should support individuals to
promote and manage their own
health. NHS services must reflect,
and should be coordinated around
and tailored to, the needs and
preferences of patients, their families
and their carers. As part of this, the
NHS will ensure that in line with the
Armed Forces Covenant, those in the
armed forces, reservists, their families
and veterans are not disadvantaged

3
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The NHS Constitution

in accessing health services in the
area they reside. Patients, with their
families and carers, where
appropriate, will be involved in and
consulted on all decisions about their
care and treatment. The NHS will
actively encourage feedback from the
public, patients and staff, welcome it
and use it to improve its services.
5. The NHS works across
organisational boundaries and in
partnership with other
organisations in the interest of
patients, local communities and
the wider population. The NHS is
an integrated system of organisations
and services bound together by the
principles and values reflected in the
Constitution. The NHS is committed
to working jointly with other local
authority services, other public sector
organisations and a wide range of
private and voluntary sector
organisations to provide and
deliver improvements in health
and wellbeing.

6. The NHS is committed to
providing best value for
taxpayers’ money and the most
effective, fair and sustainable use
of finite resources. Public funds for
healthcare will be devoted solely to
the benefit of the people that the
NHS serves.
7. The NHS is accountable to the
public, communities and patients
that it serves. The NHS is a national
service funded through national
taxation, and it is the Government
which sets the framework for the
NHS and which is accountable to
Parliament for its operation.
However, most decisions in the NHS,
especially those about the treatment
of individuals and the detailed
organisation of services, are rightly
taken by the local NHS and by
patients with their clinicians.
The system of responsibility and
accountability for taking decisions in
the NHS should be transparent and
clear to the public, patients and staff.
The Government will ensure that
there is always a clear and up-to-date
statement of NHS accountability for
this purpose.

NHS values
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2. NHS values
Patients, public and staff have helped develop this expression of values
that inspire passion in the NHS and that should underpin everything it
does. Individual organisations will develop and build upon these values,
tailoring them to their local needs. The NHS values provide common
ground for co-operation to achieve shared aspirations, at all levels of
the NHS.

Working together for patients.
Patients come first in everything we
do. We fully involve patients, staff,
families, carers, communities, and
professionals inside and outside the
NHS. We put the needs of patients
and communities before
organisational boundaries. We speak
up when things go wrong.
Respect and dignity. We value
every person – whether patient, their
families or carers, or staff – as an
individual, respect their aspirations
and commitments in life, and seek
to understand their priorities, needs,
abilities and limits. We take what
others have to say seriously. We are
honest and open about our point of
view and what we can and cannot
do.
Commitment to quality of care.
We earn the trust placed in us by
insisting on quality and striving to get
the basics of quality of care – safety,
effectiveness and patient experience
– right every time. We encourage and
welcome feedback from patients,
families, carers, staff and the public.
We use this to improve the care we
provide and build on our successes.

Compassion. We ensure that
compassion is central to the care we
provide and respond with humanity
and kindness to each person’s pain,
distress, anxiety or need. We search
for the things we can do, however
small, to give comfort and relieve
suffering. We find time for patients,
their families and carers, as well as
those we work alongside. We do not
wait to be asked, because we care.
Improving lives. We strive to improve
health and wellbeing and people’s
experiences of the NHS. We cherish
excellence and professionalism
wherever we find it – in the everyday
things that make people’s lives better
as much as in clinical practice, service
improvements and innovation. We
recognise that all have a part to play in
making ourselves, patients and our
communities healthier.
Everyone counts. We maximise our
resources for the benefit of the whole
community, and make sure nobody is
excluded, discriminated against or left
behind. We accept that some people
need more help, that difficult
decisions have to be taken – and that
when we waste resources we waste
opportunities for others.

5
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The NHS Constitution

3a. Patients and the public – your rights and NHS
pledges to you
Everyone who uses the NHS should understand what legal rights they
have. For this reason, important legal rights are summarised in this
Constitution and explained in more detail in the Handbook to the NHS
Constitution, which also explains what you can do if you think you have
not received what is rightfully yours. This summary does not alter your
legal rights.
The Constitution also contains pledges that the NHS is committed to
achieve. Pledges go above and beyond legal rights. This means that
pledges are not legally binding but represent a commitment by the NHS
to provide comprehensive high quality services.

Access to health services:
You have the right to receive NHS
services free of charge, apart from
certain limited exceptions sanctioned
by Parliament.
You have the right to access NHS
services. You will not be refused
access on unreasonable grounds.
You have the right to receive care
and treatment that is appropriate to
you, meets your needs and reflects
your preferences.
You have the right to expect your
NHS to assess the health
requirements of your community and
to commission and put in place the
services to meet those needs as
considered necessary, and in the
case of public health services
commissioned by local authorities,
to take steps to improve the health
of the local community.

You have the right, in certain
circumstances, to go to other
European Economic Area countries or
Switzerland for treatment which
would be available to you through
your NHS commissioner.
You have the right not to be
unlawfully discriminated against in
the provision of NHS services
including on grounds of gender, race,
disability, age, sexual orientation,
religion, belief, gender reassignment,
pregnancy and maternity or marital
or civil partnership status.
You have the right to access certain
services commissioned by NHS bodies
within maximum waiting times, or for
the NHS to take all reasonable steps
to offer you a range of suitable
alternative providers if this is not
possible. The waiting times are
described in the Handbook to the
NHS Constitution.

Patients and the public – your rights and NHS pledges to you

The NHS also commits:
• to provide convenient, easy access
to services within the waiting
times set out in the Handbook to
the NHS Constitution (pledge);
• to make decisions in a clear and
transparent way, so that patients
and the public can understand
how services are planned and
delivered (pledge); and
• to make the transition as smooth
as possible when you are referred
between services, and to put you,
your family and carers at the
centre of decisions that affect you
or them (pledge).

Quality of care and
environment:
You have the right to be treated
with a professional standard of care,
by appropriately qualified and
experienced staff, in a properly
approved or registered organisation
that meets required levels of safety
and quality.
You have the right to be cared for
in a clean, safe, secure and suitable
environment.
You have the right to receive
suitable and nutritious food and
hydration to sustain good health and
wellbeing.

1
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You have the right to expect NHS
bodies to monitor, and make efforts
to improve continuously, the quality
of healthcare they commission or
provide. This includes improvements
to the safety, effectiveness and
experience of services.
The NHS also commits:
• to identify and share best practice
in quality of care and treatments
(pledge).

Nationally approved
treatments, drugs and
programmes:
You have the right to drugs and
treatments that have been
recommended by NICE1 for use in
the NHS, if your doctor says they are
clinically appropriate for you.
You have the right to expect local
decisions on funding of other drugs
and treatments to be made rationally
following a proper consideration of
the evidence. If the local NHS decides
not to fund a drug or treatment you
and your doctor feel would be right
for you, they will explain that
decision to you.
You have the right to receive the
vaccinations that the Joint Committee
on Vaccination and Immunisation
recommends that you should receive
under an NHS-provided national
immunisation programme.

NICE (the National Institute for Health and Care Excellence) is an independent organisation
producing guidance on drugs and treatments. ‘Recommended for use by NICE’ refers to a type of
NICE recommendation set out in legislation. The relevant health body is obliged to fund specified
NICE recommendations from a date no longer than three months from the publication of the
recommendation unless, in certain limited circumstances, a longer period is specified.

7
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The NHS also commits:
• to provide screening programmes
as recommended by the UK
National Screening Committee
(pledge).

Respect, consent and
confidentiality:
You have the right to be treated
with dignity and respect, in
accordance with your human rights.
You have the right to be protected
from abuse and neglect, and care
and treatment that is degrading.
You have the right to accept or
refuse treatment that is offered to
you, and not to be given any physical
examination or treatment unless you
have given valid consent. If you do
not have the capacity to do so,
consent must be obtained from a
person legally able to act on your
behalf, or the treatment must be in
your best interests.2

You have the right to be informed
about how your information is used.
You have the right to request that
your confidential information is not
used beyond your own care and
treatment and to have your
objections considered, and where
your wishes cannot be followed,
to be told the reasons including the
legal basis.
The NHS also commits:
• to ensure those involved in your
care and treatment have access to
your health information so they
can care for you safely and
effectively (pledge);
• that if you are admitted to
hospital, you will not have to share
sleeping accommodation with
patients of the opposite sex,
except where appropriate, in line
with details set out in the
Handbook to the NHS
Constitution (pledge);

You have the right to be given
information about the test and
treatment options available to you,
what they involve and their risks and
benefits.

• to anonymise the information
collected during the course of your
treatment and use it to support
research and improve care for
others (pledge);

You have the right of access to
your own health records and to have
any factual inaccuracies corrected.

• where identifiable information has
to be used, to give you the chance
to object wherever possible
(pledge);

You have the right to privacy and
confidentiality and to expect the NHS
to keep your confidential information
safe and secure.
2

• to inform you of research studies
in which you may be eligible to
participate (pledge); and

If you are detained in hospital or on supervised community treatment under the Mental Health
Act 1983 different rules may apply to treatment for your mental disorder. These rules will be
explained to you at the time. They may mean that you can be given treatment for your mental
disorder even though you do not consent.

Patients and the public – your rights and NHS pledges to you

• to share with you any
correspondence sent between
clinicians about your care (pledge).

Informed choice:
You have the right to choose your
GP practice, and to be accepted by
that practice unless there are
reasonable grounds to refuse, in
which case you will be informed of
those reasons.
You have the right to express a
preference for using a particular
doctor within your GP practice, and
for the practice to try to comply.
You have the right to transparent,
accessible and comparable data on
the quality of local healthcare
providers, and on outcomes, as
compared to others nationally.
You have the right to make choices
about the services commissioned by
NHS bodies and to information to
support these choices. The options
available to you will develop over
time and depend on your individual
needs. Details are set out in the
Handbook to the NHS Constitution.
The NHS also commits:
• to inform you about the
healthcare services available to
you, locally and nationally
(pledge); and
• to offer you easily accessible,
reliable and relevant information in
a form you can understand, and
support to use it. This will enable
you to participate fully in your
own healthcare decisions and to

|

support you in making choices.
This will include information on
the range and quality of clinical
services where there is robust and
accurate information available
(pledge).

Involvement in your
healthcare and in the NHS:
You have the right to be involved
in planning and making decisions
about your health and care with your
care provider or providers, including
your end of life care, and to be given
information and support to enable
you to do this. Where appropriate,
this right includes your family and
carers. This includes being given the
chance to manage your own care
and treatment, if appropriate.
You have the right to an open and
transparent relationship with the
organisation providing your care. You
must be told about any safety
incident relating to your care which,
in the opinion of a healthcare
professional, has caused, or could still
cause, significant harm or death. You
must be given the facts, an apology,
and any reasonable support you
need.
You have the right to be involved,
directly or through representatives,
in the planning of healthcare services
commissioned by NHS bodies, the
development and consideration of
proposals for changes in the way
those services are provided, and in
decisions to be made affecting the
operation of those services.
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The NHS also commits:
• to provide you with the
information and support you need
to influence and scrutinise the
planning and delivery of NHS
services (pledge);
• to work in partnership with you,
your family, carers and
representatives (pledge);
• to involve you in discussions about
planning your care and to offer
you a written record of what is
agreed if you want one (pledge);
and
• to encourage and welcome
feedback on your health and care
experiences and use this to
improve services (pledge).

Complaint and redress:
You have the right to have any
complaint you make about NHS
services acknowledged within three
working days and to have it properly
investigated.
You have the right to discuss the
manner in which the complaint is to
be handled, and to know the period
within which the investigation is
likely to be completed and the
response sent.
You have the right to be kept
informed of progress and to know
the outcome of any investigation into
your complaint, including an
explanation of the conclusions and
confirmation that any action needed
in consequence of the complaint
has been taken or is proposed to
be taken.

You have the right to take your
complaint to the independent
Parliamentary and Health Service
Ombudsman or Local Government
Ombudsman, if you are not satisfied
with the way your complaint has
been dealt with by the NHS.
You have the right to make a claim
for judicial review if you think you
have been directly affected by an
unlawful act or decision of an NHS
body or local authority.
You have the right to
compensation where you have been
harmed by negligent treatment.
The NHS also commits:
• to ensure that you are treated
with courtesy and you receive
appropriate support throughout
the handling of a complaint; and
that the fact that you have
complained will not adversely
affect your future treatment
(pledge);
• to ensure that when mistakes
happen or if you are harmed while
receiving health care you receive
an appropriate explanation and
apology, delivered with sensitivity
and recognition of the trauma you
have experienced, and know that
lessons will be learned to help
avoid a similar incident occurring
again (pledge); and
• to ensure that the organisation
learns lessons from complaints and
claims and uses these to improve
NHS services (pledge).

Patients and the public – your responsibilities
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3b. Patients and the public – your responsibilities
The NHS belongs to all of us. There are things that we can all do for
ourselves and for one another to help it work effectively, and to ensure
resources are used responsibly.

Please recognise that you can make
a significant contribution to your
own, and your family’s, good health
and wellbeing, and take personal
responsibility for it.
Please register with a GP practice
– the main point of access to NHS
care as commissioned by NHS bodies.
Please treat NHS staff and other
patients with respect and recognise
that violence, or the causing of
nuisance or disturbance on NHS
premises, could result in prosecution.
You should recognise that abusive
and violent behaviour could result in
you being refused access to NHS
services.
Please provide accurate information
about your health, condition and
status.
Please keep appointments, or
cancel within reasonable time.
Receiving treatment within the
maximum waiting times may be
compromised unless you do.
Please follow the course of
treatment which you have agreed,
and talk to your clinician if you find
this difficult.

Please participate in important
public health programmes such as
vaccination.
Please ensure that those closest to
you are aware of your wishes about
organ donation.
Please give feedback – both
positive and negative – about your
experiences and the treatment and
care you have received, including any
adverse reactions you may have had.
You can often provide feedback
anonymously and giving feedback
will not affect adversely your care or
how you are treated. If a family
member or someone you are a carer
for is a patient and unable to provide
feedback, you are encouraged to give
feedback about their experiences on
their behalf. Feedback will help to
improve NHS services for all.
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4a. Staff – your rights and NHS pledges to you
It is the commitment, professionalism and dedication of staff working
for the benefit of the people the NHS serves which really make the
difference. High-quality care requires high-quality workplaces, with
commissioners and providers aiming to be employers of choice.

All staff should have rewarding and
worthwhile jobs, with the freedom
and confidence to act in the interest
of patients. To do this, they need to
be trusted, actively listened to and
provided with meaningful feedback.
They must be treated with respect at
work, have the tools, training and
support to deliver compassionate
care, and opportunities to develop
and progress. Care professionals
should be supported to maximise the
time they spend directly contributing
to the care of patients.
The Constitution applies to all staff,
doing clinical or non-clinical NHS
work – including public health – and
their employers. It covers staff
wherever they are working, whether
in public, private or voluntary sector
organisations.
Staff have extensive legal rights,
embodied in general employment
and discrimination law. These are
summarised in the Handbook to the
NHS Constitution. In addition,
individual contracts of employment
contain terms and conditions giving
staff further rights.

The rights are there to help ensure
that staff:
• have a good working environment
with flexible working
opportunities, consistent with the
needs of patients and with the
way that people live their lives;
• have a fair pay and contract
framework;
• can be involved and represented
in the workplace;
• have healthy and safe working
conditions and an environment
free from harassment, bullying or
violence;
• are treated fairly, equally and free
from discrimination;
• can in certain circumstances take
a complaint about their employer
to an Employment Tribunal; and
• can raise any concern with their
employer, whether it is about
safety, malpractice or other risk,
in the public interest.
In addition to these legal rights, there
are a number of pledges, which the
NHS is committed to achieve. Pledges
go above and beyond your legal
rights. This means that they are not

Staff – your rights and NHS pledges to you

legally binding but represent a
commitment by the NHS to provide
high-quality working environments
for staff.
The NHS commits:
• to provide a positive working
environment for staff and to
promote supportive, open cultures
that help staff do their job to the
best of their ability (pledge);
• to provide all staff with clear roles
and responsibilities and rewarding
jobs for teams and individuals that
make a difference to patients,
their families and carers and
communities (pledge);
• to provide all staff with personal
development, access to
appropriate education and training
for their jobs, and line
management support to enable
them to fulfil their potential
(pledge);
• to provide support and
opportunities for staff to maintain
their health, wellbeing and safety
(pledge);
• to engage staff in decisions that
affect them and the services they
provide, individually, through
representative organisations and
through local partnership working
arrangements. All staff will be
empowered to put forward ways
to deliver better and safer services
for patients and their families
(pledge);
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• to have a process for staff to raise
an internal grievance (pledge); and
• to encourage and support all staff
in raising concerns at the earliest
reasonable opportunity about
safety, malpractice or wrongdoing
at work, responding to and, where
necessary, investigating the
concerns raised and acting
consistently with the Employment
Rights Act 1996 (pledge).
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4b. Staff – your responsibilities
All staff have responsibilities to the public, their patients and colleagues.

Important legal duties are
summarised below.
You have a duty to accept
professional accountability and
maintain the standards of
professional practice as set by the
appropriate regulatory body
applicable to your profession or role.
You have a duty to take reasonable
care of health and safety at work for
you, your team and others, and to
co-operate with employers to ensure
compliance with health and safety
requirements.
You have a duty to act in
accordance with the express and
implied terms of your contract of
employment.
You have a duty not to discriminate
against patients or staff and to
adhere to equal opportunities and
equality and human rights legislation.
You have a duty to protect the
confidentiality of personal
information that you hold.

You have a duty to be honest and
truthful in applying for a job and in
carrying out that job.
The Constitution also includes
expectations that reflect how staff
should play their part in ensuring the
success of the NHS and delivering
high-quality care.
You should aim:
• to provide all patients with safe
care, and to do all you can to
protect patients from avoidable
harm;
• to follow all guidance, standards
and codes relevant to your role,
subject to any more specific
requirements of your employers;
• to maintain the highest standards
of care and service, treating every
individual with compassion, dignity
and respect, taking responsibility
not only for the care you
personally provide, but also for
your wider contribution to the
aims of your team and the NHS
as a whole;
• to find alternative sources of care
or assistance for patients, when
you are unable to provide this

Staff – your responsibilities

(including for those patients who
are not receiving basic care to
meet their needs);
• to take up training and
development opportunities
provided over and above those
legally required of your post;
• to play your part in sustainably
improving services by working in
partnership with patients, the
public and communities;
• to raise any genuine concern you
may have about a risk, malpractice
or wrongdoing at work (such as a
risk to patient safety, fraud or
breaches of patient
confidentiality), which may affect
patients, the public, other staff3 or
the organisation itself, at the
earliest reasonable opportunity;
• to involve patients, their families,
carers or representatives fully in
decisions about prevention,
diagnosis, and their individual care
and treatment;
• to be open with patients, their
families, carers or representatives,
including if anything goes wrong;
welcoming and listening to
feedback and addressing concerns
promptly and in a spirit of
co-operation;
• to contribute to a climate where
the truth can be heard, the
3

reporting of, and learning from,
errors is encouraged and
colleagues are supported where
errors are made;
• to view the services you provide
from the standpoint of a patient,
and involve patients, their families
and carers in the services you
provide, working with them,
their communities and other
organisations, and making it clear
who is responsible for their care;
• to take every appropriate
opportunity to encourage and
support patients and colleagues
to improve their health and
wellbeing;
• to contribute towards providing
fair and equitable services for all
and play your part, wherever
possible, in helping to reduce
inequalities in experience, access
or outcomes between differing
groups or sections of society
requiring health care;
• to inform patients about the use
of their confidential information
and to record their objections,
consent or dissent; and
• to provide access to a patient’s
information to other relevant
professionals, always doing so
securely, and only where there is
a legal and appropriate basis to
do so.

The term ‘staff’ is used to include employees, workers, and, for the purposes of the Employment
Rights Act 1996 (the ERA) (as amended by the Public Interest Disclosure Act), agency workers,
general practitioners (e.g. those performing general medical services under General Medical
Services Contracts), student nurses and student midwives, who meet the wider ERA definition of
being a ‘worker’. Whilst volunteers are not covered by the provisions of the ERA, guidance to
employers makes clear that it is good practice to include volunteers within the scope of
organisations’ local whistleblowing policies.
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CODE OF CONDUCT FOR NHS BOARDS
Public service values must be at the heart of
the National Health Service. High standards of
corporate and personal conduct based on a
recognition that patients come first, have been
a requirement throughout the NHS since its
inception. Moreover, since the NHS is publicly
funded, it must be accountable to Parliament
for the services it provides and for the effective
and economical use of taxpayers’ money.
There are three crucial public service values
which must underpin the work of the health
service.
Accountability – everything done by those
who work in the NHS must be able to stand the
test
of
parliamentary
scrutiny,
public
judgements on propriety and professional
codes of conduct.
Probity – there should be an absolute standard
of honesty in dealing with the assets of the
NHS: integrity should be the hallmark of all
personal conduct in decisions affecting
patients, staff and suppliers, and in the use of
information acquired in the course of NHS
duties.
Openness – there should be sufficient
transparency about NHS activities to promote
confidence between the NHS organisation and
its staff, patients and the public.
General Principles
Public service values matter in the NHS and
those who work in it have a duty to conduct
NHS business with probity. They have a
responsibility to respond to staff, patients and
suppliers impartially, to achieve value for
money from the public funds with which they
are entrusted and to demonstrate high ethical
standards of personal conduct.
The success of this Code depends on a
vigorous and visible example from boards and
the consequential influence on the behaviour of
all those who work within the organisation.
Boards have a clear responsibility for corporate
standards of conduct and acceptance of the
Code should inform and govern the decisions
and conduct of all board directors.
Openness and Public Responsibilities
Health needs and patterns of provision of
health care do not stand still. There should be
a willingness to be open with the public,
patients and with staff as the need for change
emerges.
It is a requirement that major
changes are consulted upon before decisions
are reached. Information supporting those
decisions should be made available, in a way
that is understandable, and positive

responses should be given to reasonable
requests for information and in accordance with
the Freedom of Information Act 2000.
NHS business should be conducted in a way
that is socially responsible.
As a large
employer in the local community, NHS
organisations should forge an open and
positive relationship with the local community
and should work with staff and partners to set
out a vision for the organisation in line with the
expectations of patients and the public. NHS
organisations should demonstrate to the public
that they are concerned with the wider health of
the population including the impact of the
organisation’s activities on the environment.
The confidentiality of personal and individual
patient information must, of course, be
respected at all times.
Public Service Values in Management
It is unacceptable for the board of any NHS
organisation, or any individual within the
organisation for which the board is responsible,
to ignore public service values in achieving
results. Chairs and board directors have a duty
to ensure that public funds are properly
safeguarded and that at all times the board
conducts its business as efficiently and
effectively as possible. Proper stewardship of
public monies requires value for money to be
high on the agenda of all NHS boards.
Accounting,
tendering
and
employment
practices within the NHS must reflect the
highest professional standards.
Public
statements and reports issued by the board
should be clear, comprehensive and balanced,
and should fully represent the facts. Annual
and other key reports should be issued in good
time to all individuals and groups in the
community who have a legitimate interest in
health issues to allow full consideration by
those wishing to attend public meetings on
local health issues.

Public Business and Private Gain
Chairs and board directors should act
impartially and should not be influenced by
social or business relationships.
No one
should use their public position to further their
private interests. Where there is a potential for
private interests to be material and relevant to
NHS business, the relevant interests should be
declared and recorded in the board minutes,
and entered into a register which is available to
the public. When a conflict of interest is
established, the board director should withdraw
and play no part in the relevant discussion or
decision.

2

Hospitality and Other Expenditure

Compliance

Board directors should set an example to their
organisation in the use of public funds and the
need for good value in incurring public
expenditure. The use of NHS monies for
hospitality
and
entertainment,
including
hospitality at conferences or seminars, should
be carefully considered. All expenditure on
these items should be capable of justification
as reasonable in the light of the general
practice in the public sector. NHS boards
should be aware that expenditure on hospitality
or entertainment is the responsibility of
management and is open to be challenged by
the internal and external auditors and that illconsidered actions can damage respect for the
NHS in the eyes of the community.

Board directors should satisfy themselves that
the actions of the board and its directors in
conducting board business fully reflect the
values in this Code and, as far as is reasonably
practicable, that concerns expressed by staff or
others are fully investigated and acted upon.
All board directors of NHS organisations are
required, on appointment, to subscribe to the
Code of Conduct.
Originally published April 1994
First revision April 2002
Second revision July 2004

Relations with Suppliers
NHS boards should have an explicit procedure
for the declaration of hospitality and
sponsorship offered by, for example, suppliers.
Their authorisation should be carefully
considered and the decision should be
recorded. NHS boards should be aware of the
risks in incurring obligations to suppliers at any
stage of a contracting relationship. Suppliers
should be selected on the basis of quality,
suitability, reliability and value for money. The
Department of Health has issued guidance to
NHS organisations about standards of
business conduct (ref: HSG(93)5).
Staff
NHS boards should ensure that staff have a
proper and widely publicised procedure for
voicing complaints or concerns about
maladministration, malpractice, breaches of
this code and other concerns of an ethical
nature. The board must establish a climate:
- that enables staff who have concerns to raise
these reasonably and responsibly with the right
parties;
- that gives a clear commitment that staff
concerns will be taken seriously and
investigated; and
- where there is an unequivocal guarantee that
staff who raise concerns responsibly and
reasonably
will
be
protected
against
victimisation.
(Ref: Whistleblowing in the NHS, letter dated
25 July 2003 from the Director of HR in the
NHS)
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CODE OF ACCOUNTABILITY FOR NHS
BOARDS
This Code of Practice is the basis on which
NHS organisations should seek to fulfil the
duties and responsibilities conferred upon them
by the Secretary of State for Health.

Primary care trusts are expected to identify the
health needs of the population, to work to
improve the health of the community and to
secure the provision of a full range of services.
Other main functions are to:

Status
- maintain an effective public health function;
NHS organisations, such as NHS trusts,
primary care trusts, strategic health authorities
and special health authorities, are established
under statute as corporate bodies so ensuring
that they have separate legal personality.
Statutes and regulations prescribe the
structure, functions and responsibilities of the
boards of these bodies and prescribe the way
chairs and directors of boards are to be
appointed.
Code of Conduct
All board directors of NHS organisations are
required, on appointment, to subscribe to the
Code of Conduct. Breaches of this Code of
Conduct by the chair or a non-executive
director of the board should be drawn to the
attention
of
the appropriate Regional
Commissioner of the NHS Appointments
Commission.
NHS managers are required to take all
reasonable steps to comply with the
requirements set out in the Code of Conduct for
NHS Managers. Chairs and non-executive
directors of NHS boards are responsible for
taking firm, prompt and fair disciplinary action
against any executive director in breach of the
Code of Conduct for NHS Managers.
Statutory Accountability
The Secretary of State for Health has statutory
responsibility for the health of the population of
England and uses statutory powers to delegate
functions to NHS organisations who are thus
accountable to the Secretary of State and to
Parliament.
The Department of Health is
responsible for directing the NHS, ensuring
national policies are implemented and for the
effective stewardship of NHS resources.
NHS trusts provide services to patients (these
may be acute services, ambulance services,
mental health or other special services, e.g. for
children). Other main functions are to:

- lead local planning;
- manage and develop primary healthcare
services;
- develop and improve local services;
- lead the integration of health and social care;
and
- deliver services within their remit.

Strategic health authorities provide strategic
leadership to ensure the maintenance of
provision and the delivery of improvements in
local health and health services by primary
care trusts and NHS trusts, within the national
framework of developing a patient-centred NHS
and supported by effective controls and clinical
governance systems. Other main functions for
which the Strategic Health Authority is
responsible are to:
- lead the development and empowerment of
uniformly excellent frontline NHS organisations
committed to innovation and improvement;
- consider the overall needs of the health
economy
across
primary,
community,
secondary and tertiary care, and working with
primary care trusts and NHS trusts to deliver a
programme to meet these needs;
performance
manage
and
ensure
accountability of local primary care trusts and
NHS trusts;
- lead on the creation and development of
clinical and public health networks;
- create capacity through the preparation and
delivery of strategies for capital investment,
information management and workforce
development;

- ensure services are of high quality and
accessible;

- ensure effective networks and joint working
exists between NHS organisations for the
provision of health and social care; and

- lead the development of new ways of working
to fully engage patients and ensure a patientcentred service;

- ensure the development and training of an
adequate workforce of competent clinical
personnel.
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NHS trust, primary care trust and strategic
health authority finances are subject to external
audit by the Audit Commission and, for the
value for money element, by the Healthcare
Commission.
NHS boards must co-operate fully with the
Department of Health, the Audit Commission
and the Healthcare Commission when required
to account for the use they have made of public
funds, the delivery of patient care and other
services, and compliance with statutes,
directions, guidance and policies of the
Secretary of State. The Chief Executive/
Permanent Secretary of the Department of
Health, as Accounting Officer for the NHS, is
accountable to Parliament. The work of the
Department of Health and its associated bodies
is examined by the House of Commons Health
Committee.
Its remit is to examine the
expenditure, administration and policy of the
Department of Health. Two other Parliamentary
Committees, the Public Accounts Committee
and
the
Public
Administration
Select
Committee, scrutinise the work of the
Department of Health and the health service.
The Board of Directors
NHS boards comprise executive directors
together with non-executive directors and a
chair who are appointed by the NHS
Appointments Commission on behalf of the
Secretary of State.
Together they share
corporate responsibility for all decisions of the
board. There is a clear division of responsibility
between the chair and the chief executive; the
chair’s role and board functions are set out
below; the chief executive is directly
accountable to the board for meeting their
objectives, and as Accountable Officer, to the
Chief Executive of the NHS for the
performance of the organisation. Boards are
required to meet regularly and to retain full and
effective control over the organisation; the chair
and non-executive directors are responsible for
monitoring the executive management of the
organisation and are responsible to the
Secretary of State for the discharge of these
responsibilities. Strategic health authorities
generally provide the line of accountability from
local NHS organisations to the Secretary of
State for the performance of the organisation.
Regional Commissioners of the NHS
Appointments Commission will always be
available to chairs and non-executive directors
on matters of concern to them relating to the
personal effectiveness of individual chairs and
non-executives.
The duty of an NHS board is to add value to
the organisation, enabling it to deliver
healthcare and health improvement within the
law and without causing harm. It does this by
providing a framework of good governance
within which the organisation can thrive and
grow. Good governance is not restrictive but

an enabling ingredient to underpin change and
modernisation.
The role of an NHS board is to:
- be collectively responsible for adding value to
the organisation, for promoting the success of
the organisation by directing and supervising
the organisation’s affairs
- provide active leadership of the organisation
within a framework of prudent and effective
controls which enable risk to be assessed and
managed
- set the organisation’s strategic aims, ensure
that the necessary financial and human
resources are in place for the organisation to
meet its objectives, and review management
performance
- set the organisation’s values and standards
and ensure that its obligations to patients, the
local community and the Secretary of State are
understood and met.
Further details may be obtained from
Governing the NHS: A Guide for NHS Boards
at www.dh.gov.uk
The Role of the Chair
The overall role of the chair is one of enabling
and leading so that the attributes and specific
roles of the executive team and the nonexecutives are brought together in a
constructive partnership to take forward the
business of the organisation.
The key responsibilities of the chair are:
leadership of the board, ensuring its
effectiveness on all aspects of its role and
setting its agenda;
- ensuring the provision of accurate, timely and
clear information to directors;
- ensuring effective communication with staff,
patients and the public;
- arranging the regular evaluation of the
performance of the board, its committees and
individual directors; and
- facilitating the effective contribution of nonexecutive directors and ensuring constructive
relations between executive and non-executive
directors.
A complementary relationship between the
chair and chief executive is important. The
chief executive is accountable to the chair and
non-executive directors of the board for
ensuring that the board is empowered to
govern the organisation and that the objectives
it sets are accomplished through effective and
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properly controlled executive action. The chief
executive should be allowed full scope, within
clearly defined delegated powers, for action in
fulfilling the decisions of the board.

- the Audit Commission and its appointed
auditors, and

Further details may be obtained from
Governing the NHS: A Guide for NHS Boards
at www.dh.gov.uk.

Detailed financial guidance, including the role
of internal and external auditors, issued by the
Department of Health must be observed. (Ref:
the
NHS
Finance
Manual
at
www.info.doh.gov.uk/doh/finman).The Standing
Orders of boards should prescribe the terms on
which committees and sub-committees of the
board may be delegated functions, and should
include the schedule of decisions reserved for
the board.

Non-Executive Directors
Non-executive directors are appointed by the
NHS Appointments Commission on behalf of
the Secretary of State to bring an independent
judgement to bear on issues of strategy,
performance,
key
appointments
and
accountability through the Department of
Health to Ministers and to the local community.
The duties of non-executive directors are to:
- constructively challenge and contribute to the
development of strategy;
- scrutinise the performance of management in
meeting agreed goals and objectives and
monitor the reporting of performance;
- satisfy themselves that financial information
is accurate and that financial controls and
systems of risk management are robust and
defensible;
- determine appropriate levels of remuneration
of executive directors and have a prime role in
appointing, and where necessary, removing
senior management and in succession
planning; and
- ensure the board acts in the best interests of
the public and is fully accountable to the public
for the services provided by the organisation
and the public funds it uses.
Non-executive directors also have a key role in
a small number of permanent board
committees such as the Audit Committee,
Remuneration
and
Terms
of
Service
Committee,
the
Clinical
Governance
Committee and Risk Management Committee.
Further details may be obtained from
Governing the NHS: A Guide for NHS Boards
at www.dh.gov.uk.
Reporting and Controls
It is the board’s duty to present through the
timely publication of an annual report, annual
accounts and other means, a balanced and
readily-understood
assessment
of
the
organisation’s performance to:
- the Department of Health, on behalf of the
Secretary of State

- the local community.

Declaration of Interests
It is a requirement that chairs and all board
directors should declare any conflict of interest
that arises in the course of conducting NHS
business. All NHS organisations maintain a
register of member’s interests to avoid any
danger of board directors being influenced, or
appearing to be influenced, by their private
interests in the exercise of their public duties.
All board members are therefore expected to
declare any personal or business interest which
may influence, or may be perceived to
influence, their judgement. This should include,
as a minimum, personal direct and indirect
financial interests, and should normally also
include such interests of close family members.
Indirect
financial
interests
arise
from
connections with bodies which have a direct
financial interest, or from being a business
partner of, or being employed by, a person with
such an interest.
Employee Relations
NHS boards must comply with legislation and
guidance from the Department of Health on
behalf of the Secretary of State, respect
agreements entered into by themselves or on
their behalf and establish terms and conditions
of service that are fair to the staff and represent
good value for taxpayers’ money. Fair and
open competition should be the basis for
appointment to posts in the NHS.
The terms and conditions agreed by the board
for senior staff should take full account of the
need to obtain maximum value for money for
the funds available for patient care. The board
should ensure through the appointment of a
remuneration and terms of service committee
that executive board directors’ remuneration
can be justified as reasonable. Board directors’
remuneration for the NHS organisation should
be published in its annual report.
Originally published April 1994
First revision April 2002
Second revision July 2004
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Code of Practice on Openness in the NHS
1. Introduction
This Code of Practice sets out the basic principles
underlying public access to information about the
NHS. It reflects the Government's intention to ensure
greater access by the public to information about
public services and complements the Code of Access
to Information which applies to the Department of
Health.
Because the NHS is a public service, it should be
open about its activities and plans. So, information
about how it is run, who is in charge and how it
performs should be widely available. Greater sharing
of information will also help to foster mutual
confidence between the NHS and the public.
The basic principle of this Code is that the NHS
should respond positively to requests for information,
except in certain circumstances identified in the
Code. For example, patients' records must be kept
safe and confidential.

2. Scope
The Code of Practice covers the following NHS
organisations in England: Health Authorities, Special
Health Authorities, NHS Trusts, Primary Care Trusts,
the Mental Health Act Commission and Community
Health Councils. It also covers family doctors,
dentists, optometrists (opticians) and community
pharmacists.

n are aware of the reasons for decisions and actions
affecting their own treatment;
n known what information is available and where they
can get it.

4. General Principles
In implementing the Code, the NHS must:
n respond positively to requests for information
(except in the circumstances identified in paragraph
9);
n answer requests for information quickly and
helpfully, and give reasons for not providing
information where this is not possible;
n help the public to know what information is available,
so that they can decide what they wish to see, and
whom they should ask;
n ensure that there are clear and effective
arrangements to deal with complaints and concerns
about local services and access to information, and
that these arrangements are widely publicised and
effectively monitored.

5. Information Which Must be
provided

Specific requirements for most of these organisations
are detailed in separate annexes. Organisations not
covered in the annexes must apply the general
principles of the Code in their dealings with the public.

Apart from the exemptions set out in paragraph 9
below, NHS Trusts, Primary Care Trusts and Health
Authorities must publish or otherwise make available
the following information (further details are given in
Annexes A, B, C and D):

3. Aims
The aims of the Code are to ensure that people:

n information about what services are provided, the
targets and standards set and results achieved, and
the costs and effectiveness of the service;

n have access to available information about the
services provided by the NHS, the cost of those
services, quality standards and performance against
targets;
n are provided with explanations about proposed
service changes and have an opportunity to
influence decisions on such changes;

n details about important proposals on health policies
or proposed changes in the way services are
delivered, including the reasons for those proposals.
This information will normally be made available when
proposals are announced and before decisions are
made;

n details about important decisions on health policies
and decisions on changes to the delivery of services.
This information, and the reasons for the decisions,
will normally be made available when the decisions
are announced;

information but are not required to do so. It is
recommended that charging should be exceptional
but that where charges are made the following ground
rules should be observed:

n information about the way in which health services
are managed and provided and who is responsible;

a) no charge for individuals enquiring about services
or treatment available to them; press and other
media; Community Health Councils; MPs; Local
Authorities; Citizen's Advice Bureaux;

n information about how the NHS communicates with
the public, such as details of public meetings,
consultation procedures, suggestion and complaints
systems:
n information about how to contact Community
Health Councils and the Health Service
Commissioner (Ombudsman);
n information about how people can have access to
their own personal health records.

6. Response to Requests for
Information
Requests for information, whether made in person or
in writing, must be answered promptly. An
acknowledgement must be sent within 4 working days
and, where possible, the information should follow
within 20 working days.

b) for requests from people not listed above, no
charge for the first hour and a charge not exceeding
£20 per hour for each hour thereafter.

8. Personal Health Records
The NHS must keep patients' personal details
confidential but people normally have a right to see
their own health records. Depending on who made
the records, patients can obtain access through the
relevant Trust, Health Authority, family doctor or
dentist. Access must be given within the timetable in
the Access to Health Records Act 1990 (or, for
records held on computer, the Data Protection Act
1984). Under these Acts patients may be charged for
access to their records

9. Information Which May be
Withheld

NHS organisations are not required to make
available:

NHS Trusts and Authorities must provide the
information requested unless it falls within one of the
following exempt categories:

i) copies of the documents or records containing the
information (although in some cases it may be simpler
to do so if they contain nothing but the information
requested);

i) Personal information. People have a right of access
to their own health records but not normally to
information about other people.

ii) information which the organisation does not
possess (eg comparable data with other
organisations);
iii) individual copies of documents or other forms of
information which are already widely publicly
available.
If the information is not to be provided under the
terms of the Code, an explanation must be provided
within 20 working days of receipt of the request.
Each NHS organisation must publish the name of an
individual who has responsibility for the operation of
this Code of Practice. This should be a senior officer
directly accountable to the Chief Executive of the
organisation. Details of how to request information
through this individual must also be publicised locally.

7. Charging for Information
NHS Trusts, Primary Care Trusts and Health
Authorities may make a charge for providing

ii) Requests for information which are manifestly
unreasonable, far too general, or would require
unreasonable resources to answer.
iii) Information about internal discussion and advice,
where disclosure would harm frank internal debate,
except where this disclosure would be outweighed by
the public interest.
iv) Management information, where disclosure would
harm the proper and effective operation of the NHS
organisation.
v) Information about legal matters and proceedings,
where disclosure would prejudice the administration
of justice and the law.
vi) Information which could prejudice negotiations or
the effective conduct of personnel management or
commercial or contractual activities. This does not
cover information about internal NHS contracts.

vii) Information given in confidence. The NHS has a
common law duty to respect confidences except
when it is clearly outweighed by the public interest.
viii) Information which will soon be published or where
disclosure would be premature in relation to a
planned announcement or publication.
ix) Information relating to incomplete analysis,
research or statistics where disclosure could be
misleading or prevent the holder from publishing it
first.

report should be written and presented in a way that
can be readily understood by the general public:
n an annual summary of the Trust's business plan,
describing the Trust's planned activity for the coming
year;
n a summary strategic direction document (not
published annually), setting out the Trust's longer
term plans for the delivery of health care services
over a five year period; and
n audited accounts published annually.

10. Complaining About the Provision
of Information
People may wish to complain about a decision to
refuse to provide information, a delay in providing
information or levels of charges. In the first instance,
complaints should be made within 3 months to the
local individual responsible for the operation of the
Code (see paragraph 6 above). If the complainant
remains dissatisfied, a complaint should be made to
the Chief Executive of the organisation, or the Chief
Executive of the Health Authority in the case of family
doctors, dentists, pharmacists and optometrists
(opticians). Community Health Councils may be able
to help people to pursue their complaint. NHS Trusts
and Authorities must acknowledge complaints within
4 working days and reply within 20 working days.
The NHS Trust or Authority will provide people with
information about how to take their complaint further
to the Health Service Ombudsman if they remain
dissatisfied. However, the Ombudsman does not
investigate complaints about the withholding of
information by family doctors, dentists, pharmacists,
optometrists (opticians) or Community Health
Councils.

In addition to the documents described above, NHS
Trusts and PCTs must also make available, on
request:
n the register of board members' private interests
required under the Code of Accountability for NHS
boards:
2.1 Public Meetings - NHS Trusts and PCTs are
required to hold their board meetings in public. An
agenda, papers, the accounts and the annual report
must be publicly available at least 7 days in advance
of the meeting. Provision must be made for questions
and comments to be put by the public. Public
meetings must be held in readily accessible venues
and at times when the public are able to attend.
3. Good Practice in Providing Information
3.1 Examples of Additional Information Which
May be Published
n quarterly board reports ( financial, activity, quality
and contract information);
n information on service changes;

ANNEX A - NHS Trusts and Primary Care Trusts
(PCTs)

n agenda and papers relating to other meetings held
in public in addition to the Annual Public Meeting.

1. Introduction
This annex describes the information which NHS
Trusts and PCTs must publish or make available. It
also lists examples of information which it is
recommended should be made available as a matter
of good practice, either through publication or on
request.

3.2 Examples of Information Which May be
Available on Request

2. Information Which Must be Published
The following are the documents which Trusts must
publish by given dates:
n an annual report describing the Trust's
performance over the previous financial year, and
including details of board members' remuneration; the

The following list is a guide to some of the information
which is routinely held by most NHS Trusts. Much of
the information will be detailed in the previous year's
annual report. Where more up-to-date information is
available, this may be given:
n patient information leaflets; n description of
facilities (numbers of beds, operating theatres etc.);
n waiting times by specialty; n detailed information
on activity; n broad conclusions of clinical audit; n
number and percentage of operations cancelled, by
specialty; n price lists for extra-contractual referrals;

n information about clinicians (including qualifications,
areas of special interest, waiting times for
appointment); n areas which have been
market-tested, with details of decisions reached; n
tenders received by value, but not by name of
tenderer; n information on manpower and staffing
levels and staff salaries by broad bandings; n policies
for Trust staff, eg equal opportunities, standards of
conduct; n environmental items, eg fuel usage; n
volume and categories of complaints and letters of
appreciation (without identifying individuals), and
performance in handling complaints; n results of user
surveys and action to be taken; n standing orders
and waivers of standing orders; n standing financial
instructions; n external audit management letter, and
Trust response, time when response is made: n
details of administrative costs; n funds held on trust,
such as bequests and donations; n performance
against quality standards in contracts; n clinical
performance, by specialty, eg proportion of surgery
done on day surgery basis, by condition; n
performance against national and local targets for
inpatient and day case waiting times; n names and
contact (office) numbers of board members and
senior officers; n basic salaries, ie excluding PRP and
distinction awards, of staff, by bandings and in
anonymised form; n response times for ambulances;
n information about the use of outside management
consultants, including expenditure
4. Procedures for Obtaining Information
Trusts must ensure that people know whom to ask for
information. They must publish the name of the
person responsible, along with full details of how to go
about obtaining information and how to complain if the
information is not provided. The person responsible
should be a senior officer who is directly accountable
to the Chief Executive of the Trust.
ANNEX B - Health Authorities
1. Introduction
1.1 Health Authorities have an essential role in the
successful development of local services and
achieving a strategic balance of care. (Annexes C
and D give complementary advice for General
Practitioners.)
1.2 This Annex describes the information which they
must publish or make available. It also lists examples
of information which it is recommended is made
available as a matter of good practice, either through
publication or on request.
2. Information Which Must be Published
2.1 Health Authorities

The following are the documents which Authorities
must publish by given dates:
n an annual report, describing the performance over
the previous financial year, and including details of
board members' remuneration; the report should be in
a form that can be readily understood by the general
public; n an annual report by the Director of Public
Health; na full list of General Medical Practitioners,
General Dental Practitioners, pharmacists and
optometrists in their locality; n papers, agendas and
minutes of board meetings held in public; naudited
accounts published annually; n a strategy document
(not published annually) setting out the heath
authority's plans over a five year period. They must
consult with the public before and after developing the
strategy.
In addition to the documents described above,
authorities must also make available, on request:
n annual purchasing plans; n contracts with
providers, both NHS and non-NHS; n the register of
board members' private interests required under the
Code of Accountability for NHS boards.
2.2 Public Meetings - Health Authorities must hold
all their board meetings in public, though there is
provision of certain issues (eg personnel and
commercial matters) to be taken in a private part of
the meeting. The agenda for these meetings must
always be provided to the press and on request to
members of the public. Public meetings must be held
in easily accessible venues, and at times when the
public are able to attend.
Consultation - Health Authorities must consult with
Community Health Council and other interested
parties on any plans to change the services which
they purchase or plan for their residents. They must
publish well in advance a timetable to enable the
public to know when and how they can influence to
commissioning process.
3. Good Practice in Providing Information
3.1 Examples of Additional Information Which
May be Published
n information on services purchased by the Authority
;n information about consultation exercises
undertaken and outcomes; n full reports of any user
or attitude surveys and action to be taken; n total
available financial resources; n Health Authority
allocation; nproposed and actual expenditure on
services, analysed by: n providers; n contracts
(including by speciality, if available); ntreatments
purchased separately from contracts (extra

contractual referrals); n changes in providers and
contracts from previous years; n performance against
quality standards in contracts; n clinical performance
by speciality, of providers contracted with, eg
proportion of surgery done on day surgery basis, by
condition; n performance against national and local
targets for in-patient and day case waiting times; n
numbers of complaints dealt with and response times;
n names and contact (office) numbers of Authority
board members and senior officers; n basic salaries,
ie excluding PRP and distinction awards, of staff, by
bandings and in anonymised form; n information
about the use of outside management consultants,
including expenditure

2.1 General Medical Practitioners
Practice Leaflets - Essential information for patients
about individual doctors' practices is published in
practice leaflets which can be obtained from the
practice. These must contain the following
information:

n future year resource plans; n information about
expenditure on different types of health care, such a
primary, secondary or community care; n price
comparisons of all providers used by the purchaser; n
total expenditure per head of population; n costs of
authority administration; n standing orders and
waivers of standing orders; n standing financial
instructions n external audit management letter, and
response, at the time when the response is made.

n name, sex, medical qualifications and date and first
place of registration of the General Practitioner; n
details of availability (including arrangements for
cover when the General Practitioner is not available),
appointments system and how to obtain an urgent
appointment or home visit; n arrangements for
obtaining repeat prescriptions and dispensing
arrangements; n frequency, duration and purpose of
clinics; n numbers and roles of other staff employed
by the practice, and information about whether the
General Practitioner works alone, part-time or in
partnership; n details of services available - for
example, child health surveillance, contraception,
maternity, medical, minor surgery, counselling and
physiotherapy; n details of arrangements for
receiving and responding to patients' comments and
complaints; n geographical boundary of the practice
area; n details of access for the disabled.

4. Procedures for Obtaining Information

In addition, some leaflets also:

Authorities must ensure that people know whom to
ask for information. They must publish the name of
the person responsible, along with full details of how
to go about obtaining information and how to
complain if the information is not provided. The
person responsible should be a senior officer who is
directly accountable to the Chief Executive of the
Authority.

n contain information detailing any other professional
staff employed by the practice, including their
registration status; n are available in languages other
than English which are commonly used locally.

3.2 Examples of Information Which May be
Available on Request

1.1 This annex describes the information which
General Medical Practitioners, General Dental
Practitioners, Community Pharmacists and
Optometrists must publish or make available.
1.2 General Medical Practitioners, General Dental
Practitioners, Community Pharmacists and
Optometrists provide services to the public which are
paid for by the NHS. The public should therefore have
access to information about the services they provide.
Although they are self-employed independent
contractors, and cannot therefore be required to
publish sensitive information about their businesses,
their contracts for services specify information that is
important to patients and which must be made
available.
2. Information Which Must be Published
The following are the statutorily required documents
which must be published.

2.2 General Dental Practitioners
Practice Leaflets - Essential information for patients
about individual dental practices is published in
practice leaflets which can be obtained from the
practice. These contain:
n name, sex and date of registration as a dental
practitioner; n address, opening hours and details of
partners/associates; n whether a dental hygienist is
employed; n details of access to the premises; n
whether only orthodontic treatment is available; n with
consent, whether the dentist speaks any languages in
addition to English; n General Dental Practitioners
are required to inform patients of any emergency
arrangements in place.
Charges
n General Dental Practitioners must provide patients
with individual costed treatment plans. They must
display a notice of the scale of NHS charges and
information about entitlement to exemption from or
remission of charges.
It is good practice:

n to provide information about their cross-infection
control procedures, giving examples as appropriate.
2.3 Community Pharmacists
Practice Leaflets - Pharmacists are not obliged to
produce practice leaflets but those dispensing more
than 1500 prescriptions a month normally do so.
These leaflets detail the range of services available to
the public and, if produced, must contain the following
information:
n a list of services provided by the pharmacist; n
name, address and telephone number of the
pharmacy; n normal opening hours and
arrangements for out of hours services and
emergencies; n procedures for receiving comments
on services provided.
As good practice:
n an increasing number of Community Pharmacists
make health promotion leaflets available to the public.
2.4 Optometrists
Optometrists are not currently required to produce
practice leaflets, but many do so as a matter of good
practice.
Results of Eye-Tests
Optometrists must provide patients with a copy of the
results of their eye-tests (ie their prescription) or a
statement that no prescription is required.
5. Procedures for Obtaining Information
3.1 Information about individual General Medical
Practitioners, General Dental Practitioners,
Pharmacists and Optometrists and their practice
leaflets must be available from the practice. Health
Authorities must ensure that people know whom to
ask for additional information. The Authority should
publish the name of the person responsible. This
should be a senior officer who is directly accountable
to the Chief Executive of the Authority.
5.2 Complaints about failure to obtain information
should be dealt with as far as possible by the practice.
If the complainant remains dissatisfied, he/she should
be directed to the Family Health Services Authority.
The assistance of the Community Health Council may
also be sought. At present the Health Service
Ombudsman does not investigate complaints against
family doctors, dentists, optometrists (opticians) or
pharmacists.
General Practitioners
ANNEX D - General Practitioners
1 Introduction

This Annex extends Annex C and describes the
additional information which General Practitioners
must publish or make available.
2. Information Which Should be Published
The following are the documents which General
Practitioners should publish or make available by
given dates:
n plans for major shifts in purchasing; n annual
practice plan describing how the practice intends to
use its fund and management allowances over the
coming year and demonstrating the practice's
contribution to national targets and priorities as well
as any locally-agreed objectives. The plan should
include an outline longer term view and may
optionally include the practice's primary health care
team charter (Practice Charter) and plans for the
practice's general medical services (GMS) activity; n
Practice Charter (if available and not included above);
n annual performance report; n audited annual
accounts.
Consultation
General Practitioners must ensure that a copy (or a
summary) of their major shifts in purchasing
intentions, annual plans, Practice Charter (if separate)
and performance reports is available at their practice
for consultation by patients. A copy of the above
documents should be sent to the Health Authority and
a copy (or a summary) to the local Community Health
Council.
In addition, General Practitioners are required to
produce annual accounts for audit. Once audited,
these are public documents and are available for
inspection at the Health Authority.
3. Procedures for Obtaining Information
3.1 Information about individual practices should be
requested direct from the practice. Complaints about
failure to provide information should be dealt with as
far as possible by the practice.
3.2 If the complainant remains dissatisfied he/she
should be directed to the Health Authority. The
assistance of the Community Health Council may also
be sought. At present the Health Service
Ombudsman does not investigate complaints against
family doctors, dentists, optometrists opticians) or
pharmacists.
3.3 Requests for information which is not about an
individual practice should be directed to the Health
Authority. They must ensure that they publicise the

name of the officer within the HA who is responsible
for providing this information and for the operation of
the Code of Practice. This should be a senior officer
who is directly accountable to the Chief Executive of
the Authority.
The Department of Health will be pleased to respond
to any queries on this Code of Practice on Openness
in the NHS. Please contact Jerry Bird, Room 2N21,
Quarry House, Quarry Hill, LEEDS LS2 7UE.
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The Board and Executive Team of Hertfordshire Community NHS Trust
Subscribe to the “NOLAN” Principles of Public Life
These are:
Selflessness
Holders of public office should take decisions solely in terms of the public interest. They
should not do so in order to gain financial or other material benefits for themselves, their
family, or their friends.
Integrity
Holders of public office should not place themselves under any financial or other obligation
to outside individuals or organisations that might influence them in the performance of their
official duties.
Objectivity
In carrying out public business, including making public appointments, awarding contracts, or
recommending individuals for rewards and benefits, holders of public office should make
choices on merit.
Accountability
Holders of public office are accountable for their decisions and actions to the public and
must submit themselves to whatever scrutiny is appropriate to their office.
Openness
Holders of public office should be as open as possible about all the decisions and actions
that they take. They should give reasons for their decisions and restrict information only
when the wider public interest clearly demands.
Honesty
Holders of public office have a duty to declare any private interests relating to their public
duties and to take steps to resolve any conflicts arising in a way that protects the public
interest.
Leadership
Holders of public office should promote and support these principles by leadership and
example.
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The Board and Executive Team of Hertfordshire NHS Trust Subscribe to the
“Principles of Board Etiquette”
(Adapted from the Integrated Governance Handbook, DoH 2006
We Will

We Will Not

1

Respect one another as possessing
individual and corporate skills,
knowledge and responsibilities

Refer to past systems or mistakes as
being responsible for today’s situation.

2

Show determination, tolerance and
sensitivity - rigorous and challenging
questioning, tempered by respect

Act as ‘stoppers’ or ‘blockers’

Show group support and loyalty towards
3

•
•
•

The Trust
each other
the Executive Team

Regard any arrangements as
unchangeable or unchallengeable

4

Listen carefully to all ideas and comments
and be tolerant to other points of view –
be sensitive to colleagues’ needs for
support when challenging or being
challenged

Adopt territorial attitudes – any
members of the team has the right to
challenge/question another

5

Be honest, open and constructive

Give offence – and be ready to apologise

6

Be courteous and respect freedom to
speak, disagree or remain silent

Take offence – and shall stay open to
discussion

7

Regard challenge as a test of the
robustness of arguments – ensure no one
becomes isolated in expressing their view.
Treat all ideas with respect.

Regard papers presented as being
‘rubberstamped’ without discussion and
agreement

8

Read all papers before the meeting and
clarify any points of detail with the relevant
author before the meeting, arrive on time
and participate wholeheartedly

Act in an attacking, crushing or dismissive
manner

9

Focus discussion on material issues and
on the resolution of issues, allow
differences to be forgotten

Become obsessed by detail and lose
the strategic picture

10

Make the most of time – support the
Chair, colleagues and guests in
maximising scope and variety of
viewpoints heard. Individual points are
relevant and short.

Breach confidentiality – will be candid
not secret
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Introduction

1.

As part of the response to the Kennedy Report, the attached Code of
Conduct for NHS Managers has been produced by a Working Group
chaired by Ken Jarrold CBE.

2.

The Code sets out the core standards of conduct expected of NHS
managers. It will serve two purposes:

3.

●

to guide NHS managers and employing health bodies in the work
they do and the decisions and choices they have to make.

●

to reassure the public that these important decisions are being
made against a background of professional standards and
accountability.

The environment in which the Code will operate is a complex one. NHS
managers have very important jobs to do and work in a very public and
demanding environment. The management of the NHS calls for difficult
decisions and complicated choices. The interests of individual patients
have to be balanced with the interests of groups of patients and of the
community as a whole. The interests of patients and staff do not always
coincide. Managerial and clinical imperatives do not always suggest the
same priorities. A balance has to be maintained between national and
local priorities.

Introduction

1

4.

The Code should apply to all managers and should be incorporated in
the contracts of senior managers at the earliest possible opportunity.
A document on implementation is attached.

NIGEL CRISP
NHS Chief Executive

2 Code of Conduct for NHS Managers

9 October 2002

Code of Conduct for
NHS Managers

As an NHS manager, I will observe the following principles:
●

make the care and safety of patients my first concern and act to
protect them from risk;

●

respect the public, patients, relatives, carers, NHS staff and
partners in other agencies;

●

be honest and act with integrity;

●

accept responsibility for my own work and the proper performance
of the people I manage;

●

show my commitment to working as a team member by working
with all my colleagues in the NHS and the wider community;

●

take responsibility for my own learning and development.

This means in particular that:
1

I will:
●

respect patient confidentiality;

●

use the resources available to me in an effective, efficient and
timely manner having proper regard to the best interests of the
public and patients;

Code of Conduct for NHS Managers
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2

3

●

be guided by the interests of the patients while ensuring a safe
working environment;

●

act to protect patients from risk by putting into practice
appropriate support and disciplinary procedures for staff; and

●

seek to ensure that anyone with a genuine concern is treated
reasonably and fairly.

I will respect and treat with dignity and fairness, the public, patients,
relatives, carers, NHS staff and partners in other agencies. In my capacity
as a senior manager within the NHS I will seek to ensure that no one is
unlawfully discriminated against because of their religion, belief, race,
colour, gender, marital status, disability, sexual orientation, age, social and
economic status or national origin. I will also seek to ensure that:
●

the public are properly informed and are able to influence services;

●

patients are involved in and informed about their own care, their
experience is valued, and they are involved in decisions;

●

relatives and carers are, with the informed consent of patients,
involved in the care of patients;

●

partners in other agencies are invited to make their contribution
to improving health and health services; and

●

NHS staff are:
–

valued as colleagues;

–

properly informed about the management of the NHS;

–

given appropriate opportunities to take part in decisionmaking.

–

given all reasonable protection from harassment and bullying;

–

provided with a safe working environment;

–

helped to maintain and improve their knowledge and skills
and achieve their potential; and

–

helped to achieve a reasonable balance between their working
and personal lives.

I will be honest and will act with integrity and probity at all times.
I will not make, permit or knowingly allow to be made, any untrue
or misleading statement relating to my own duties or the functions
of my employer.

4 Code of Conduct for NHS Managers

I will seek to ensure that:

4

●

the best interests of the public and patients/clients are upheld in
decision-making and that decisions are not improperly influenced
by gifts or inducements;

●

NHS resources are protected from fraud and corruption and that
any incident of this kind is reported to the NHS Counter Fraud
Services;

●

judgements about colleagues (including appraisals and references)
are consistent, fair and unbiased and are properly founded; and

●

open and learning organisations are created in which concerns
about people breaking the Code can be raised without fear.

I will accept responsibility for my own work and the proper performance
of the people I manage. I will seek to ensure that those I manage accept
that they are responsible for their actions to:
●

the public and their representatives by providing a reasonable and
reasoned explanation of the use of resources and performance;

●

patients, relatives and carers by answering questions and complaints
in an open, honest and well researched way and in a manner which
provides a full explanation of what has happened, and of what will
be done to deal with any poor performance and, where appropriate
giving an apology; and

●

NHS staff and partners in other agencies by explaining and
justifying decisions on the use of resources and give due and proper
consideration to suggestions for improving performance, the use of
resources and service delivery.

I will support and assist the Accountable Officer of my organisation in his
or her responsibility to answer to Parliament, Ministers and the
Department of Health in terms of fully and faithfully declaring and
explaining the use of resources and the performance of the local NHS in
putting national policy into practice and delivering targets.
For the avoidance of doubt, nothing in paragraphs two to four of this Code
requires or authorises an NHS manager to whom this Code applies to:
●

make, commit or knowingly allow to be made any unlawful
disclosure;

●

make, permit or knowingly allow to be made any disclosure in
breach of his or her duties and obligations to his or her employer,
save as permitted by law.
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If there is any conflict between the above duties and obligations and this
Code, the former shall prevail.
5

6

I will show my commitment to working as a team by working to create
an environment in which:
●

teams of frontline staff are able to work together in the best
interests of patients;

●

leadership is encouraged and developed at all levels and in all
staff groups; and

●

the NHS plays its full part in community development.

I will take responsibility for my own learning and development.
I will seek to:
●

take full advantage of the opportunities provided;

●

keep up to date with best practice; and

●

share my learning and development with others.

Department of Health
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Implementing the Code

IMPLEMENTING THE CODE
1.

The Code should be seen in a wider context that NHS managers must
follow the ‘Nolan Principles on Conduct in Public Life’, the ‘Corporate
Governance Codes of Conduct and Accountability’, the ‘Standards of
Business Conduct’, the ‘Code of Practice on Openness in the NHS’ and
standards of good employment practice.

2

In addition many NHS managers come from professional backgrounds
and must follow the code of conduct of their own professions as well as
this Code.
In order to maintain consistent standards, NHS bodies need to consider
suitable measures to ensure that managers who are not their employees
but who
(i)

manage their staff or services; or

(ii) manage units which are primarily providing services to their
patients
also observe the Code.
3

It is important to respect both the rights and responsibilities of managers.
To help managers to carry out the requirements of the Code, employers
must provide reasonable learning and development opportunities and seek
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to establish and maintain an organisational culture that values the role of
managers. NHS managers have the right to be:
●

treated with respect and not be unlawfully discriminated against for
any reason;

●

given clear, achievable targets;

●

judged consistently and fairly through appraisal;

●

given reasonable assistance to maintain and improve their
knowledge and skills and achieve their potential through learning
and development; and

●

reasonably protected from harassment and bullying and helped
to achieve a reasonable balance between their working and
personal lives.

Breaching the Code
4

Alleged breaches of the Code of Conduct should be promptly considered
and fairly and reasonably investigated. Individuals must be held to
account for their own performance, responsibilities and conduct where
employers form a reasonable and genuinely held judgement that the
allegations have foundation. Investigators should consider whether there
are wider system failures and organisational issues that have contributed
to the problems. Activity, the purpose of which is to learn from and
prevent breaches of the Code, needs to look at their wider causes.

5

Local employers should decide whether to investigate alleged breaches
informally or under the terms of local disciplinary procedures. It is
essential however that both forms of investigation should be, and be seen
to be, reasonable, fair and impartial. If Chief Executives or Directors are
to be investigated, the employing authority should use individuals who
are employed elsewhere to conduct the investigation. The NHS
Confederation, the Institute of Healthcare Management and the
Healthcare Financial Management Association are among the organisations
who maintain lists of people who are willing to undertake such a role.

Application of Code
6

This Code codifies and articulates certain important contractual
obligations that apply to everyone holding management positions.
These include Chief Executives and Directors who as part of their duties
are personally accountable for achieving high quality patient care. The
Department of Health will in the next few months issue a proposed new
framework of pay and contractual arrangements for the most senior NHS
managers. Under this framework the job evaluation scheme being
developed as part of the ‘Agenda for Change’ negotiations is likely to be
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used as the basis for identifying which other managerial posts (in addition
to Chief Executives and Directors) should be automatically covered by the
Code. The new framework will also specify compliance with the Code as
one of the core contractual provisions that should apply to all senior
managers.
7

For all posts at Chief Executive/Director level and all other posts
identified as in paragraph 6 above, acting consistently with the Code of
Conduct for NHS Managers Directions 2002, employers should:
●

include the Code in new employment contracts;

●

incorporate the Code into the employment contracts of existing
postholders at the earliest practicable opportunity.

Action
8

Employers are asked to:
(i)

incorporate the Code into the employment contracts of Chief
Executives and Directors at the earliest practicable opportunity and
include the Code in the employment contracts of new
appointments to that group;

(ii) identify any other senior managerial posts, i.e. with levels of
responsibility and accountability similar to those of Director-level
posts, to which they consider the Code should apply. (The new
framework for pay and contractual arrangements will help more
tightly define this group in due course.)
(iii) investigate alleged breaches of the Code by those to whom the
Code applies promptly and reasonably as at paragraphs four to five;
(iv) provide a supportive environment to managers (see paragraph three
above).
October 2002
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NATIONAL HEALTH SERVICE ACT 1977
NATIONAL HEALTH SERVICE AND COMMUNITY CARE ACT 1990
The Code of Conduct for NHS Managers Directions 2002
The Secretary of State for Health, in exercise of the powers conferred by section 17(a),
paragraph 10(1) of Schedule 5(b) and paragraph 8(3) of Schedule 5A(c) to the National
Health Service Act 1977, and paragraph 16(5) of Schedule 2 to the National Health Service
and Community Care Act 1990(b), hereby gives the following Directions:
Application, commencement, interpretation
1.-(1) These Directions apply to all NHS bodies in England and shall come into force on 9
October 2002.
(2) These Directions shall be referred to as The Code of Conduct for NHS Managers
Directions 2002.
(3) In these Directions “NHS bodies” means:
(i) Strategic Health Authorities
(ii) Special Health Authorities
(iii) NHS Trusts
(iv) Primary Care Trusts
Implementation of Code of Conduct for NHS Managers
2. NHS bodies shall take all reasonable steps to comply with the requirements set out in the
Code of Conduct for NHS Managers appended to these Directions.
Effect of Direction 2
3. The fact of compliance or non-compliance with Direction 2 shall in itself have no effect on
the validity or enforceability of a contract entered into by an NHS body to which these
Directions apply.
Signed by authority of the Secretary of State for Health
M G Sturges

4 October 2002

Department of Health

(a) 1977 c. 49. Section 17 was substituted by section 12(1) of the Health Act 1999 (c.8) and was amended by Schedule 5, Part
1, paragraph 5(1) and (3), to the Health and Social Care Act 2001 (c.15) and by Schedule 1, paragraph 7 to the NHS Reform
and Health Care Professions Act 2002 (c.17).
(b) Paragraph 10(1) of Schedule 5(b) and paragraph 8(3) of Schedule 5A(c) to the National Health Service Act 1977 (1977
c.49), and paragraph 16(5) of Schedule 2 to the National Health Service and Community Care Act 1990 were amended by
section 6 of the Health and Social Care Act 2001 (c.15).
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