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[bookmark: _Toc235093420]Summary
[bookmark: _Hlk209618653]This guideline outlines the process to be followed for <insert information here>.
It applies to all patients undergoing the following <insert information here>.
The guideline has been written as a result of <insert information here>.
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Data Protection Legislation
The Trust must comply with the UK GDPR, Data Protection Act 2018, and Data (Use and Access) Act 2025 by ensuring all personal data is processed lawfully, fairly, transparently, and for a defined purpose.
Before processing personal data, an appropriate Article 6 UK GDPR lawful basis must be identified and recorded. Where special category data is involved, a relevant Article 9 condition must also be documented.
All staff, contractors, students, volunteers, agency workers, and third parties working on behalf of the Trust are responsible for complying with data protection legislation.
Further guidance is available in the Trust's Information Use Framework and Information Governance policies. Advice can also be obtained from the Information Governance Team.
[bookmark: _Toc235093421]
Introduction
1.1. The Royal Cornwall Hospital Trust is committed to providing high quality patient centred care and a safe environment for all patients undergoing any <insert information here>.
1.2. This version supersedes any previous versions of this document. 
[bookmark: _Toc235093422]Background 
1.3. This guideline is intended to build on the principles outlined in the <insert information here>.
1.4. Next Paragraph.
1.4.1. Sub Paragraph.
[bookmark: _Toc235093423]Definitions
1.5. A list and description of the meaning of the terms used in the context of the document should be provided.
1.6. Next Paragraph.
[bookmark: _Toc235093424]Governance and Audit
1.7. The <insert information here> will monitor the implementation of this guideline and commission a bi-annual audit of adherence. See Section 3 and Appendix 5.
1.8. Next Paragraph.
[bookmark: _Toc235093425]Documentation of <insert information here>.
1.9. A memorandum has been developed by <insert information here>.
1.10. Next Paragraph.
1.10.1. Sub Paragraph.
1.10.2. Next Sub Paragraph.
[bookmark: _Toc235093426]Workforce 
1.11. Minimum workforce requirements for these invasive procedures are as follows:
1.12. All staff without appropriate competency will be supervised.
1.13. It is the responsibility of each member of staff involved in the procedures outlined to:
1.14. Training.

1.15. All members of staff involved in the delivery of <insert information here> outlined in this guideline must complete (1) the Trust’s.
[bookmark: _Toc235093427]Scheduling and List Management 
1.16. These procedures will be performed as necessary when safe to do so in an appropriate environment.
1.17. Next Paragraph.
[bookmark: _Toc235093428]Handovers and Information Transfer 
1.18. Details for Handovers and information to be included here. 
1.19. Next Paragraph.
[bookmark: _Toc235093429]Procedural Verification and Site Marking 
1.20. The team involved in the procedure will participate in the combined safety check as per the relevant checklist in the appendices. The following information should be confirmed and agreed by the team with the involvement of the patient where possible.
1.21. Next Paragraph.
[bookmark: _Toc235093430]Safety Briefing 
If any issues have arisen or problems such as equipment difficulties, a debriefing is to be undertaken and recorded by the responsible practitioner in the patient note, and a Datix completed if appropriate.
[bookmark: _Toc235093431]Sign In 
1.22. Details for Handovers and information to be included here. 
1.23. Next Paragraph.
[bookmark: _Toc235093432]Time Out 
1.24. Details for Handovers and information to be included here.
1.25. Next Paragraph.
[bookmark: _Toc235093433]Prosthesis Verification 
1.26. Details for Handovers and information to be included here. 
1.27. Next Paragraph.
[bookmark: _Toc235093434]Prevention of Retained Foreign Objects 
1.28. Details for Handovers and information to be included here. 
1.29. Next Paragraph.
[bookmark: _Toc235093435]Sign Out 
1.30. Details for Handovers and information to be included here. 
1.31. Next Paragraph.
[bookmark: _Toc235093436]Debriefing 
1.32. [bookmark: _Toc479073303]Details for Handovers and information to be included here. 
1.33. Next Paragraph.
[bookmark: _Toc235093437]Dissemination and Implementation
1.34. The document is available on the document library. Significant updates will be communicated via Trust wide email.
1.35. Implementation of the policy will be via Trust wide communication and supported by appropriate training for the relevant members of staff.
[bookmark: _Toc235093438]Monitoring compliance and effectiveness 
This part must provide information on the processes and methodology for monitoring compliance with, and effectiveness of, the policy/procedure using the table below.
	Information Category
	Detail of process and methodology for monitoring compliance

	Element to be monitored
	What part of the process do you intend to monitor (you may intend or need to monitor all of it).

	Lead
	Who will lead on this aspect of monitoring?
Include name and job title here.

	Tool
	What tool will be used to monitor/check/observe/asses/inspect/authenticate that everything is working according to this key element from the approved policy? 
This is the name/location of a Word/Excel/Access/Database template specific to the topic.

	Frequency
	How often is the need to monitor each element?
How often is the need to complete a report?
How often is the need to share the report?
Individualise the timeframe(s).

	Reporting arrangements
	Who or what committees will the completed report be sent to. 
How will each report be interrogated to identify the required actions and how thoroughly should this be documented in e.g. meeting minutes.
The lead or committee is expected to read and interrogate the report to identify deficiencies in the system and act upon them.
Consider stating this responsibility in committee terms of reference.

	Acting on recommendations and Lead(s)
	Which committee, department or lead will undertake subsequent recommendations and action planning for any or all deficiencies and recommendations within reasonable timeframes?
Required actions will be identified and completed in a specified timeframe.
Consider stating this responsibility in committee terms of reference.

	Change in practice and lessons to be shared
	How will system or practice changes be implemented the lessons learned, and how will these be shared.
Possible wording to use for this column. 
Required changes to practice will be identified and actioned within (state a specific time frame). A lead member of the team will be identified to take each change forward where appropriate. Lessons will be shared with all the relevant stakeholders.


[bookmark: _Toc235093439]Updating and Review
1.36. The document review process is managed via the document library. Document review will be every three years unless best practice dictates otherwise. The author remains responsible for the policy document review. Should they no longer work in the organisation or in the relevant practice area then an appropriate practitioner will be nominated to undertake the document review by the designed director.
1.37. [bookmark: _Toc222052648]Revision activity will be recorded in the versions control table to ensure robust document control measures are maintained.
[bookmark: _Toc235093440]Equality and Diversity 
1.38. [bookmark: _Hlk124955054][bookmark: _Hlk124949577]This document complies with the Royal Cornwall Hospitals NHS Trust service Equality and Diversity statement which can be found in the Equality Diversity and Inclusion Policy or the Equality and Diversity website.
1.39. Quality and Equality Impact Assessment (QEIA)
The QEIA process allows RCHT to monitor the impact of changes to its policies and services, ensuring that nobody is unduly disadvantaged. The Quality and Equality Impact Assessment (QEIA) Form is available via the link in Appendix 2.
[bookmark: _Toc235093441][bookmark: _Toc286403271]
Appendix 1. Governance Information
	Information Category
	Detailed Information

	Document Title:
	Full title and version number

	This document replaces (exact title of previous version):
	Title of Previous Version OR New Document

	Date Issued/Approved:
	Date signed off by Directorate Committee

	Date Valid From:
	Month and Year document is uploaded to Document Library

	Date Valid To:
	No more than 3 years from Date Valid From

	Directorate/Department responsible (author/owner):
	Name of author and Job Title

	Contact details:
	Number in full, not extension only

	Brief summary of contents:
	Use this section to provide a brief description of the document, which aids document retrieval.

	Suggested Keywords:
	Use this section to suggest keywords to be added by the Uploader to aid document retrieval.

	Target Audience:
	RCHT: 	Choose an item.
CFT:	Choose an item.
CIOS ICB: 	Choose an item.

	Executive Director responsible for Policy:
	Job Title 

	Approval route for consultation and ratification:
	Do not list all individuals just name(s) of committees/groups e.g. Divisional Governance Meeting, Medicine Practice Committee, Information Governance Group.

	General Manager confirming approval processes:
	Head of relevant speciality

	Name of Governance Lead confirming consultation and ratification:
	Name in full

	Links to key external standards:
	If there is none include ‘none required’ here.

	Related Documents:
	Reference and Associated documents or include ‘none required’ here.

	Training Need Identified?
	Yes/No – Select ‘Yes’ if any staff will need to carry out training to achieve successful implementation of this policy and also state that the Learning and Development department have been informed.

	Publication Location (refer to Policy on Policies – Approvals and Ratification):
	Choose an item.

	Document Library Folder/Sub Folder:
	e.g. Clinical/Infection Prevention and Control


[bookmark: _Toc262806725]Version Control Table 
	Date
	Version Number
	Summary of Changes
	Changes Made by


	Date document created 
	V1.0
	Initial issue
	Name and Job Title

	Date partial revision completed
	V1.1
	Partial Update (to be completed during the valid to dates) - Details of sections which contains amendments to be included here.
	Name and Job Title

	Date full revision completed
	V2.0
	Full Update (to be completed prior to the valid to expiry date) - Details of sections which contains amendments/updates to be included here. If no changes are required, please include ‘No changes’.
	Name and Job Title


[Please complete all boxes and delete help notes in blue italics including this note].
[bookmark: _Hlk124954534]All or part of this document can be released under the Freedom of Information Act 2000.
All Policies, Strategies and Operating Procedures, including Business Plans, are to be kept for the lifetime of the organisation plus six years.
This document is only valid on the day of printing.
Controlled Document.
[bookmark: _Hlk131499660]This document has been created following the Royal Cornwall Hospitals NHS Trust The Policy on Policies (Development and Management of Knowledge Procedural and Web Documents Policy). It should not be altered in any way without the express permission of the author or their Line Manager.
[bookmark: _Toc93909417][bookmark: _Hlk90635305]

[bookmark: _Toc164255378][bookmark: _Toc89694705][bookmark: _Toc235093442][bookmark: _Toc146901360][bookmark: _Toc213075413][bookmark: _Toc213076437][bookmark: _Toc213077141][bookmark: _Toc213657414][bookmark: _Toc213657441][bookmark: _Toc219887414]Appendix 2. Quality and Equality Impact Assessment (QEIA) Form
The QEIA process allows RCHT to monitor the impact of changes to its policies and services, ensuring that nobody is unduly disadvantaged. 
Please ensure you have completed a Quality and Equality Impact Assessment (QEIA) using this link to complete the form: 
E11 QEIA Policy
For guidance, please see the QEIA Essentials – Quick Reference Guide or contact as required below:
Equality, Diversity and Inclusion guidance, please contact: rcht.inclusion@nhs.net
Quality Governance guidance, please contact Jillian Tozer: jillian.tozer3@nhs.net
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