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Berkshire East PCT’s approach to the Dignity in Care agenda was to ensure that it was not identified purely as a clinical issue, but involved all Directorates in the organization.

The staffs attitudes and behaviors, at the patient interface, are extremely important and it is that first interaction which makes the most impression on the patient and relative. However to explore the perceptions of these staff without exploring the whole workforce in the PCT and their understanding on how their actions can impact eventually on the patient experience was not sufficient, and has the potential of simplifying what is a complex multifaceted issue.
The saying “behind every good man is a good woman” could be challenged, however behind every good patient experience is a well organized service, which respects its staff, empowers them to make decisions, ensures they have the skills to do the job they are employed to do, are clear about their services objectives, and are supported with strong clinical leadership and sound management.
The approach we took was to use the Department of Health dignity statements (DOH 2007) and to build a benchmarking tool around these statements incorporating the dignity tests developed by The Social Care Institute for Excellence (SCIE 2006), and questions relevant to Berkshire East PCT. 

The Objective of the audit was to:-
To encourage exploration and review of every element of the business undertaken by the PCT, from the clinical face to face consultation, its dealings with the public, through to staff management situations and including the work of finance, human resources, and the commissioning directorates in their support roles of service delivery to the population, ensuring that dignity and respect were fundamental in the whole system.
The Aims were to:-
· Benchmark the perceptions of directorates/services role, in dignity within each dignity statement.

· Benchmark directorates/services awareness of dignity and their individual contribution.

· Identify good practice.

· Identify gaps which could impact on the provision of individual’s dignity.
This was sent out across the PCT via Directors of services. A mangers workshop was held which included both clinical and non clinical service representatives which allowed exploration of the issues in mixed forums. 
The response from non-clinical services, initially were to question the relevance to them, and admittedly there were many questions which were only applicable to direct patient care services, however many of the questions had the potential to explore the attitudes and behaviors within any work environment which are relevant to any manager of people.
We had twenty full audit responses, some from a Directorate perspective, for example the finance and HR directorates. Where as clinical department responses tended to range from smaller service delivery areas such individual wards, or specialist services such as the continence service to dental and audiology departments.

The data from this exercise was analyzed and then a further workshop was held which again included a wide range of representatives including clinicians, operational managers, Directors, quality, and training, and included our Chief Executive.
The final report has been sent out now, with a follow-up questionnaire to further explore what work has continued within the individual services, where they identified gaps during the exercise, and to understand if this approach has highlighted the subject and if teams place it at the centre of their service management and delivery in a more structured way.

Our Dignity in Care working group has reformed with representation wider than just clinicians, and will take forward the action plan which was developed from the findings, and to monitor activity driven within the individual service.
Limitations of the audit

This experimental audit was aimed at exploring people’s perceptions of dignity and respect in their working lives and the services they provided. Although there were 20 responses, there were areas that did not complete a questionnaire. Because of the complexity and variety of service provision and team make up across the PCT, it was impossible for the dignity steering group to disseminate the questionnaires to ensure everybody was identified. The approach taken was to ask Directors and Assistant Directors to disseminate across their areas of responsibility as they wished. As a result the returned audits sometimes reflected the views of very small specialist teams and sometimes larger multi service areas.

This has resulted in a varying degree of detail being incorporated in to the responses.

It was also not the remit of the dignity steering group to direct how respondents gathered their information; some may have been the perspective of just one or two people whereas others held workshops in order to complete the exercises.
Conclusion

Dignity and respect is fundamental to good working relationships, good employment and the delivery of good care. Each and every person in the organization has a responsibility, to play their part in delivering dignity in care, be they front line staff or one of the many people in non-clinical services that support the people at the front line.

Benchmarking where an organization stood on dignity was never going to be easy, as dignity is not just dependent on one person, one action or one element. The perception of delivering or receiving respect and dignity in day to day life is different for each one of us and the people we serve. It also differs within situations and environments and to some part is dependent on our individual up-bring and beliefs.

However there are some fundamental requirements for all of us and the dignity statements, although broad, have been used to explore the perceptions of services and the people within them. Some directorates were obviously unable to answer specific questions concerning direct patient contact situations, but it is hoped that by sharing this document it has enabled all services to reflect on the complexity of the organization they are working in and the role they directly or indirectly play in ensuring that respect and dignity is integral to the whole organization. For those in direct contact with patients/service users it has identified good practice which can be shared, as well as allowing practitioners the opportunity to discuss with their staff, service delivery issues which could impact on patients’ dignity.

Although much of the reported information is subjective, it has allowed us to identify areas where further, more qualitative, audit can occur.  We also hope that it has given managers a framework and the opportunity to explore, with their teams, not only their individual and team’s contribution to Berkshire East’s dignity in care responsibilities, but also has allowed an insight in to the contribution and responsibility of other layers of the organization and how, as a whole, we all affect other people’s behavior and working environments.
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